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ORIGINAL ARTICLES 


INFLUENZA IN ENGLAND 
IN 1940-41 


C. H. ANDREWES, M.D. LOND., F.R.C.P., F.R.S. 


N. P. Hvupson,* 


R. E. GLOVER, 
M.D. HARVARD 


F.R.C.V.S. i 
Dons Lum, Oy eee 
M.8C. MELB. cis fears a ania 


MAJOR R.A.M.C. 


(National Institute for Medical Research, London, N.W.3, 
and a Military Laboratory) 


Accounts of influenza in England in 1936-37 (Stuart- 

» Andrewes and Smith 1938) and in 1939 (Stuart- 
Harris, Smith and Andrewes 1940) have described the 
clinical features of the outbreaks of those years and the 
experimental studies then carried out on ferrets and mice. 
In order to bring the story up to date and to help in 
ultimately viewing the epidemics of these times in per- 


_ spective, the following account of experiences in 1940 


and 1941 is published. 

In 1940.—Circumstances, in particular the absence 
abroad of the clinical member of our team (C. H. S.-H.), 
did not permit us to make correlated clinical and patho- 
logical studies in the spring of 1940. It may be said, 
however, that the outbreak of respiratory disease then 
prevalent in southern England was of the long-drawn- 
out rather than sharply peaking form, that ‘“‘ clinically 


typical ” influenza was relatively infrequent, and that a- 


tracheo-bronchitis with slow recovery was very prevalent. 
Garglings from patients diagnosed as clinical influenza 
were tested by i 
earlier studies. The ferrets were observed for the 
development of fever or respiratory symptoms, and in 
many instances subsequently tested for immunity to 
influenza A virus (Horsfall et al. 1940). N o evidence was 
obtained that that virus was prevalent at all in southern 
England in 1940. The garglings tested were of the 


following origins :— 
Woolwich .. 2 tested in January, 1940. 
Cambridge ee 3 ” 29 99 ” 
Sherborne .. 3 eee a : ii ý 
London .. 3 (pooled) = si = is 
Hampshire.. il os Sa ss ji ~ ý 
London Sa 1 n » March a 
oe Safad ee ma ‘5, April s) 
Feltham, Misex. .. 1 a » May Pe 
London s = ; a », September,, 
‘ik oe 3 (2 pooied) ss » November ,, 
Wiltshire. a RA » December ,, 


As already eae none of these produced infection 
in ferrets. 

In 1941.—In spite of the absence of any general 
epidemic in the winter of 1940-41, sporadic cases of 
clinical influenza occurred in London and elsewhere in 
southern England.- We received during January and 
February garglings or serum samples from 19 patients 
diagnosed as clinical influenza ; all but 2 came from the 
London area. As will be shown, 8 of the specimens 
(42%) provided evidence that the disease was influenza A. 

During the same period, a detailed clinical study of 
the acute respiratory infections occurring in patients 
admitted to a military Helin a aer England was 
being made by one of us (C. S.-H.). No actual 
epidemic was observed, but ie was a sharply increased 
incidence of cases in J anuary and February, and many 
cases presented the clinical picture of influenza as seen 
in 1937 and 1939. Pathological investigations on 30 
cases carried out locally and on material transported to 
Hampstead showed that 79% of the cases investigated 
in January and February were examples of virus A 
influenza. As a number of cases of pneumonia and mis- 
cellaneous ailments were included, the actual incidence 
of virus A infection in cases of clinical influenza in the 
area was probably even higher. A number of cases of 
influenza with the signs of bronchiolitis as seen in 1937 


* Member of the Health Commission to Europe, International 
Health Division of the Rockefeller Foundation. 
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intranasal inoculation of ferrets as in 


_ against influenza viruses A or B were present. 


(Stuart-Harris et al. 1938) were also seen, and each of the 
three cases investigated was found to have @vidence of 
influenza virus A infection. It is necessary to emphasise 
that the military hospital cases were selected only in so 
far as fever was concerned. They therefore represented 
the average case of febrile acute respiratory infection 
during the period stated; the investigations at the 
military peer are described in more detail elsewhere 
(Stuart-Harris 1941). 

The higher proportion of positive tests for influenza A 
virus infection in the group from the military hospital 
compared with those from London (79%: 42%) may be 
due to a real difference in the type of respiratory infection 
in the areas concerned. It may, however, be only 
apparent, for the material examined from the hospital 
consisted for the most part of serum samples to be tested 
for antibodies; that from London comprised chiefly 
garglings for inoculation into ferrets. As we shall show, 
the ferret test has proved, more especially this year, 
to be a far less delicate index of infection than the other. 

Specimens from 16 patients from various districts 
were examined during March and April, 1941; not one. 
gave evidence that influenza A was concerned. 


ATTEMPTS TO RECOVER VIRUS IN 1941. 


Tests on ferrets.—Garglings from 22 patients were inoculated 
into ferrets between January and early March, 1941. The 
majority of the ferrets developed fever and symptoms of 
respiratory infection. Since it was not possible to make 
serial passages with all material believed to contain virus, 
some febrile ferrets were allowed to recover, then bled and 
their antibodies studied. We confirmed earlier findings that 
no antibodies against the virus occurred in ferrets of our- 
normal stock; accordingly the development of potent 
neutralising antibodies against influenza A virus in 3 inocu- 
lated ferrets was accepted as proof of the presence of A virus 
in the 3 specimens of garglings used to infect them. In 15 


other ferrets fever or symptoms of nasal infection or both 


appeared, and serial passages were made at intervals of 3 or 
4 days; 5 strains proved immunologically to be influenza A 
virus were thus established. In previous years a strain 
once adapted to the ferret has been transmissible in series 
with great regularity; in 1941 less regular results were 
obtained, occasional ferrets in a series failing to respond with 
typical fever and symptoms. Furthermore, 7 “strains ” 
weré obtained which were apparently capable of propagation 
for 2, 4, 5, 5, 6, 7 and 9 passages respectively, but eventually 

“ petered out ° and were lost. Tests on sera fron recovered 
ferrets in each of these series showed that no antibodies 
The symptoms 
of upper respiratory tract infection and the fever were, how- 
ever, typical | of influenza in the ferret, though there were 
rather more “ misses ” than with the 5 strains which proved 
to be A.. Cultures of turbinate suspensions were made as a 
routine; some trouble was met with by the picking up of. 
Pasteurella bronchiseptica, hemolytic streptococci and other 
organisms in the course of ferret to ferret passage, but ferrets 
receiving culturally-positive material have been excluded from 
the account just given. On two occasions filtration through 
a gradocol membrane (average pore diameter 0:7x) apparently 
permitted an active agent tuo pass. 

During these investigations those of us doing the ferret tests 
(C. H. A. and R. E. G.) felt it likely that an agent, probably 
a virus, had been transmitted to and was. being passed 
through ferrets ; but that it could not be securely established 
in those animals. No conclusive evidence of the correctness 
of this view was obtained. Suspensions of ferret turbindtes 
containing the supposed agent were passed serially through 
Swiss mice; with 3 strains passages were made through ð, 
5 and 6 mice in series respectively ; no virus was recovered. 
Inoculations of chick embryos amniotically (Burnet 1940a) 
were equally unsuccessful ; filtrates of 6 strains of the series 
under discussion were used. The queer results obtained in 
1941 contrast sharply with those of 1940, when all the material 
inoculated into ferrets gave unequivocally negative results. 

Tests in chick embryos.—As has just been mentioned, 
Burnet (1940a and b) has lately succeeded in infecting chick 
embryos by the amniotic route with filtrates of human garg- 
lings. Infected embryos showed macroscopic changes in the 
lungs, or microscopic changes in smears of tracheal exudate ; 
further, many embryos died. After a few passages it was 
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possible to adapt the strains to mice. Such by-passing of the 
ferret would represerft a definite improvement in technique, 
since ferrets are not easy to work with in the average labora- 


tory. Experience with two of our strains, TAY and BER, 


obtained early in January, 1941, seemed to confirm Burnet’s 
findings ; the changes described by him in tracheal smears 
of inoculated embryos were seen in one instance in the first 
chick embryos injected, and material from these chicks 
infected mice. Unfortunately, the first successes were the 
only ones; no other virus was induced to infect eggs straight 
from human garglings, though 21 were tested, 8 of them being 
certainly from cases of influenza A. In almost every instance 
at least 3 serial passes were made through chick embryos 
before the material was abandoned as negative. The loss of 


virus was confirmed by the negative results of complement- - 


fixation tests (4 strains) or of ferret inoculations (3 strains). 
Infection of chick embryos was also attempted with strains 
which had previously been established in ferrets or* mice. 
Ferret material of the BIR strain produced macroscopic 
changes in chick embryos at the third passage, and, after one 
further pass, infected mice ; as will be seen later, we failed in 
two attempts with this strain to infect mice directly from 
ferret material. In other trials, made in the spring of 1941, 
fiitrates of turbinate- suspensions from 4 ferrets infected with 
the HER, WOR and WES strains of virus gave entirely negative 
results in chicks, though one (wor) would infect the chick 


after previous adaptation to the mouse—a curious contrast ` 


to the findings with the BIR virus, which would go from ferret 
to chick but not directly from ferret to mouse. 

Repetition of these attempts in June and July gave rather 
different results: ferret material of strains HER, WOR and 
WES was in each case successfully adapted to chicks after a 
few passes, and thence (HER and WES strains) to the mouse. 
The ferret material had been kept dried during most of the 
intervening time, and had only undergone one or two further 
passages in the ferret. It is probable that greater suscepti- 
bility of chick embryos in the summer accounted for the 
greater success; seasonal differences in the susceptibility 
of chick embryos have been recorded for ectromelia virus 
infection by Burnet and Lush (1936). 

In positive embryos it was found, as also with well-estab- 
lished strains like PR8, that, at any rate in later passages, an 
almost constant feature was depletion of the amniotic fluid 
around the embryo, so that embryos appeared “‘ tied up in 
knots,” often with their feet behind their necks and the 
membranes closely pressed around them. This finding has 
been in our experience more constant than anything in lungs 
or tracheal smears ; indeed the changes described by Burnet 
have been noted only in embryos with the above-described 
naked-eye appearances. Altogether, the chick-embryo 
studies have been disappointing; it remains to be seen 
whether the differences between our findings and. Burnet’s 


are due to differences between virus strains or between the 7 


eggs or some other, unsuspected, factor. 

Work with mice.—In view of our failures in the past, we 
made no attempts to transmit a virus directly from man to 
mice. We tried to infect mice with the 5 strains established 
in ferrets. One (wor) produced lesions after 4 passes through 
Swiss mice; this was found immunologically to be closely 
related to both the GAT and CHR strains of 1937 (Smith and 
Andrewes 1938). Three others failed to infect Swiss mice after 
5 passages in series (MAR strain), 9 passages (WES strain), 5 and 
9 passages in two separate trials (HER strain) and 7 passages (BIR 
strain). The wes and BIR strains were, however, later adapted 
to mice after being previously grown in chick embryos, as 
has already been described. It then appeared that the BIR 
strain was antigenically very like the TAL and CHR strains. 

Two other strains (TAY and BER) infected mice after only 


- one and two chick-embryo passages respectively ; these were 


serologically related to our 1937 cHR and TAL viruses. Since 
1935, when several viruses were readily induced to pass from 
the ferret to the mouse, we seem to have encountered pro- 
gressively greater difficulty in infecting mice with influenza 
viruses. In 1937 we succeeded with 8 out of 10 strains, 
obtaining lesions by the 5th or 6th passage, often earlier. In 
1939 the results were not very different, and we seemed to be 
getting over the’ difficulties in adaptation by using Swiss 
instead of our own “farm” mice. In 1941 we have failed 
to adapt a number of strains directly from ferret to mice even 
when we used Swiss mice. 


SEROLOGICAL STUDIES ON HUMAN SERA 


+ ° s . Ld e 
Tests against influenza A virus.—As in previous years we 
have compared the neutralising antibodies in “ acute ’’ and 
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TABLE I—RESULT OF TESTS ON MATERIAL FROM MILITARY 
HOSPITAL; JANUARY AND FEBRUARY, 1941 


No virus No test 


bolo F i | d in 
— recovered in | recovere : 
ferret test | ferret test | ÍP ferret 
‘ A ” infection indicated | 
by serological test .. i>e 4 2 24 
Not an “ A” infection | 
by serological test .. 0 0 7 


convalescent sera, and have taken a five-fold or greater rise 
in neutralising antibodies against influenza A virus during an 
illness as evidence of infection with that virus. Table 1 
shows that of 34 pairs of sera from the military hospital taken 
in January and February the tests on 27 indicated that the 
patient had suffered from influenza A infection, 7 that the 
patient’s infection was something else; 4 pairs of sera obtained 
in March and April disclosed no evidence that influenza A 
was concerned. Only small numbers of sera from other areas 
were examined (see table 11). 


TABLE II--RESULT OF TESTS ON MATERIAL CHIEFLY FROM 
LONDON AND NEIGHBOURHOOD; JANUARY AND FEBRUARY, 
1941 


Virus A recovered | No virus recovered 
in ferret test in ferret test 


“ A ” infection indicated 


by serological test .. 2 3* 
Not an “ A” infection b 

serological test s 1* 1° ’ 
No serological test ss 5 7 


* The serological diagnosis was here based on the antibody level 
in a “ convalescent ” bleeding only, no ‘‘ acute ” sample being 
available ; the result is thus less dependable than when two speci- 
mens could be tested. 


Tests against influenza B virus.—Since Francis (1940) 
described an influenza virus, named B, serologically unrelated 
to A, we have sought for evidence of-its occurrence in England. 


. None of the ferret inoculations carried out in 1941 yietded B 


virus. .Of 8 sera from recovered ferrets, 3 were infected with 
A and 5 with something other than A; these were tested for 
antibodies against B virus; but none neutralised. Similarly 
11 human sera from patients in Hampshire who failed to show. 
a rise in antibodies against A virus in the course of their 
illness also gave no indication of infection with influenza B, 
though a low level of anti-B antibodies was present in all 
samples. There is thus no evidence that influenza B was 
prevalent in this country during 1941. 

The presence of some antibodies against influenza B virus 
in human sera is possibly related to the existence of that 
infection in England in the past. Evidence will be published 
that some B was present in southern England in 1939. 


DISCUSSION 


Results shown in tables I and Ir confirm our previous 
experience that test of acute and convalescent sera for 
neutralising antibodies is a far more delicate index of | 
infection than ferret inoculation; 5 patients whose 
garglings failed to yield virus yet seem to have been 
examples of influenza A as judged by the serological test. 
In spite of Burnet’s promising findings, the amniotic 
method of chick inoculation has in our hands given even 
poorer results than has ferret inoculation. . 

In 1940 (Stuart-Harris, Smith and Andrewes) it was 
pointed out that a four-year cycle of major influenza 
epidemic peaks had been recently prevalent in England. 
Peaks in 1929, 1933 and 1937 had been interspersed with 
minor prevalences in 1931, 1935 and 1939 and almost 
nothing in the years adjacent to the peak years. If the 
cycle had continued, 1940 should have been a year free 


‘from influenza A—and so our laboratory studies indi- 


cated; but 1941 should have been a peak year, and this, 
fortunately, it did not prove, the deaths from influenzal 
pneumonia in London and the great towns having 
remained at a fairly low level. 

One naturally wonders why no epidemic arrived, why 
the 1941 virus was so poorly adaptable to the ferret or 
from the ferret to the mouse, and why we could not 
reproduce Burnet’s results in chick embryos ; further, 
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whether these facts are related. The power of a parasite 
to produce disease—its virulence—is known to vary 
independently of its infectivity or power to spread from 
host to host. It seems, however, that the influenza A 
viruses prevalent in England in the spring of 1941 were 
poor things in all respects ; their infectivity for man was 
low, virulence for man not very high and virulence for 
laboratory animals also low. 


SUMMARY 


No evidence of the presence of influenza A virus was 
obtained in material from the respiratory infections 
prevalent in England in the early months of 1940. 

InJanuary and February, 1941 no widespread influenza 
epidemic occurred in England, but laboratory studies 
indicated that a considerable proportion of the sporadic 
clinical influenza prevalent in those months was due to 
influenza A virus. The viruses recovered infected ferrets 
less easily than those of other years and were less readily 
adapted to infect mice. In contrast to Burnet’s recently 
published findings (1940), we only succeeded in 2 instances 
out of 23 in infecting chick embryos by the amniotic 
route directly from material of human origin. 


We wish to thank the medical men, both Service and 
civilian, who kindly provided us with material. 
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EXTRA-ORAL SPLINTING OF THE - 
EDENTULOUS MANDIBLE * 


LEANDER POHL, M.D. VIENNA, L.D.S. 


In treating fractures of the edentulous lower jaw or 
cases where resection of the edentulous mandible has to 
be performed, difficulties may arise so that fixation can- 
not be achieved by the methods commonly used, such as 
intra-oral splinting, splints in combination with flanges, 


saddles, hooks, screws, clamps, nails, circumferential | 


Wiring, bandages and so on. Rhodes (1934), referring 
to fractures of the molar region when no teeth are present 
posterior to the fracture, writes: ‘‘ It is difficult to see 
how any dental appliance can overcome such a difficulty 
as this, even if treatment can be taken in hand at once.” 
Kelsey Fry (1939), in a lecture on first-aid treatment of 
fractures of. the jaws, says: ‘‘ I shall be surprised, how- 
ever, if, by the end of the war, a satisfactory method has 
been found of replacing a displaced edentulous posterior 
fragment. ...”? Gillies (1935) doubts whether any 
surgical or dental control of the moderate displacement 
that.occurs is either justifiable or possible in cases where 
the posterior fragment is short and edentulous. Warwick 
James (194Q) goes’so far as to accept malposition in 
certain cases of extreme difficulty. 


One of the methods commonly used in the last war was to 
control the posterior fragment by vulcanite plates with flanges 
or saddles fitted to them. Round (1939) descgibes a method 
smilar in principle. He fits a small bite block on a local cap 
of hard vulcanite fitting one or two upper teeth and carrying 
a cushion of soft vulcanite (Ash’s soft rubber) to engage the 
lower fragment. When the bite block is in position he wires 
the upper and lower teeth together, thus assisting the posterior 
fragment to take up its normal position. 

Nakamura (1937) has designed a device for splinting the 
edentulous posterior fragment by means of a metal screw 
Vuleanised to a plate. The screw fits into a channel drilled 
m the edentulous fragment, or is fixed by a wire ligature 
through a hole drilled in it. He quotes a number of cases in 
Which it was possible to leave the plate and screw in position 
from the date of resection until the final healing of the bone 
graft without complications. : 
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° It was intended to read a paper on this subject at the Congress ` 


of Structive (Plastic) Surgery in London in 1937. 
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Bruhn and Lindemann (quoted by Wassmund (1927)) have 
treated a series of fractures by using the Codivilla-Steimann 
nail-traction. The posterior fragment is drilled with a burr, 


and two silver or aluminium wires connected by a plate are - 


passed through. Schroeder’s method (also quoted by Wass- 
mund) is somewhat similar; he uses a metal plate which is 
fixed by means.of a screw passing through a slit in it. Fora- 


_ mitti (1917) fixes the edentulous fragment with a nickel splint 


screwed direct to the bone. 

Wassmund (1927) described cases which he treated by 
traction by means of an U-shaped wire passed through tho 
bone and soft tissues. Collins (1937) reports on a similar 
method, advocated by Ivy and Curtis (1931). After an incision 
at the angle of the jaw, a wire is passed through the bone, and 
its end is brought out through the skin and twisted into a loop. 
The wire loop is attached to the wire in the head-piece, which 
is incorporated in a plaster bandage around the head. The 
two fragments are brought in perfect alignment after sufficient 
traction has been applied, and a firm union is achieved. 

Darcissac (1933) and Lenormant and Darcissac (1927) point 
out that fracture of the edentulous mandible is perhaps the 
only condition in which interosseous wiring is justifiable. 
Their method is as follows (Darcissac 1933). An incision is 
made along the lower border of the jaw. about 2 cm: long. 
Tho bone is drilled on each side of the site of the fracture with 
a burr 2-3 mm. from the lower border. 
bronze wire is passed through the hole and the ends twisted 
to form a loop by which traction can be made on the fragment. 
The external wound is then closed. The same procedure is 
done on the side opposite to the fracture so as to exert counter- 
extension on the larger fragment. ‘Traction is made by 
elastic to the two handles of wire passing round the neck. 
Gillies (1935) advocates this method when the edentulous 
fragment is long and displaced and its control is of great 
importance. He recommends for such cases either drilling 
a hole in the angle of the jaw and passing a wire retractor 
band through it, vulcanite appliances, or gutter splints, which 
can be fixed by circumferential wiring in order to obtain good 
alignment of the fragment without causing necrosis of the 
medullary portion of the bone. Circumferential wiring is 
according to him particularly applicable to the depressed 
central fragment in an edentulous or partially edentulous case. 

Berry (1941) describes a method of fixation for fractures 


of the edentulous mandible in which vitallium screws are 


inserted vertically into the bone fragments through the oral 
mucous membrane. The heads of the screws are then joined 
by a bar bent into appropriate shape. The apparatus may 
be applied outside the mouth if desired. _ i 
Rogers, Hall and Shackelford (1932) employ in certain cases 
open reduction intra-orally. An incision is made, the two 
ends of the jaw are exposed and two holes are drilled in the 
bone, through which silver wire is passed and twisted together. 
The results of the various methods so far mentioned 
are not invariably satisfactory. The value of flanges or 
saddles in combination with vulcanite plates of fixed 


metal splints is according to my own and others’ experi- 


ence (Wassmund 1927, Steadmann 1939, Fell 1940) 
questionable, for they invariably carry the danger of 
necrosis owing to abrasion and ulceration of the tissues 
overlying the posterior fragment, and offer but small 
hope of success. My experience has been the same with 
wiring the fragment to a vulcanite plate. Methods 
of drilling holes in the bone and passing nails, screws 
or even wires through it as well, especially where a 
deliberate communication is made between the medul- 
lary portion of the bone and the oral cavity, are open 
to the grave risk of causing necrosis. Samuels (1934) 
reports a rare case of a fracture of an edentulous mandible 
where the patient died from embolism after holes had 
been drilled in the bone and wires passed through them. 
Conditions are sometimes most unfavourable for bone- 
grafting. Some of these methods are applicable only 
if enough teeth are standing in the larger fragment to 
provide anchorage for a plate. Surgical intervention 
may sometimes not be possible owing to lack of acom- 
modation, time or skilled personnel if a great number of 
cases have to be dealt with, for instance at a first-aid 
post behind the front line. 

The external splint suggested by Vaughan Tomey 
(1940) cannot be considered as a treatment splint but is 
a useful means of giving external support to a bandage 
and should prove useful in emergencies. 

According to my experience with the elevation of a 
depressed malar bone, Bruhn’s hook-extension, a 


A thick silver or. 


he 
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modification of nail-traction, seems to be far superior to 
other methods, for the hook being inserted only super- 
ficially into the bone, there are fewer cases of necrosis. The 
method which I am going to describe is based on the 
same principle, using hook-extension (hook-traction) but 
avoiding most of the disadvantages of other methods. 
Its principle is the extra-oral application of hook-screws 
into each fragment of the fractured mandible, and con- 
necting them by a bar welded to them. ‘ 


DETAILS OF METHOD : 


The hook-screw (fig. 1) is made of stainless steel in 
three sizes. It consists of three main parts: (1) a hook 
ending in a sharp point, the shaft of which is square 
in cross-section ; (2) a simple screw tapered at one end 

and with a square head at the other; and 
(3) a connecting rod between the two. 
The connecting rod is threaded at one.end 
for the screw, and has a square hole at 
| the other for the hook, as well as a locking 
screw. 

Insertion of the hook-screw.—The site of 
insertion of the hook-screws depends on 
the type of fracture, the extent of external 
injuries present, and so on. 
best at the thickest part of the bone and 
as far from the line of fracture as is con- 
sidered necessary. Before application 
the hook-screw is taken to pieces, and 
after the skin is surgically cleansed the 
hook is inserted so that injuries to 
vulnerable organs are avoided as far as 
possible. As soon as one can feel bone 
either slight pressure or traction is 
exerted. While the fragment is thus held 
in position with one hand by means of 
the hook the connecting rod together with 
the screw is slipped over the hook and 
then screwed tight. The screw is then 
screwed down, and advanced into the 
compact bone only, in order to avoid any 
injury to the bone-marrow. Three or 
four hook-screws should provide sufficient 

stability, but more may be used if necessary. There 
is no difficulty in inserting the hook-screws in the body of 
the mandible or the horizontal ramus, whereas care has to 
be taken if the ascending ramus is very short in order to 
avoid damage to the facial nerve or the parotid gland 
(see case-record). 

The bar.—With the screws in position on both sides of 
the fracture a stainless steel bar 4 mm. thick is bent to 
shape according to the position of the hook-screws and 
the extent of external injuries present. The distance of 
the bar from the skin should be not less than an inch. 

The welding process.—The hook-screws are then 
joined by means of the bar, which is welded to them in 
situ with the Rakos welder} (fig. 2) after alignment of 
the fragments. No pean preparations are necessary 
except covering the skin with wet gauze for the heat 
during the welding process is only local. A cold-water 
spray is sufficient to cool the metal, so that no ill effects 

t The Rakos process is a fusion welding. It is executed with 
a high-resistanoe welding torch, which is brought into direct contact 
with the pieces to be welded, thus preventing the development of 
a stationary arc. The temperature employed is about 3000° C. 

- This heat is developed Within a fraction of a second, and the welding 
_ completed before the heat can be conducted from the welding spot. 
Thus, in spite of the intense concentration of heat, there are no ill 
effects to tissues or materials in the immediate vicinity of the spot 
welded, even within the patient’s mouth. The electric power used 
is of very low voltage, thus avoiding any danger of electric shock. 


The apparatus is now manufactured in England by Technotherm, 
Ltd., of 113, Victoria Street, St. Albans. 


Fia. 1—The hook- 
screw. f 


Fic. 5—Three weeks after operation. 


- care is taken. 


_bar on the screws 


It is applied - 


to the adjacent 
tissues need be 
feared if ordinary 


Welding has 
many advantages 
over soldering the 


previous to the in- 
sertion of the whole 
splint. First, one 
never knows the 
exact position of 
the hook-screw 
before it is inserted. 
Secondly, it may 
prove necessary to 
change one or the 
other hook before 
the fracture has 
united. By the use 
of welding this can 
be done without 
removing the whole 
splint, thus avoid- 
ing undue damage 
to the bone. l 
Furthermore, any additional appliance can be welded to 
the bar—e.g., in cases where absolute fixation may become 
necessary. An additional bar is then welded to the main 
bar on one side, and fixed on the other to a head barness. 
Other auxiliary appliances, such as extra-oral joints, can 
be fitted in the same way without removing the splint. 

Nevertheless, although welding is in our experience 
preferable, the bar can be joined to the hook-screws by 
means of special screws, or even soldered. 


Fic. 2—Rakos welder in use. 


CASE-RECORD 


‘Exact anatomical studies had been made regarding 
the site and‘ mode of insertion of the splint as well as 


Fic. 3—Hook-screw splint in position, immediately after operation. 


experiments with materials and the welding process 
before the technique was applied to the following case. 


“A man, aged 57, complained of pain and swelling in the 
right horizontal ramus of his mandible. His mouth was 
practically edentulous, for the lower canines, the only teeth 
present, were both very loose. A swelling could be seen 
extending from the right lower canine to thb angle of the 
mandible, covered by normal mucosa. It was painless to 
palpation and showed the typical signs of a cyst. The 
radiogram seemed to confirm the diagnosis, but one very 
small hard indolent gland in the right submaxillary region. 
caused suspicion of malignancy. After the cyst had been 
dissected out in the usual way microscopical examination 

of ths cyst wal confirmed the sus- | 
picion of carcinoma. E 

Previous to the radical operation 

~ both canines were removed and den- 

~ tures fitted. After a block dissec- 

tion ł of the affected glands and the 

soft submaxillary tissues involved, 

the diseased portion of the mandible 

was freed from its mucosa and 


t The operation (resection of the 
mandible and bono grafting) was per- 
formed in collaboration with Dr. O. 
Hofer at the Policlinic in Vienna in 
June, 1937. 
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Fic, 4—Radiograms showing hook-screw splint in position. Above, 
anteroposterior view ; below, lateral viewof posterior fragment. 


periosteum. The splint was then applied as described above 
before the bone was severed. Two of the hook-screws were 
inserted in the ascending ramus and two others before and 
behind the left mental foramen. 
immediately- after the resection of his mandible with the 
hook-screw splint.in situ. In fig. 4 the positions of the hook- 
screws are seen in radiogranis. The posterior fragment 
was kept in position, and the patient was able to move his 


temporomandibular joints and chew gently shortly after — 


the operation. The skin around the hook-screws was painted 
with Mastisol and covered with silver foil immediately after 
their insertion to reduce the danger of external infection. 
No signs Of necrosis could be observed during the whole 


course of treatment, the only complication being a salivary 


fistula which developed at the site of one hook-screw on the 
ascending ramus. This unpleasant incident was, of course, 
anticipated, and is unavoidable with other methods as well 
if the posterior fragment is short. Fig. 5 shows the patient 
three weeks after the operation. The salivary fistula healed 
without any surgical intervention when the splint was re- 
moved after six weeks, leaving only slight scars at the site of 
the hook-screw. ‘The posterior fragment remained in correct 
Position until bone-grafting was performed. 


DISCUSSION 


The method described has been applied in this single 
case only, for circumstances did not allow me to make 
further investigations on this subject. But it proved so 
successful that I should like to see it more extensively 
us It seems to offer an alternative way of treating 
cases where other methods are not satisfactory. It 
Permits immediate reduction and fixation of the frag- 
ments without losing valuable time in the preparation of 
splints. The mouth, as well as all the parts of the face, are 


left free for any surgical treatment which may be neces- . 


sary in a case of major injuries. Any alteration in con- 
struction required during the course of treatment is 
easily made without changing the splint or interrupting 
fixation. Proper feeding is facilitated from the first 
day after the splint has been inserted, and the patient is 
even enabled to masticate to a certain degree—both 
important advantages of this method. The mouth can 
be kept clean, and the muscles show much less. atrophy 
because partial function is maintained. The simplicity 
of the technique allows its use by those without any 
special knowledge of dentistry. Its use should be 
limited to suitable cases. No doubt the posterior fragment 


Fig. 3 shows the patient ` 
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is best left alone when displacement is only moderate 
and the fragment very short. But the method might 
prove useful in cases with much displacement as well as 
those with great loss of substance, especially of the body 
of the mandible, in order to avoid unsightly disfigure- 
ment and allows unrestricted movement of the temporo- 
mandibular joint. >- E 
© 0 SUMMARY ENI 

A method is described for the fixation of fractures of 
the edentulous mandible by means of steel hook-screws 
attached to each fragment and connected together by a 
bar welded to them in situ. E | 

The technique is especially suitable for fractures in 
the region of the angle, or where there is great loss of 
substance in. the body of the mandible. It permits 
immediate reduction and fixation without loss of time 
in preparing splints. The mouth and face are left free 
for necessary surgical treatment. Feeding is facilitated 
and the patient can chew to a certain extent as soon as 
the apparatus has been applied. The mouth can be 
kept clean and the muscles of the jaw can be exercised 
sufficiently to prevent atrophy. l 


~ 
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FRACTURES of the mandible in the tooth-bearing area 
present a problem which can be efficiently solved by 
purely dental methods. The Curtis loop, the arch wire 
or the dental cap splint offer a good chance of an excellent 
result. When the patient has no teeth, or when the 


‘fracture occurs behind the tooth-bearing area, the 


problem is not so simple. In the region of the hori- 
zontal ramus Gunning splintage with circumferential 
mandibular wires is likely to succeed, but in fractures 
through or posterior to the angle the accepted methods 
of fixation have not proved universally satisfactory. 
These methods have included-ingenious intraoral splints 
with extension apparatus intended to bear on and control 
the ascending ramus. Such methods depend for their 
success on the capacity of the mucous membrane to 
withstand pressure, and this capacity is limited to that 
part of the jaw which normally carries teeth. The 
alternative has been to fix the anterior fragment in 


‘correct relation to the upper jaw, and to apply traction 


to the angle of the mandible by means of a wire loop 
passed through the bone and then fixed either to a post- 
auricular support or by means of a bar to the cap splints 
on the anterior fragment. A wire at the angle, however 
attached, controls flexion at the temporo- mandibular joint 
but cannot.and does not control the other two deformities 
—rotation and adduction. , 

We therefore considered that the method of crossed 
Kirschner wires; as introduced by Roger Anderson for 


`N 


? 
s 


392 THE LANCET] MR. MOWLEM & OTHERS : EXTERNAL PIN FIXATION FOR FRACTURES OF MANDIBLE [ocr. 4, 1941 


pe A = . long bones, might 
T f < enable us to apply 
direct sleletal fixa- 
tion to the mandible. 
It may be of interest 
to follow the evolu- 
tion of-the method of 
applying these pins 
- and of the`type of 
~~ intervening fixation 
i from our first case’ in 
; early February to the present 
: time. 


j : 
| EVOLUTION OF APPARATUS 
l 


The apparatus consists of three 
main parts: a pair of pins and 
- their locking plate on each side of 
the fracture line, and an interven- 
ing fixation bar: 

Standard Kirschner wire is used, 
and it has been found that sizes 
smaller than 1-5 mm. in diameter 
are insufficiently stable, particu- 

larly under torsion. The wires, therefore, consist of 2 or 
24 in. lengths of 1-5 mm. ‘Kirschner steel sharpened to a 


o ca amera ede eee ee ree tee 


=- - o emg 


Fic. 1—Earliest type of 
plate and bar. 


short bevelled pyramidal point. <A pair of wires, crossing | 


each other at an angle of about 60° before entering the 
bone, are introduced on each side of the fracture line and 
about 4 in. away from it.. They are inserted close to the 


Fic. 2—a and b, stages in dévelopment of plate ; 
c, universal jolnt at end of bar. 


lower margin of the bone to avoid the inferior dental canal 
and they penetrate as far as the inner plate. It is now 
necessary to lock the outstanding ends of each pair 
together. The earliest type of plate used for this purpose 
is shown in fig. 1. It was found to be awkward in use, 
and a split type was then introduced. The screw 
employed to clamp the two halves of each plate together 
was at first also used to fix the connecting bar which 
ultimately unites the plates. This meant that each time 
an adjustment was made the plates had to be loosened 
on the pins and control of the bone fragments from out- 
side was lost. In the next type (fig. 2a) the two halves 


of each plate were clamped to- 
gether by two separate screws and 
a third screw was used to attach 
them to the connecting bar. This 
was too cumbersome, and fig. 2b 
shows a later type in which only a 
single thickness of metalis required. 

The next problem was to devise 
an intervening bar. This must be 
capable of lying slack and allowing 
movement in any direction so that the fracture can be 
easily reduced. When reduction is effected the bar must be 
capable of being locked rigidly in its final position. The 
first type of bar contained, in effect, two universal joints, 


Fic. 3—Last stage but 
one in development of 
apparatus. 4 


Fic. 4—Latest type of apparatus applied to skeleton jaw. 


one of which is shown in fig. 1. It worked well, but it 
was felt that if these joints were to be of reasonable size 
the chances of positive fixation were small. We therefore 
tried to use a single piece of 4 in. German silver wire, 
which was to be bent to the required shape on the operat- 
ing table, but it was found that minor corrections were 
difficult to make, even with specially devised keys. The 
third type incorporated a universal joint at each end of 
the rigid bar (fig. 2c); but no miniature universal joint 
is really satisfactory. The next type of fixation (fig. 3) 
consisted of two 4 in. rods, bent at right angles and fitted 


Fic. 5—Radiogram of early type of splint in use. 


into a short length of tubing. These rods were attached 
to the plates in such a way that universal movement was 
possible. At the same time positive locking was obtained 
by only four screws, one on each plate and two on the 
central tube. The whole apparatus is extremely simple 
and can be constructed by any mechanic, even without 
specialised tools. An even simpler type is now used, in 
which one of the screws on the tube has been eliminated. 
On one or two occasions pins have become slack between 
the second and third week, and the weight of the appara- 


` Fig. 6B—Patient opening his mouth 18 hours after fixation 
of fracture. 


tus may have been partially responsible for this. We 
have therefore constructed the appliance in aluminium 
alloy and it now weighs considerably less than half an 
ounce. Its construction and use are shown in fig. 4. 
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It may be argued that the introduction of 1-5 mm. 
Kirschner wire through the skin of the face is an 
unwarranted barbarism. Against this must be offset three 
facts. First, hardly any discomfort is experienced by the 
patient. Secondly, fixation is so positive as to enable 
the surgeon to avoid locking the mandible to the upper jaw 
in many oases; the resultant maintenance of movement 


of the temporomandibular joint ensures that blood- 


supply remains at its optimum, the patient is enabled to 
eat in comfort and oral cleanliness is readily obtained. 
Thirdly, such scars as do occur seldom need treatment, 
but at the worst it is simple to carry out the necessary 
minor excision. under a local anesthetic. 

The apparatus has now been used in 19 cases. We 
feel that the principle is worthy of further elaboration 
though it is probable that it will be applicable only to 
chosen cases and that it should not be used to replace 
the simpler and more standard methods for the great 
majority of fractures. Diag ak 


SUMMARY 


By the use of an orthopedic principle it has been 
possible to elaborate an apparatus to control fractures 
of the mandible occurring behind the tooth-bearing area. 

A pair of crossed Kirschner wires are inserted into each 
fragment. Various methods of locking each pair into a 
unit and then joining the units to maintain reduction are 
described. | 

The advantage is absolute fixation by extra-oral means. 
Oral cleanliness is readily’ obtained and function at the 
temporo-mandibular joint is maintained. Postoperative 
discomfort is negligible and feeding is simplified. The 


disadvantage is the occasional necessity to treat the 


small residual scars. | 

The method is in the early stages of its elaboration and 
itg use should be limited to those fractures which cannot 
be adequately controlled by standard methods. 
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"BLOOD CHANGES FOLLOWING 
CONTROLLED HÆMORRHAGÈ IN MAN 


JOHN WALLACE,* E. P. SHARPEY-SCHAFER, 
B.SC., M.B. EDIN. M.R.C.P. 


With technical assistance of A. C. PINCOCK 


(From the Department of Medicine, British Postgraduate 
Medical School) 


RECENT experience of the treatment of air-raid 
casualties in the resuscitation wards has shown that 
most of the cases requiring intravenous infusions are 
suffering mainly from the effects of hemorrhage. On 
admission of a patient to hospital it is often difficult to 
assess the amount of bleeding which has taken place. 
It is not until a day or two later, when the degree of 
maximum dilution can be measured and when blood 
corpuscles have not been transfused in treatment, that 


‘the extent of the hemorrhage can be estimated. The 


clinical picture of such a patient may be complicated 
by wound infection or other conditions which reduce 
hemoglobin percentage, but in the majority of cases 
reduction of hæmoglobin indicates hemodilution follow- 
ing' hzemorrhage. A simple method of measuring 
circulating blood-volume would be of great value, 
although there is still the objection that the original 
blood-volume is unknown. Such a method is not at 
present available. | 

The hæmoglobin percentage in a case of recent 
traumatic hemorrhage gives no indication of the extent 


‘ of the hzeemorrhage, since dilution may not have occurred. 


The object of this work has been to investigate the course 
of dilution following controlled haemorrhage. Hæmo- 
globin percentages, plasma proteins, blood-pressure and 
pulse changes have been followed, as well as blood- 


volume, plasma-chloride and blood-urea in a few cases. - 


METHODS 


Volunteers were venesected and 28 observations were 
made. The subjects were convalescent hospital patients, 


* Working for the Medical Research Council. 


and each one had a thorough clinical examination. All 
were found to have normal circulatory systems apart 
from three cases (Nos. 6, 7 and 9) who had hypertension. 
The clinical diagnoses of those with normal circulatory 
systems were neuroses (nine cases), chronic nervous ° 
diseases (eight cases), chronic bronchitis (two cases), 
convalescent lobar pneumonia (two cases), uncomplicated 
gastric ulcer, orthostatic. albuminuria, undescended 
testicles and headache (each one case). Two subjects 
(Nos. 2 and 7) were found to have low initial hemo- 
globin ; both had been previously bled and regeneration 
of hæmoglobin was not complete. Nos. 7 and 9, and 
13 and 24 are the same subjects venesected on different 
occasions. . . 

Venesection was performed in the usual manner 


‘through a wide-bore needle, the subject resting on a 
couch with the trunk at an angle of 30°. 


Care was taken 
to keep the subject warm and at a constant temperature. 
An initial resting period was allowed for blood-pressure, 
pulse and hemoglobin estimations to reach an equi- 
librium. 
Hemoglobin was estimated by taking 002 ml. blood 
samples from a freely flowing ear puncture and estimating 
the percentage by a photoelectric method (Hill and Pincock, 
to be published) accurate to 0-4% (standard error). 
Plasma-proteins, plasma-chlorides and blood-urea were 
estimated by the methods of King, Haslewood and Delory 
(1937). i 
Blood-volumes were estimated in three subjects by a 
modified carbon-monoxide method. This was in principle 
similar to that described by Hartmann (1937), except for 
the use of red and infrared light instead of green and yellow . 
light for measuring carboxyhemoglobin. 


: RESULTS 
The main. data are shown in the table. ° nd 
Blood-pressure.—Sixteen subjects showed a fall in 


` blood-pressure, but in eight of these the pressure had 


returned to its previous level within an hour; three 
cases (Nos. 12, 26 and 28) showing this temporary 
reduction. in blood-pressure developed a simultaneous 
bradycardia of 60 beats per minute or less; in eight 
subjects the fall in blood-pressure was prolonged up to 
as much as 24 hours, a group which included two hyper- 
tensive subjects. “ 

The fall in pressure usually occurred with dramatic 
suddenness at the end of venesection, which was stopped 
at the first sign of a fall. Other symptoms appeared at 
the same time. The face became pale, the skin cold 
and clammy, and the respiratory rate frequently 
increased. Yawning was also a prominent feature. 
The patient complained of faintness, dizziness and 
nausea. There was frequently a desire to defecate 
and urinate, and one subject actually passed urine. 
Unconsciousness often supervened, with depression of 
respiration, cyanosis, twitching of the limbs, rotation 
of the eyes, disappearance of the heart sounds and 
absence of pulsation in the large arteries. Bradycardia 
occurred with the first fall in blood-pressure and per- 
sisted. Loss of consciousness was usually brief, but 
case 6 was unconscious for five minutes. Case 28 had 
a fall of blood-pressure, bradycardia and syncope after 


. the removal of 500 c.cm. blood; he was then allowed 
' to recover, and half an hour later a further 600 c.cm. 


was withdrawn without a significant change in blood- 
pressure or a recurrence of other symptoms. | 
In nine subjects the effect of posture on systolic 
blood-pressure and pulse was investigated after vene- 
section. All showed a striking and immediate fall in 
systolic blood-pressure on sitting sharply upright on the 
couch. The extent of this fall was in every case greater 
than 40 mm. Hg and always occurred within 10 seconds 
of sitting upright. Ifthe sitting position was maintained, 
in most cases the systolic blood-pressure rose within 
30 seconds to its previous resting level or to a figure 
slightly lower than that resting level, but in a few cases 
syncope terminated the observation. Fig. 1 illustrates 
this exaggerated response of systolic blood-pressure to 
alteration in posture compared with the normal response 
in the same individual after he had restored his original 
blood-volume. The heart-rate, which was followed by 
continuous electrocardiographic tracings, showed a 
tachycardia with an increase of more than 30 beats 
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RESULTS OF CONTROLLE 


per minute, except in two cases where a bradycardia 
developed. On lying back there was in every case a 
rapid return of the blood-pressure and heart-rate to 
normal. The nine subjects who showed this response 
are indicated in the table by PR +. , This exaggerated 
response to posture could be repeated at will, and some 
subjects still showed the response. 5 or 6 hours after 
venesection. 

Pulse-rate-—Six subjects (Nos. 1, 5, 6, 12, 26, 28) 
showed bradycardia, always associated with a fall of 
blood-pressure ; another five (Nos. 2, 3, 8, 9, 15) showed 
tachycardia with a rise of heart-rate:- of more than 
20 beats a minute; the remainder had little or no 
change in heart-rate. 

Hemoglobin percentage and _  blood-volume.—tInitial 
dilution as judged by the hæmoglobin values was small. 
Eight. subjects (Nos. 1, 3, 5, 6, 8, 19, 26, 28) showed a 
fall of Hb. of 5% or more and the rest less than 5%. 
The majority of the cases showed a maximum dilution 
which corresponded closely with the theoretical dilution 
calculated on the assumption that the blood-volume was 
five litres. Three subjects (Nos. 6, 21, 22), however, 
showed a maximum, dilution which was considerably 
greater than the calculated figure, and in two of these 
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subjects actual blood-volume estimations confirmed that - 
there had been an overdilution and that the blood- 
volume had increased over the initial value. In cases 
19, 21 and 22 the theoretical dilution is calculated from 
the observed blood-volume. Case 13 seemed to show 
failure to dilute to the theoretical figure, though followed 
for a considerable period. A week later the same subject 
(24) was again venesected, and on this occasion showed 
a normal dilution. The time taken to reach a maximum 
dilution showed great variation, from 3 to 90 hours; no 
reason has yet been observed why some subjects take 
a long and others a short time to reach maximum 
dilution. l : 
Plasma-protein, plasma-chloride and blood-urea.— 
There was but little change in plasma-proteins while 
dilution was taking place. Cases 9 and 21 showed a 
fall, case 21 being one of those with over-dilution, while 
case 8, who had a rapid dilution, showed a rise in plasma- 
proteins. There was no significant change in plasma- 
chlorides after venesection. Blood-urea changes were 
also negligible except in cases 6, 7 and 9, who had 
hypertension with some renal involvement. The 
duration of the azotseemia in case 9 is illustrated in 


fig. 2. 
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DISCUSSION 


The mechanism of dilution and regeneration of plasma- 
proteins and hæmoglobin after experimental hæmorrhage 
in animals has been reviewed by Whipple (1938). In 
man, Stead (1940) removed 760-1220 c.cm. of blood 
from six subjects. Five showed a sudden fall of blood- 
pressure and bradycardia. There was an immediate 


small dilution with protein-poor fluid, and dilution: 


continued up to 72 hours without further changes in 
plasma-proteins. Our results show that the rate of 
dilution varies greatly in different subjects, and that 
therefore the hæmoglobin ‘percentage estimated at, an 
arbitrary time after hæmorrhage from an injury may 
give no indication of the extent of the hæmorrhage. 
The rate of dilution may also vary in the same subject, 
as illustrated by cases 13 and 24, the same subject being 
venesected on two separate occasions at an interval of 
5 weeks. -There was no obvious change in conditions 
between the two observations, and regeneration of blood 
had taken place. 

The dilution of hæmoglobin is not paralleled by a 
dilution in plasma-proteins. In only one subject, 
case 21, was the small initial dilution associated with the 
passage of a protein-poor fluid from the tissues into the 
blood. Further fall of hemoglobin continued without 
dilution of plasma-proteins, suggesting that there are 

i20 a available proteins in 
- the tissues which pass 
into the blood-stream 
and maintain its col- 
loidal content. Thé 
mechanism of this 
mobilisation of pro- 
teins is unknown, 
although there is 
evidence that the liver 
is an important source 
(Whipple 1938) and 
the cells of the reticulo- 
endothelial system 
may play a part 
(Cutting and Cutter 
1935). Over-dilution 
, may occur occasion- 
30 ally, a phenomenon 
that might be of 
clinical importance 
when considering the 


10 
SECONDS ' 
Fig. 1—Exaggerated response to sitting 
up after bleeding. , 


transfusion of patients with low hemoglobin levels after 


hemorrhage, and indicating the advantage of actual 
blood-volume estimations in such states. 
The fall of blood-pressure in certain subjects has a 
ical application to ‘‘ shocked ” casualties and the 
leeding of donors. Emotional causes seem unlikely in 
our subjects, since the fall occurred only at the end of a 
large venesection, and a sudden drop of blood-volume 
appears to be the initiating mechanism. The prolonged 
fall in a few cases is in accord with well-known clinical 
observations after hemorrhage. The exaggerated pos- 
tural response may be part of the same mechanism, 
for it is known to happen in other conditions in which 
there is reduced venous return, such as long standing 
In the erect’ posture (Turner 1927) and untreated 
Addison’s: disease (Berry, Horton and MacLean 1940). 
Although an exaggerated postural response can occur in 
conditions in which there is no reduction of blood-volume, 


yet its presence in casualties suffering from hemorrhage 


may be one further indication that a diminished blood- 
volume is présent. Thus the postural response may be 
of value clinically to demonstrate reduction of blood- 
Volume after suspected hzemorrhage. The pulse-rate 
seems to be of little value after hæmorrhage, since it 
may be slow, fast or show no change, an observation that 
agrees with the findings in air-raid casualties that have 
bled extensively (unpublished data). 

e insignificant alteration in plasma - chloride 
confirms the observations made by Black (1940) after 
experimental hzemorrhage in dogs. The same worker 
observed a slight rise in blood-urea, but this is not 


‘confirmed except in those cases in which there is pre- 


existing renal damage. i 


Mr. D. K. Hill was responsible for the blood-volume 
estimations, and coöperated in the study of some of the 
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BLOOD -UREA (MG. PER IOOML): HAEMOGLOBIN (HALOANE) 
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Fra. 2—Azotæmia following bleeding in subject 9 with 
malignant hypertension. Venesection of 1100 c.cm. 
was carried out at zero time. 


cases in this series. Biochemical estimations were made in 
the school laboratories (director, Dr. E. J. King). 


SUMMARY >, 
Twenty-seven convalescent patients with normal 


‘circulatory systems were bled up to 1150 c.cm. and 


blood-pressure, pulse-rate, hæmoglobin percentage, 
plasma-protein, plasma-chloride, blood-urea, and, in 
a few subjects, blood-volume were followed. - 

Sixteen showed a fall of blood-pressure with syncope ; 
six of these had bradycardia. In half, the fall of blood- 
pressure was temporary; in the rest it was prolonged 
up to 24 hours. The response to posture (fall of blood- 
pressure on sitting up) was exaggerated in all of nine 
subjects investigated. f A od : 

The heart-rate may be slowed, increased or unchanged 
after hemorrhage. 

The time taken to reach maximum hemoglobin 
dilution varied. greatly, from 3 to 90 hours average. 
(32 hours). Three subjects showed overdilution. 

Plasma-protein concentration showed little or no 
change while dilution was taking place. Plasma- 
chloride showed no change, nor did the blood-urea 
except in cases with known renal impairment. 
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PHARMACY IN EXILE.—The college of the Pharma- 
ceutical Society continues to sojourn happily in Cardiff, 
while the pharmacological laboratories and the department 
of nutrition have found a’ billet with the National 
Institute for Research in Dairying at Reading. As 
Mr. H. Berry, dean of the college, in the annual report 
for 1940, points out, reduction in teaching staff has 
decreased the amount of research work, but even so the. 
report contains much that is of interest to the medical 
researcher in war-time. The influence of cooking on the 
vitamin-content of food, the components of acriflavine 
and the chemistry of the vitamin-B complex are some of 
the subjects which have engaged the attention of the 
college staff. The department of pharmacology records 
a rapid and convenient method for the assay of heparin, 
and observations on the property of a transparent 
artificial resin, perspex, to delay the clotting of blood, 
suggest that this substance may replace the paraffin- 
lined test-tubes and paraffin-lined glass cannule used in 
animal experiments. . 
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(From the L.C.C. Hospital and Pathological Services) 


THE present outbreak was traced to one particular 
supply of sausages, and the incubation period in most 
cases was known exactly. We had exceptional oppor- 
tunities for investigating a compact: group at risk, 
whether persons showed symptoms or not. Our cases 
came from (a) the staff of a local fire station, (b) neigh- 
bours supplied with sausages about the same day and by 
the same butcher as the station, and (c) one patient from 
this area who bought sausages elsewhere in the district. 
Colonel Cecil Maddock of the Ministry of Health investi- 
gated the public-health aspects of the outbreak and 
found that all these sausages came from one pork supply. 
The two severest cases included here are being fully 
reported by Houston and Ross (1941). 


SUMMARY OF OUTBREAK f 


; : Fire-staff Others 
Number known at risk to trichiniasis n: 30 .. | 12 
(a) Full picture of disease—i.e., puffy eye- 
lids, face, or lips ; well-marked eosinophilia ; 
and most, or all, of the following: coryza, 
` cough, headaches, gross sweating, malaise, 
aches and stiffness in neck and limbs, gastro- 
intestinal disturbances ee s as 
(b) Features as in (a) but no eosinophilia. 
(c) Features as in (a) but no puffiness and 
. DO well-marked eosinophilia .. eee aes 
(d) Gastro-intestinal disturbances only .. 
(é) Malaise, aches and cough only ` : 
(f) Entirely symptom-free fa sx | 
(g) Died ae Ge. se ken 5s 


+ 
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Firemen.—Two firemen were admitted to St. Alfege’s 
Hospital and found to have trichiniasis. We then investi- 
gated the station staff. Each member was questioned, 
examined clinically if indicated, and a _blood-count 
done in each case. Those away sick were traced and 
investigated. The evidence showed that the peccant 
sausages were eaten at breakfast on May 20, 1941. The 
‘staff is divided into teams A, B and C. Thirty members 
of A and B ate these sausages and noticed that many 
were underdone.. The twelve members of team C were 
off-duty, did not eat that meal, and were entirely 
symptom-free. Only members of teams A and B 
developed trichiniasis. (We were not aware of this 
team system until all the personnel had been assessed 
clinically.) ? : 

The full picture of trichiniasis was seen in six firemen, 
and one other showed all features except eosinophilia. 
Of these seven, two were ambulant and miserable, two 
were ill at home, and three in hospital. (One of the last 
three was traced to the Park Hospital, where he had 
been sent for typhoid fever, but where trichiniasis had 
already been diagnosed. He was included by courtesy of 
Dr. H. S. Banks.) Six others showed many features of 
trichiniasis but no puffy eyes and no definite eosinophilia. 
In two of these the eosinophil total was 540 and 600 per 
c.mm. Other findings are given in the table. 


Neighbours.—In family A. B. three brothers developed the 
full disease, one required hospital treatment, one took to bed 
at home; and one was ambulant. The eldest brother disliked 
sausages and could not be induced to eat them. But on 
May 21, 1941, his mother cooked toad-in-the-hole. He wanted 
the batter but only got some on‘condition that he ate sausage, 
which he did. The sausage was underdone. 
symptoms 7 days later. Mother and daughter unselfishly 
allowed the brothers to consume the whole dish and were 
symptom-free. 

In family C. D a girl of 13 had the full disease. Also at risk 
were her father, who remained well, and her sister who had 
gastro-intestinal symptoms only at the same time as her 
sibling. 

Mrs. E. F. developed trichiniasis and died. Trichinella 
larve were found in her blood and Professor Leiper demon- 
strated a larva in her diaphragm at necropsy performed by 
Dr. Arthur Davies. 
all features except eosinophilia, her daughter who remained 


He had — 


Also at risk were her son who showed. 


well, and a lodger who developed clinical trichiniasis, puffi- 
ness‘excepted (eosinophil total 500 ; subungual hzemorrhages 


_ present). : 


Mrs. G. H. had eaten raw sausages from childhood, but since 
the war began she always “ half-cooked ” them. She had the 
full disease. No other member of the family ate sausages. 

Mrs. I. J. acquired trichiniasis. Prof. R. T. Leiper saw her 


at St. Alfege’s Hospital and obtained from her the history that 


she ate the bits of sausage which extruded from the ends 
during preparation for cooking. Only fully cooked sausages 
were given to others of her family, none of whom developed | 
symptoms. Discussions with local doctors suggested that 
there were but few more clinical cases. i 


DISCUSSION AND ANALYSIS 


Dickman (1938) found that nearly 10% of all pork 
sausages obtained at random in stores in different parts 
of the city of Philadelphia contained trichinella larvæ. 
Gould (1940). in’ a series of 500 unselected consecutive 
autopsies in Detroit, found 93 cases of infestation with 
trichinelle. Young (1941), in 47 autopsies ‘from 
Wolverhampton and Birmingham areas, found trichinellee 
in 6, although Van Someren (1937) in 200 London 
autopsies found them only in 2. ‘The latter summarised 


- the previous records of trichiniasis in Great Britain. 


What features justify a clinical diagnosis of trichiniasis ? 
Kaufman (1940), in his full review, noted the irregular 
manifestations of the disease, and Hall (1937) considered 
that there was no adequate clinical picture. available. 
Both puffiness of the ‘eyelids and face and eosinophilia 
can be absent and the diagnosis yet be certain (Spink and 
Augustine, 1935, Kaufman 1940). In the present out- 
break some patients showed neither puffiness nor 
eosinophilia but otherwise had the same features at the 
same time as their fellows with classical trichiniasis. -- 
Cases with epigastric pain as the only symptom are 
known (Conner .1929) but in the sporadic cases reported 
eosinophilia was ,well-marked. In outbreaks like the 
present how should cases with gastro-intestinal distur- 
bances only and no eosinophilia be regarded? Hall 
(1937) stated that atypical trichiniasis probably makes 
up the large bulk of cases. 

Puffy eyelids.—Two patients sought treatment because 
they looked Chinese. Swelling of the eyelids was noted 
by Sheldon (1941) in every case seen, but by Spink and 
Augustine in only 17 of 35 cases, and by Kaufman in 19 
of 27 cases. Our experience is shown in the table. Two 
patients with puffy eyelids also had cedema of the ankles. 

Eosinophilia.—In this outbreak there was a very high 
correlation between eosinophilia and puffiness of the 
eyelids or face. The eosinophils ranged from 16 to 61% 
and from 1600 to 18,000 perc.mm. The eosinophils’ were 
persistently high several weeks after symptoms began ; 6 
out of 7 firemen who originally had eosinophilia were 
examined 10 weeks after the acute infection. An 
eosinophilia was still present, ranging from 10 to 47% 
or 800 to 7800 eosinophils per c.mm. One patient had 
only 2% eosinophils on the sixth day of symptoms, but 
two days later they had risen to 30% of 32,000 white 
cells per c.mm. Two patients had full clinical features 
and puffy eyelids without eosinophilia ; a total of three 
counts was done on them; there was a substantial 
leucocytosis each time but the eosinophils did not exceed 
1% or 150 per c.mm. With the exception of three 
patients, who had symptoms and eosinophil-counts of 
540, 600 and 500 per c.mm., and who have been mentioned 


_in the text, there was no tendency to a ‘‘ mild ”’ eosino- 


philia—either the eosinophilia was gross, as in 6 out ofthe © 
7 fireman with puffy eyelids, or absent, as in the 7th case 
with puffy eyelids and the 6 other firemen with the com- 
plete picture except for puffy eyelids. Blood-counts 
were also carried out on 15 out of 16 people ‘‘ at risk ”’ 
who never showed symptoms. Three of them had 
eosinophil-counts between 400 and 450 per c.mm., 
which may perhaps be regarded as slightly above the 
usual normal; the remainder had very low eosinophil- 
counts. Of the third team, who were not at risk, the 
highest eosinophil-count among 12 firemen was 325 per 
c.mm. 
Course of disease.—The incubation period varied from 
5 to 16 days, and in the majority was under 11 days. 
Symptoms usually lasted less than a fortnight, but 
several patients were ill for a month and then felt weak. 
Of the 8 fireman who were most seriously aifected, 6 were 
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off duty for 9 weeks or more, and 1 was discharged from 
the fire-service as unfit. An obese woman of 69 died, but 
a fireman of 19, apparently equally ill, recovered. 
Patients while in hospital were febrile for up to 10 days 
with a peak of about 102° F. During this period the 
pulse-rate averaged 90—95 per min. 

Rashes, petechice, nails.—Urticaria ‘occurred in 2, an 
erythema in 1, and papules in 1 other. Petechie of the 
forearms were noted in the 2 most ill patients, and on 
the inner cheek, palate, or floor of the mouth in 3 cases. 
The characteristic subungual ‘ splinter ” hsemorrhages 
(McNaught 1939) were: present in 6 patients. In the 
fatal case they were also present under the toenails. 

Gastro-intestinal and respiratory symptoms were promin- 
ent in our cases, but they nearly always appeared at the 
same time as the other features. Constipation was 
twice as common as diarrhoea. Coryza and cough were 
present in three-quarters of the cases, often ushering in 
the disease. Minot and Rackemann (1915) laid stress 
on the frequency of cough. 

M l and neurological symptoms. —Two patients had 
features suggesting encephalitis, and one of these died 
(see Houston and Ross). A third patient thought he 

‘was going mad.” A fourth had ‘‘ never been so 
drowsy,” and a fifth showed one extensor plantar 
response throughout his illness. 

Skin tests.—Dr. P. B. Beeson and his colleagues did 
trichinella skin tests (see McCoy et al 1933) on those 
involved, and are continuing their studies. 

Other features. —Hypotension was noted by Spink and 
Augustine (1935) and others. In our series, blood- 
pressure was normal. The blood-sedimentation rate 
has rarely been done, and when done has not been much 
raised (Kaufman 1940). We were unaware of this until 
our patients were improving, but on 3 inpatients tested 


on the 21st, 16th and 23rd day of symptoms, the rate was 


21,18 and 11 mm. per hour (100 mm. tube), the maximal 
normal value being 8 mm. per hour. Anemia was 
absent even in very ill patients. -Treatment (see Van 
Someren 1939) was symptomatic only. 


SUMMARY 


An Guibreak of trichiniasis occurred among the 
members of a fire-station and a group of neighbours. 
All cases were traced to a single supply of sausages. 

Of 42 persons at risk 26 developed the disease but only 
13 showed the full clinical picture. There was 1 death. 

We are grateful to Dr. B: A. Young, medical superintendent 
of St. Alfege’s Hospital, L.C.C., Dr. F. L. Keith, medical 
officer of health for Deptford, Prof. R. T. Leiper, and District 
Officer A. L. Greenhead and Station Officer T. P. Murphy of 
the London Fire Brigade for their coöperation, and to Mr. 
D. H. Jones and Miss B. L. Thurland who carried out t many of 
the blood-counts. 
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| TRICHINIASIS WITH CEREBRAL SYMPTOMS 


REPORT ON TWO CASES 


Lovis ROSS, M.R.C.S. 
HOSPITAL, 


J. C. HOUSTON, M.B. LOND. 


ASSISTANT MEDICAL OFFICERS, ST. ALFEGE’S T C.C. 
GREENWICH 


IN the course of an outbreak of trichiniasis, described 
by Davis and Allott,! the two most severe cases. came 
under our care. Each showed special features. 

. CASE 1l 

Fireman, aged 19, admitted to St. Alfege’s Hospital on 

June 6, 1941. Illness started on May 30 with vague malaise 


1. Davis, E. and Allott, E. N. Lancet, 1941, 2. 


and anorexia. On June ľ slight puffiness of the lips and 
cheeks was noticed and lasted for about 48 hours. Then > 
complained of abdominal pain and diarrheea which persisted 
until June 5, when became drowsy and incontinent of urine 
and fæces. At no time did he complain of any oe pain 


‘or tenderness. 


Temperature 101° F., pulse-rate 90 and reep dation 22. 
Semi-comatose ; could be roused with difficulty but fell asleep 
again almost at once. No neck rigidity and Kernig’s sign 
negative: Fundinormal. Left arm spastic; knee- and ankle- 
jerks brisk; bilateral ankle-clonus with extensor plantar 
responses. Abdominal reflexes all present and equal. Spleen 
palpable about one finger’s breadth. below costal margin. 
No abnormality detected in heart or lungs. On the front 
of chest and abdomen there were numerous small erythe- 
matous areas, and a few tiny purpuric spots were seen on 


forearms, trunk and soft palate. Under fingernails, par- 


ticularly on right hand, were rows of small hemorrhages 
parallel to free border of nail and just proximal to it. 

The patient remained very drowsy and incontinent until 
June 13, when he began to improve, and by June 21 
his mental state was quite normal. Full sphincter control 
was regained a few days later. The spasticity of the left arm 
had disappeared by June 15 but on July 5 he_had still slight 
spastic weakness of both legs with extensor plantar responses. 
The spleen remained palpable until June 30, During the 
first 8 days in hospital there was a remittent pyrexia up to 
100° F. which fell to normal on the 3rd, 6th and 8th evenings. 
Since then the temperatyre has been normal. 

Investigations.—On admission: red cells 5,100,000 per 
c.mm. ; ‘i. 102%; white cells 26,000 per c.mm.; poly- 
morphs 11,440 (44%); eosinophils 10,660 (41%); lympho- 
cytes 3640 (14%). Subsequent white counts : 


Total white cells Eosinophils 

Date per c.mm. -per c.mm. 
June 10 18,000 9540 (53%) 
» 12 16,000 8000 (50%) 
» 18 13,000 2860 (22%) 


Blood-culture was sterile; blood Wassermann and Kahn tests 
and Widal test negative. Blood-sedimentation rate : 21 mm. 
in one hour (June 21). l 

C.S.F. normal in all respects. Antigen skin test strongly 
positive. l 


CASE 2 


Woman of 69, admitted June 16. Illness started on 
June 6 with tiredness. Next day puffiness of lower eyelids 
and face was noticed with stiffness on getting out of bed. 
Later that day became drowsy. June 9: puffiness had dis- 
appeared and there was retching after meals. June 10: 
general condition improved somewhat. June 11: ached all 
over and moaned all day ; that evening she collapsed but did 
not lose consciousness. For next 96 hours remained drowsy — 
and was at times irrational. On the 13th became incontinent of 
urine and lost use of both arms; remained thus until admission. 


_ No coryza, no cough, no diarrhœa and no constipation. 


On admission was grossly obese and very drowsy. Could 
be roused and responded to simple questions and requests : 
could state her age and where she lived and could protrude 
her tongue. Frequently emitted “high-pitched cry. In- 
continent of urine and fæces. Significant findings : loss of tone 
in facial muscles ; flaccid arms with no voluntary movement 
or power; biceps jerks present on both sides but supinator 
and triceps jerks absent ; both legs flaccid, particularly right ; 
knee- and ankle-jerks present; bilateral extensor plantar 
responses ; no papillædema. Systolic murmur heard over 
whole precordium. B.P. 130/75 mm. Hg. Few petechiæ 
on volar aspects of both elbows, and sub-ungual “‘ splinter ” 
hemorrhages very prominent on all ten fingers and on second 
and third toes of left foot. One big petechia under right big 
toenail. Bilateral rhonchi and rales. Temperature 98-4° F., 
pulse-rate 90; respirations 15. 

On June 17 temperature rose to 102-4° F., pulse-rate to 
130 and respirations to 35. Next day, coma was deeper 
and the temperature rose to 107° F., pulse-rate 150 ; Cheyne- 
Stokes respirations 45 per min. Deepening cyanosis. _Follow- 
ing a tepid sponge temperature fell to 102° F.; died half 
an hour later. 

Investigations.—Red cells 5,400,000 per c.mm.; Hb. 102% ; 
white cellf 12,000 per c.mm.; polymorphs 7560 per c.mm. 
(63%); -eosinophils 3480 per c.mm. (29%). . Whole blood : 
trichinella embryos detected in large numbers (Dr. Allott). 
Wassermann and Kahn reactions negative. C.S.F.. normal 
in all respects ; no trichinellz seen. 
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REVIEWS 
Antigen skin test : strongly positive. ` | l 
Autopsy performed by Dr. Arthur Davies showed the 


following positive findings. Lungs: 
hemorrhages, with zones of hemorrhage in substance of left 
lung; basal congestion and cedema. Heart. and liver: 
extreme fatty degeneration. l 

Stomach and uterus: few petechial hæmorrhages. 

Right psoas muscle: extensive hemorrhage into substance 
(similar findings in a case of fatal trichiniasis were described 
by Frothingham in 1906). - | 

Prof. R. T. Leiper demonstrated microscopically the 
presence of a trichinella larva in the tendinaus portion of the 

diaphragm. r. 2 
- Histological examination (Dr. A. B. Bratton). Micro- 
scopical examination shows presence of larve in voluntary 
muscle ; numerous in tongue, scanty in diaphragm and right 
psoas muscle ; in these sites also foci of inflammatory infiltra- 
tion shown by serial sections to indicate proximity of a larva 
in many cases but not in all; such foci present in laryngeal 

muscles and an intercostal muscle, though sections include 
` no larvæ. Myocardium. shows subacute inflammation, 
mainly focal; serial sections do not show larvæ, even in 
vicinity 'of inflammatory foci. Excess of eosinophil leuco- 
cytes in sternal marrow. Sections of lung, liver, spleen, 
kidney, suprarenal, pancreas, gall-bladder, duodenum, 
uterus, thyroid, frontal, parietal, temporal and occipital 
cortex, centrum semi-ovale, basal ganglia, pons, medulla 
and cerebellum show neither laryx2 nor inflammatory foci. 


_ COMMENT" 


The mental attitude of the patients was identical with 

that seen in encephalitis. It is noteworthy that tbis is 
_ the most fatal form of trichiniasis. ‘Splinter ’’ hemor- 
rhages were present under the toenails in one case as well 
. as under the fingernails in both. As far as we know, 
heemorrhages under the toenails have not so far been 
reported in this country. Other notable features were 
the persistent splenomegaly in case 1, and the detection 
of the embryos in the blood in case 2, (probably the first 
time that has been done in this country). 
- We must thank Dr. W. Allen Daley, medical officer of 
health, L.C.C., for permission to publish this paper, and Dr. 
B. A. Young, medical superintendent of St. Alfege’s. Hospital, 
Prof. R. T. Leiper, F.R.S., Dr. Arthur Davies, Dr. A. B. Bratton, 
Dr. E. N. Allott and Dr. E. Davis for their coöperation, 


Reviews of Books 


Surgery of Modern Warfare 
Part V. Editor: Hammron Barney, F.R.C.S., surgeon 
to the Royal Northern Hospital, London. Edinburgh : 
E. and S. Livingstone. Pp. 641-876. 17s. 6d. 
WITH this instalment the book is complete. Wounds 
of the neck are discussed and the central nervous system 


is covered by experts in neurology and neurosurgery. ` 


A section is devoted to diseases encountered in sub- 
tropical countries, another to the administration of 


casualties in the Navy, the Army and the E.M.S., ae 
n 


an appendix reviews recent articles on war surgery. 
the section on the care of the bladder in spinal injuries 
the author advises suprapubic cystotomy as a routine, 
a conclusion to which most surgeons of experience are 
coming. In dealing with burns he shows a reluctance to 
abandon measures of proven value for such as have yet 
to stand the test of time. The articles on organisation 
are excellent, but it is doubtful whether first-aid posts: 
can act as filters, cases being taken there and sorted 
before being transferred to more fully equipped hos- 
pitals. Ifa patient is ill enough to require an ambulance 
he should be taken direct to hospital, F.A.P.’s dealing 
with ambulance cases only when they are isolated or 
when neighbouring hospitals have been put out of action. 
Posts near or attached to big hospitals should deal only 
with walking wounded. The writer on head injuries 
refers to cerebral compression by bleeding from intra- 
cranial veins, without explaining how this can happen 
with blood at a lower pressure than normal cerebrospinal 
fluid. The editor reopens the question of tying the vein 
also when it has been necessary to tie the artery to a limb. 
The book in fact fairly bristles with controversial 
matter. A fine level of production has been maintained 
and here is certainly a standard work in the making. 


Subpleural petechial 
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Medicine and Human Welfare — S 


Henery E. Sicenist, M.D., Welch professor of history of 

medicine in the Johns Hopkins University. London: - 

Humphrey Milford, Oxford University Press. Pp. 148. 
. 158. 6d. i 

“Tax study of history is not a luxury,” writes 
Professor Sigerist; but as his 148 pages (including 20 ` 
well-chosen illustrations) cost a pretty penny, some may 
not quite agree with this dictum. However, under his 
guidance, the study of the history of medicine, if not 
a luxury, is certainly -a pleasure. The subject is 
approached from the aspects of disease, health, and the 
physician. Mankind’s changing attitude to medicine is 
surveyed from the earliest religious ideas, through the 
scientific to the sociological aspect. He describes the 
salient features ofthe Babylonian, Assyrian, Greek, early 
Christian, medieval and modern schools of medicine and 
relates their development with man’s philosophical con- | 
ceptions of a changing world. His brief sketch is in no 
sense superficial, for he has used a wide canvas and his 
sense of historical perspective gives meaning to the 
realities underlying the illusions that physicians cling to 
in their profession. Man has gradually become con- 
scious of the need for socialised medicine ; advocates of a 
state medical service will find that L. Mende wrote, as 
long ago as 1820, that ‘‘ the state must protect health as - 
its most precious property ”? ; and when we are advised, 
as human cobblers, to stick to our last, we may gain new 
inspiration from Virchow who wrote, in 1848, “ The 
Physicians are the natural attorneys of the poor, and 
social problems fall to a large extent within their 
jurisdiction.” - 

Professor Sigerist, of course, is writing for an American 
public, which has as yet no insurance against doctor’s 
bills comparable to our National Health Insurance ; but 
he goes much further than we have done so far in 
outlining a solution to the sickness problems of the 
population as a whole—and such problems should be the 
concern of all true physicians. He is convinced that 
medicine like education will ultimately become a public 
service in every civilised country. The scope of medicine 
has broadened: the doctor is no longer a shaman, 
priest, craftsman or cleric, and he must be more than a: 
mere scientist. The new physician will be ‘‘ scientist and 
‘social worker, prepared to co-operate in team work and 
in close touch with the people he serves; & friend and 
leader, he will direct all his efforts towards the prevention 
of disease, and become a therapist when prevention has 
broken down—the social physician protecting the people 
and guiding them to a healthier and happier life.’ 


Effective Living 


C. E. Turner, A.M., Sc.D., Dr.P.H., professor of 
„ biology and public health, Massachusetts Institute of 
Technology ; and ELrızaBeETH McHose, B.S., M.A., director 
of physical education for girls, Senior High School, Reading, 
Pennsylvania, London: Henry Kimpton. Pp. 432. 10s. 


“ To help youth discover ways of effective living ” is the 
avowed purpose of a long and comprehensive book by two 
American authors. The subject is considered under three 
heads: effective living for the individual, in the family and 
in the community. Part I deals with such matters as 
physical activity, food, social behaviour, care of the skin 
and teeth; part II with healthful living conditions in the 
home; and part III with sanitation and public health 
services. The book is a mine of sound, if perhaps not 
always very exciting, information; it is profusely 
illustrated and at the end of each chapter is a searching 
and formidable questionnaire. Much of the adyice given 
is very proper.and sensible. .Some young readers may 
feel that the exhortation not to expect too much of life 
is a trifle redundant at present while those who worry 
unduly may feel the need of something more invigorating 
than *‘ if you have no control over the object of your 
worry, think of something else.” It may well be that 
effective living is to be achieved by taking thought along 
the lines advocated in this book; but it is at least 
equally arguable that this desirable end is often secured. 
by careless souls who never give a thought to the matter 
at all. Moreover, there is a possible danger that the 
earnest student might devote so much attention to acquir- 
ing the necessary efficiency in living as to leave himself 
little or no time to live. l 


THE LANCET], 


COLONIAL WELFARE BEGINS ITS CLIMB 


odt: 4, 1941 399 


= THE LANCET | 


LONDON : SATURDAY, OCTOBER 4, 1941 


COLONIAL WELFARE BEGINS ITS CLIMB 

Ovk colonial empire, as distinct from the depend- 
encies and mandated territories administered by the 
dominions, is inhabited by 60 million people, two-thirds 
of whom live in Tropical Africa and the remainder 
mostly in the West Indies, Ceylon, Hong-Kong 
and Malaya. 
than forty separate governments, and are responsible 
for an enormous volume of trade: in 1939 the value 
of exports amounted to more than £4 per head of 
population, the imports to £3 10s. About a quarter 
of the average expenditure is òn social services ; but 
since the revenues in many colonies are small- in 
relation to their size, while the field of social service 
to be covered is very large, the sum is grossly 
inadequate. The Earl of LIstowEt, speaking in the 
House of Lords on July 9, showed how the principle 
of trusteeship on which the colonies are held and 
administered had been disregarded until 1929 when 
the first Colonial Development Act was passed. 
Even this was aimed more at relieving unemployment 
at home than at stimulating production of subsistence 
crops in the colonies. But last year, with the passing 
of the Colonial Welfare and Development Act, oppor- 
tunities for raising the standard of living among the 
native populations have been greatly increased. This 
act authorises the expenditure of up to £5 million a 
year for ten years, with an additional yearly grant of 
half a million for research. Lord Moyne, speaking 
in the same debate, said that but for the war the 
expenditure authorised might have been much higher. 
last year the fall of France made it necessary to 
convert every available penny into aeroplanes and 
arms; but this year it is felt that war or no war we 


must not let the peoples of the colonies—many of . 


whom already live at too low a standard—suffer 
from the disorganising effects of war. The obligation 


is the greater because the “colonies have been so 


generous in offering us help, amounting already to 
more than £20 million. Some have offered their 
surplus revenues as a gift for the prosecution of the 
war. Lord MoyNe, uneasy about accepting’ these 
generous offers from the poorer colonies, has proposed 
that they should be accepted as loans, to be repaid 
in time to come, for post-war development. The 
effects of the war on the various colonies have been 
uneven; a.few produce materials which are in 
demand, and they are in a state of unwonted pros- 
perity, especially Malaya and Northern Rhodesia ; 
in others, such as the West Indies, there has been no 
serious interruption of their usual economy; but a 
few—especially Malta and Cyprus—are cut off from 
their ordinary trade ; and some have lost their over- 
seas markets through lack of shipping space—West 
Africa, for example, cannot dispose of cocoa and palm 
products, East Africa.of sisal, Palestine of oranges or 
Jamaica of bandnas. The home government has 
helped in these difficulties by buying up crops or 
financing the growers in other ways. 

At the outbreak of war there was for a time a 
tendency towards the arrest of social programmes, 


The colonies are administered by more 


but now the aim is to carry on all that were in progress 
and to plan ahead for others. Much of the personnel, 


_of course, has been seconded for military service, but 
‘recruitment has been officially approved and young 


doctors are advised that service in the colonial 
empire is of as much national importance as service — 
in the forces. The Mediterranean colonies of Gib- 


. ralter, Malta, Cyprus and Palestine are in a peculiar 
position at present and their medical sérvices are 


necessarily subordinated to war needs. In other 
colonies schemes initiated before the outbreak of 
war are still being maintained. In Sierra Leone, for 
example, a campaign against sleeping sickness and 
yaws had been newly begun when war broke out and 
this is being carried on, the cost of it being £50,000 
for three years. In the gold fields an attempt to get _ 
rid of onchocerciasis by evacuating the area for a 
time. was found to be holding up gold production 
seriously; Mr. J. J. C. Bucktry, D.Sc., of the 
London School of Hygiene and Tropical Medicine 
has been seconded there and is making progress in the 
study of the simulium fly responsible for spreading 
the disease. In Nyasaland Dr. B.S. PLATT, a member 
of the staff of the Medical Research Council, directed 
a team to make a nutritional survey, and this piece 
of work has been continued although on a diminished 
scale. The M.R.C. have also coédperated in other 
directions, and Dr. FRANK HAWKING and Dr. A. J. 
Happow holding M.R.C. fellowships for research in 
twopical medicine worked in Tanganyika and in 
Kenya. Dr. E. M. Louris, a member of the M.R.C. 
staff, has been carrying on research in chemotherapyin 
connexion with the sleeping-sickness survey in Sierra 
Leone which is being conducted by the local govern- 
ment with a grant from the Colonial Development 
Fund. Prof. D. B. Biackiock of the Liverpool 
School of Tropical Medicine, and Dr. CARMICHAEL 
WILSON of the Colonial Medical Service, are carrying 
out an investigation at Freetown into the occurrence 
of malaria there. Dr. G. M. Frypuay of the Wellcome 
Research Institute has recently made tours in East 
and West Africa and the Sudan to study the incidence ` 
of yellow fever, and has made reports and suggestions. 
He has emphasised the need for further research 
and codrdination in the African territories. Much 
investigation has also been going on at Entebbe 
under Dr. A. F. Manarry of the Rockefeller Founda- 
tion, the unit there having been established for 
several years. Many public-health measures to be 
effective must be on a massive scale; for example, a 
sleeping-sickness campaign is going on in Nigeria, 
where a fly-free belt is being created some 70 miles 
long and 20 miles wide—the size (say) of Salop or 
Wilts. The first part of the work entails the destruction 
and clearance of jungle and undergrowth and is thus 
a considerable task. It represents one aspect of a ~ 
settlement scheme, with the provision of safe water- 
supplies, of sanitary latrines, and of clean markets 
for meat and food. In Tanganyika a central develop- 
ment committee has been established and the study 
of trypanosomiasis and the tsetse, fly is going on. 
In Northern Rhodesia a plan for establishing rural 
dispensaries is being continued, a new maternity 
block, the gift of the Beit trustees, and a pathology 
laboratory have been opened, and there is provision 
for more hospitals. In British Guiana the spread of 
malaria and yellow fever is being investigated, with 


support from the Rockefeller Foundation. 


400 ‘THE LANCET] 


THE BIOPSY 


_[oor. 4, 1941 


Thanks 
to the work of Sir FRANK STOCKDALE, comptroller of 
development and welfare to the West Indies, and his 


experts, a preliminary survey of nearly all the West’ 


Indian colonies is already available and plans are 
being put forward for various new schemes ; numerous 
health units are being started in all these colonies. 
Similar health units—designed to educate - people 
in hygiene as well as to treat them—are being planned 
elsewhere : Ceylon has been a pioneer in this direction. 
Sir FRANK has also visited St. Helena, where housing 
is being improved and he has advised on the production 
of crops there. In Hong-Kong there has been a large 
st aaa of Chinese hospitals. 

Thus, taking it all round, the health and welfare 


- gervices of the colonies have not been allowed to drift 


backwards since war broke out. At the moment 
developmental work which requires imported 
machinery or essential war materials cannot be under- 


taken, owing to difficulties of supply and shipping ` 


and because personnel is difficult to obtain; but 
everything is being done to increase local industries 
in the colonies, to get them to undertake production 
of their own necessities, and to extend their internal 
markets. They are to be encouraged to grow more 
foodstuffs of the right kind and to improve housing 
and sanitation; meanwhile the training of agri- 
cultural demonstrators, health workers and others 
to educate the community in matters affecting their 
social well-being is also proceeding. All this wall 
help to raise the standard of living. Moreover Lord 
Moyne is encouraging the colonial governments to 
put forward any schemes for development, especially 
in social welfare, which do not require imported 
material, and is able to assure them that the money 
to finance them will be forthcoming. ‘He is specially 
anxious that schemes for development should be 
drawn up which can be put into action as soon as the 
war ends. Some schemes have been approved under 
the new act; many others are under consideration ; 
where war exigencies allow, these no doubt will be 


approved. This may well be the beginning of a new 


era in colonial government which will end for ever the 
charge of our enemies that our colonies are neglected 


estates. 
i “THE BIOPSY 

- THE premature death of the Emperor FREDERICK 
is said to have altered the whole course of modern 
European history, and there is no doubt that his 
death from laryngeal carcinoma was accelerated 
because more attention was paid to ViRcHOW’S 
negative biopsy reports than to ERNst von BERG- 
MANN’S clinical impression of malignancy, so that 


' operation was delayed. . Even now, after fifty years, 


the limitations of biopsy have not been clearly 
defined and the pathologist’s colleagues too often rely 
either too much or too little on the help he can give 
in diagnosis. Lately surgeons, radiotherapists and 
pathologists have put forward their views on the 
value and technique of biopsy at the Faculty of 
Radiologists. A,biopsy may be required to deter- 
mine the nature of the disease process ; or, if that is 
known, to ascertain its character and so assess the 
best form of treatment and the prognosis; or it 
may be used to observe the response to treatment. 
Even though there is seldom more than a 15% 
difference between expert clinical and histological 


diagnoses the conference agreed that a biopsy is an 
expedient and almost essential preliminary to treat- 
ment, but there was much discussion as to the form 
it should take. 

In small lesions of the skin, mouth and breast, where 
the lesion is reasonably accessiblé and of such a size 
that complete local excision ¢an be achieved this is 
the method of choice. In extensive lesions, where - 
a biopsy can only remove a portion of the tumour, 
discretion.is needed. If the growth is ulcerated there 
is little danger, though the surgeon may merely remove 
necrotic material impossible to interpret. In cases 


of suspected melanoma and anaplastic growths an 


incisional biopsy is not .advisable, and as a rule the 
endotherm cutting current is preferable to the scalpel. 


It is well. that in this country pathologists have 


educated surgeons away from the rapid frozen section. 
When there is considerable doubt about the nature 
of the condition an experienced pathologist should be ` 
in the theatre, but if he cannot make up his mind 


on the naked-éye appearances of the tissues in situ 


or when excised it is doubtful if an imperfectly fixed 
frozen section will help him, and it is better to wait 
a short while until an adequate preparation can be 
made. Its true that good preparations can be made 
in from 30 seconds to 6 minutes, but these methods 
are seldom adequate for the difficult case ; there are © 
numerous tricks which can be employed to accelerate 
the production of satisfactory sections, many of which 
are described in a new book by Kras1an.!_ In regions 
not readily accessible to direct excision it is usual to 
use biting forceps and excise a portion of the growth. 
This is the routine method employed for growths of 
pharynx, bronchus, cesophagus, rectum and bladder, 
but it is open to the disadvantage that a very small 
fragment is removed, difficult to interpret and not 


-always from the most suspect area. 


In deep-seated lesions there is a further possibility 
—the aspiration biopsy. This method was first used ` 


' by Kuss? in 1847 but was reintroduced about ten 


years ago and is gaining favour as a simple outpatient 
procedure. The technique is simple: the skin area 
is infiltrated with local anzsthetic'or a small dose of 
Evipan is administered ‘and then a syringe with a wide 
bore (No. 18) needle is introduced into the tumour ; 

the piston is withdrawn fully and the needle pressed 
further into the tumour ; the direction of the needle 
is then changed to cut off the column of tissue in the 
needle, the tension on the piston released, and the 
syringe withdrawn. The thread of tissue may then 
be smeared on a slide and treated by Dudgeon’s 
method * or embedded in paraffin and sections pre- 
pared. The advantages of the technique are obvious 
and the dangers apparently slight, but it requires 
close collaboration between the surgeon and patholo- 
gist. BARRINGER‘ and McGavin® have advocated 
its use in the diagnosis of prostatic carcinoma, while 
RussELL and CalrRNs* have proved its value in 
cerebral pathology where the Dudgeon smear method 
enables a diagnosis to be made in a matter of minutes. 
At the Radiologists’ conference, both Dr. FRANK 
Erus and Mr. T. A. GREEN strongly supported ‘it, 
and Erus claimed that it would give reliable results 
in 70% of cases, though from his figures it is not clear 
what proportion of cases in which an unsatisfactory 
or negative aspiration was obtained were subsequently 
shown to be malignant. When it is impossible to 
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obtain material by aspiration a punch biopsy with the 
aid of a trocar may be used and GREEN has devised a 
modification of this instrument which seems to have 
some advantages. These methods seem unfortunately 


to be least satisfactory in breast tumours; indeed ` 


CUTLER” has said that the hazards and uncertainties 
of the technique dq not justify its usé in the diagnosis 
of borderline breast tumours. Sternal-marrow and 
splenic puncture are used to good effect by the 
hematologist and to an increasing exter by the 
bacteriologist, but the dangers of hepatic biopsy ® 
outweigh: its value and the ‘ 
Emm Wei has not found many supporters. Nor 
can aspiration be recommended in lymph-node en- 
largements, although good results have been claimed ; 

for a satisfactory interpretation of a lymphadenopathy 
it is essential to have a node from a site of election 
carefully excised and prepared and examined by the 
best histological technique. Lately Van ORDSTRAND 
and LAMBERT? have urged the more extensive use 
of aspiration biopsy in non-tuberculous infective 
lesions or neoplasms of the lung and pleura. Turning 
to uterine pathology, cervical tissue is removed by 
cautery or biting forceps, and in most hands Schiller’s 
iodine test has not proved reliable; in the uterine 
cavity curettage has been in use since the days of 


-Munps&, yet the suction curette which has reduced 


the operation to an outpatient procedure without 
decreasing its diagnostic accuracy has not yet received 
the support it deserves. The battle has been waged 
most furiously in the realm of bone pathology. 
Youne ™ decides strongly in favour of an open biopsy 
of adequate size in every case of suspected bone 
sarcoma, and has shown by experiment that aspiration 
methods are perilous as well as giving uncertain 
results. 

The biopsy having been achieved and the tissue 
judged to be malignant, the pathologist has then the 
responsible duty of assessing its degree of malignancy 
and probable response to treatment. His opinion 
cannot rest on cytological criteria alone but must be 
guided by his knowledge of the natural history of that 
particular type of growth in that situation. This 
requires close collaboration between the laboratory 
and the follow-up clinic, and it is to be hoped that this 
aspect will be considered by local authorities when 
they are implementing the Cancer Act. The statistics 
being collected by the clinical cancer committee of 
the British Empire Cancer Campaign will prove of 
great value in this respect and no doubt correct many 
vague Clinical impressions. Nevertheless, cytological 
analysis is of considerable value and many forms of 
classification have been suggested ; that of BRODERS ” 
is the most widely used and forms a useful histological 
shorthand. CATHIE ™ brought forward experimental 
and clinical evidence to suggest that the amount of 
residual ash in a microincinerated section was a reliable 
index of the radio-sensitivity of neoplastic cells and 
this method of assay should be further investigated. 
At the Faculty of Radiologists Dr. F. G. SPEAR 
described a method in which the proportions of resting, 
dividing, differentiating and degenerating cells at the 
growing edge of the tumour are assessed and he sug- 
gested. that they might prove a useful index of the 
response to radiotherapy ; this is clearly a rational 


method of. measurement but must be laborious if it is 


to be reliable. 


‘ ponction triple” of | 


- 3. Denison, G. 


The risks of biopsy must be borne in mind. The 
danger of causing metastases by neoplastic cells 
forced into lymphatic or vascular channels. has been 
exploded by both clinical and experimental experience; 
though there is a possibility of implanting neo- 
plastic cells in the healing scar of an incisional biopsy, 
yet if the tumour is found to be malignant then a 
radical operation should follow before this can be 
significant. There is, however, a psychological risk in 
an incisional biopsy ; the patient may agree to this 
and yet refuse the second radical operation in spite 
of all advice and procrastinate until a radical operation. ' 
is impossible. The difficulty is unlikely to follow, 
the comparatively simple aspiration biopsy, and 
although implantation along the track is possible this 
can be reduced if a diathermy punch is used. The 
chief danger of the aspiration biopsy is hemorrhage 
either into the tumour itself or as the result of puncture 
of an adjacent vein; this may be serious and is always 
alarming, yet it is the experience of those who execute 
the method that it is relatively infrequent. | 

It is clear that the aspiration biopsy or an analogous 
procedure should be used more’ freely, but before a 
surgeon resolves to try this diagnostic method he 
should consult with his pathologist to ensure that the 
specimens are submitted for examination in a suitable 
manner; otherwi% he may be disappointed. ` 
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THOUGH genius by its intuition may open up limitless 
fields for discovery it may at times clog the wheels of 
progress, for the disciples of a genius are too ready to 

regard any questioning of the master’s words or deeds as 
sacrilege. Thus until the last few years, and despite the 
fact that it has been practised all over the world, there 
has been no serious attempt to determine whether anti- 
rabic immunisation is really of any value. On July 6 

1885, Pasteur. announced the successful use of a prophy- 
lactic vaccine on a boy, Joseph Meister, who had been 
bitten fourteen times by a mad dog. The scene has been 
immortalised by the statue which now stands in the 
gardens of the Pasteur Institute in Paris, but Meister’s 
cheery smile will no longer greet those who seek their 
letters in the conciérge’s lodge, for Meister committed 
suicide soon after the German occupation. The insti- 
tute’s figures show that the fatality among the treated 
patients fell from 0-9% in 1886 to 0-3% in 1890; it 
varied between 0-2 and 0:35% for the next 30 years, 


‘while since 1922 it has been zero, except in 1924.! 


According to McKendrick’s reports? from various . 
Pasteur institutes the fatality from rabies after vaccina- 
tion with various vaccines has ranged from 0-23 to 0-49%. 
Denison, McAlpine and Gill® reported 21 fatal cases of 
rabies among 34,864 vaccinated people in Alabama 
(0-06%) from 1922 to 1936. On the other hand, it is 
possible that the value of the Pasteur treatment has been 


1. Cruveilhier, L. and Viala, C. Ann. Inst. Pasteur, a 60, 661. 
2 MeKendrick, A A. ok Bull. Hlth Org. L.o.N. 1937, 6, 17; 1938, 

niso ; A BicAlpine, J. G. and Gill, D. G. Amer. J. publ. 
Lith, 1937, 44, 869. 
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overestimated. Denison and Dowling‘ for instance, 
reported 48 cases of rabies in nearly half of which prompt 
and adequate prophylactic treatment had apparently 
been given. Ratcliffe® found that of 40 fatal cases of 
rabies 12 had received Pasteur treatment. Yu°* has 
lately recorded that from July, 1923, to August, 1940, 
383 patierits attended the medical department of Peiping 
Union Medical, College because of dog bites; of this 
series 201 were vaccinated ang 182 were not, either 
because they refused or because they were bitten by dogs 
which were proved to be normal. Among the 201 
vaccinated people there were 9 (4.5%) cases of rabies ; 
among the 182 unvaccinated 18 (9-8%). In 2 of the 
vaccinated people in whom rabies developed vaccination 
was started a fortnight after the bite, possibly too late. 
The failure of the immunisation could not in the others 
be ascribed either to delay in treatment or to severity 
of the wounds; neither could the viruses obtained be 
identified as reinforced viruses in the sense used by 
Koritschoner, although in all the cases the first symptoms 
appeared within 14 days-.after inoculation and the viruses 
isolated became fixed after from 3 to 10 passages. 


_ Even when no cases of rabies develop the value of the 


' e 


„histological examination of the dogs’ brains. 


Pasteur treatment is not absolutely proved. Thus in 
Shanghai Lieou’ reported that 402 complete Pasteur 
treatments were given from 1937 to 1939; no case of 
rabies was observed. However, of the supposedly rabid 
animals 249 were definitely proved to be free from 
Tabies, 106 were suspected on various grounds of having 
rabies, 10 had clinical symptoms of®rabies and only 37 
were proved experimentally to be rabid. Of the 37 
people who were associated with the animals proved to 
be rabid only 17 were actually bitten, 9 had had their 
hands covered with saliva and 11 were licked by the 
rabid, dogs. It is known. that rabies can be contracted 
by contact with the saliva of a rabid animal but there is 
little or no evidence to show how often this happens, 
while according to Kelser® only about 25% of people 
bitten by rabid dogs actually develop rabies. It seems 
then that in less than 5 out of 402 patients is there any 
actual proof that rabies was prevented. Similarly 442 
people received the Pasteur treatment in Paris in 1937 
but in only 2 instances was the diagnosis established by 
Before 
the value of the Pasteur treatment can be fully assessed 
much further work will have'to be carried out both 
experimentally in the laboratory and in man. Statistics 
must be based only on cases which can be proved to 
have been bitten by rabid animals, while the character- 


istics of the viruses isolated must be carefully studied. ` 


If after thorough investigation the present method of 


immunisation is found to be inadequate it should be 


scrapped. Pasteur would be the first to encourage us to 
find a better. 
JOINT RENOVATION 

Any contribution is welcome that tends to lessen the 
feeling of helplessness in dealing with severe osteo- 
arthritis. Magnuson’s ® results with operative treatment 
based on purely mechanical considerations are parti- 
cularly encouraging. He confirms the experimental 
findings of Bauer and Bennett ° that the pathological 
changes are probably the result of frequent minor 
traumata and that the typical marginal exostoses are 


produced in the effort to stabilise a joint which has’ 


suffered ligamentous injury or damage to articular 
cartilage. “Once these exostoses are formed they limit 
movement and a vicious circle of recurrent trauma and 
new peripheral bone formation is set up. Clinically, 


4. Denilen. i G. A. and Dowling, J. D., J. Amer. med. Ass. 1939, 


. Ratcliffe, A. W. Arch. intern. Med. 1940, 66, 478. 
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. non-rheumatoid cases. 


operation aiming at complete removal of mechanical 
irritants from the joint surfaces was performed on 62 
cases with entire relief in 60 ; no formal synovectomy was 
carried out since this does not appear to be called for in 
In the hip, where old Perthes’s 
disease or slipped epiphysis is often the primary lesion, 
removal of marginal osteophytes and the overhanging 
acetabular lip gave gratifying results; in the elbow, 
after wide exposure with reflexion of the olecranon, the 
smoothing down of transverse ridges lying in the sigmoid 
notch was often necessary. The knee was most com- 
monly involved and an extensive toilet is advocated in 
which the condylar margins are excised, all degenerated 


' cartilage removed down to firm fibrocartilage or ebur- 


nated bone, the menisci dealt with if injured, and the 
patella shaped with the chisel to glide unobstructed 
between the femoral condyles. Movement was begun 
on the fourth post-operative day, with gentle passive 
encouragement and muscle re-education, and weight- 
bearing by the tenth day. It is then of cardinal import- 
ance for the patient to hold the joint quite straight and 
to use sticks only ; the pain of walking on the slightly 
flexed knee or the use of crutches will defeat the surgeon’s 
endeavours. Magnuson’s results give point to the 
observation of Kelikian™ that trauma and trauma alone 
is the primary affection of articular cartilage and that 
metabolic or endocrine factors are only secondarily 
associated with osteo-arthritis. They are encouraging, 
too, since operations of this type, as opposed to arthro- 
desis or arthroplasty, have not been very popular. It 
may well be that such a careful removal of mechanical 
irritants is better than a formal synovectomy or capsulo- 
tomy, or the casual removal of osteophytes; but the 


operation is not a minor one and, unless the patient gives 


whole-hearted codperation, may leave him worse than 


| before. 


FIBROIDS 


In reviewing the cases of myomata treated in their 
wards Mahfouz and Magdi’* of Cairo discuss almost 
every aspect of this common tumour including ‘the 
history of its surgery. Avicenna in the llth century 
described and advocated the excision and avulsion of 
vaginal polypoid myomata with or without ligation of 
the pedicle, and he seems to have been the first to ap- 
proach the problem of myomata from a purely surgical 
standpoint. All sorts of procedures were tried by the 
earlier surgeons, including ligation of the uterine vessels 
and ovarian castration, in an effort to diminish the blood- 
supply to the tumour. The name of Lawson Tait will 
always be associated with this latter procedure; he 
claimed that the “ whole merit of the thing, however 
much or little it may be, belongs to British surgery,” 
for there was considerable competition from the United 
States and the Continent to establish a prior claim for 
its invention and successful performance. Tait’s first: 
successful ovarian castration was performed in 1872. 
A few years before this, in 1863, Spencer Wells had per- 
formed the first two abdominal myomectomies, and in 
the same year Charles Clay of Manchester performed 
the first successful suprayaginal hysterectomy in Europe. 
Clay ligated the whole uterine stump with three strands 
of Indian hemp and only took fifteen minutes for the 
whole operation. The patient left hospital 35 days later. 

In their series of 931 cases of myoma all treated by 
operation Mahfouz and Magdi note some interesting 
facts : 86% were multiple, 14% single ; 58% intramural, 
24% submucous and 18% subserous; only 2% were 
cervical in situation. Ovarian cysts were associated in 
16% of their cases and inflammatory disease of the adnexa 
in 28%. This latter complication they regard as a 
serious one in that it considerably increases the fatality, — 
the commonest cause of death being peritonitis in 52% of 


11. Kelikian, H. Surg. Gynec, Obstet. 1940, 71, 416. 
12. Mahfouz, N. P. and Magdi, I. J. Obstet. Gynec. June, 1941, p. 293. 


THE LANCET] 


MEDICAL REPORTS AND CERTIFICATES 


- 


[ocr. 4, 1941 403 


the fatal cases. Axial rotation of the tumour occurred 
in 5 patients, the cause being a pedunculated subserous 
fibroid. ‘Various degenerations were notéd in 18% 
of the’ tumours removed and red degeneration in 6 cases. 
In 3 cases the tumours had become detached entirely 
from the uterus and gained a new parasitic foothold on 
theomentum. Malignant degeneration was encountered 
in 3 cases—a low incidence, for in England the generally 
accepted figure is 1%. The operations performed were : 


- subtotal hysterectomy in 459 cases with 9. deaths; 


abdominal myomectomy in 362 cases with 5 deaths (a 
very creditable achievement, for myomectomy in this 
country is recognised to carry a fatality of 5% and sub- 
total hysterectomy 2%); vaginal myomectomy in 93 
cases with 4 deaths (this high fatality is explained by the 
large infected masses impacted in the vagina after years 
of ill health and hemorrhage) ; and finally total hysterec- 
tomy in 18 cases with 3 deaths (a high figure, explained 
as due to tubo-ovarian infection resulting in peritonitis). 
The number of myomectomies is large. The reason for 
this in Egypt is largely a social and religious one, for 
fertility is of tremendous importance there, but at the 
same time it does the surgeons concerned great credit 
for holding a conservative outlook. Here Victor Bonney 
has preached just such a doctrine for years. Its soundness 
is Dlustrated by one of the cases in the Cairo series, a 
woman of 38, married ten years without issue, in whom 
they enucleated 52 myomata. This lady was 16 months 
later delivered of an heir. How many surgeons would 
have sacrificed the nterus ?. Mahfouz and Magdi put the 
recurrence figuré after myomectomy at 5%. 
regard the operation as dangerous if the cavity of the 
uterus has to be opened or if multiple incisions are needed 
for the enucleation of many tumours. The incidence 
of stump carcinoma in the cervix after subtotal hysterec- 
tomy was nil. The work of these two surgeons is a 
strong plea for conservatism and a wider adoption 
of myomectomy whenever myomata are encountered 
in a uterus that is still potentially capable of being 
impregnated. They undoubtedly favour the subtotal 
operation as against the total in hysterectomy and this 
will give many English and American gynecologists food 
for thought. 


MEDICAL REPORTS AND CERTIFICATES 

Tue legal position and usual practice with regard to 
medical reports and certificates is succinctly set out in 
memorandum No. 156, issued by the Central Bureau of 
Hospital Information. Legally neither a hospital nor 
its medical staff is obliged to give reports or certificates 
to any third party outside. The only legal method of 
extracting information from the medical officer is to 
subpoena him to give evidence in a court of law. This 
does not oblige him to say anything to anyone outside 
the court, and even in court he can object that the 
information is confidential, although the tribunal may 
decide to overrule his protest that disclosure would be 
a breach of professional secrecy. The patient’s consent 
should always be obtained before giving a report or 
certificate ; one large London hospital refuses all reports 
unless application is made on a particular form (appended 
to the bureau’s memorandum); this form contains a 
space for the patient’s express consent in writing. 

The memorandum usefully sets out the usual practice 
about fees. Hospitals generally allow a medical officer 
to receive the fee charged for a report ; they sometimes 
collect the fee for him. The fee does not commonly 
exceed two guineas; it may be less (according to the 
circumstances or the patient’s means) or nothing at all. 


In road-accident cases one large London hospital charges 


a fee of two guineas to an injured patient who wants a 
medical report to support his claim for compensation. 


This fee is collected only if the claim succeeds (presum- 
1. Obtainable from: the director of the bureau, 12, Grosvenor 


Crescent,'S.W.1. 34d. post free. 


They ` 


1. Racker. E. Biochem. J. 1941, 35, 667 ; 
p. 213. 


ably because in that case the plaintiff recovers it from 
the defendant); it is then handed over to the medical 
officer who made the report; if the claim fails the 
hospital itself pays the doctor a fee of 10s. 6d. Where a 
patient wants a medical certificate in order to recover 
newspaper insurance compensation, the fee is usually 
5s., as the amount recovered is small. Where a medical 
certificate (usually. the confirmatory certificate) is given 
by a hospital medical officer under the Cremation 
Regulations, the usual fee is a guinea. It may be 
recalled, in passing, that regulation 8 of the 1930 
regulations, requiring certificates from the deceased’s 
medical attendant and the confirmatory certificate from 
another practitioner, is suspended by Defence Regula- 
tions where the registrar has certified that death has 
been registered as due to war operations. Hospitals 
sometimes charge ls. for ‘‘ admission and discharge” 
certificates ; more often they are given free. Nor is it 
usual to charge for an ‘‘ unfit to work” certificate. 
Forms of ‘‘ unfitness to work ” and ‘‘ admission and dis- 
charge ” certificates are appended to the memorandum. 
There is also a simple form of general information 
certificate. This is useful where a rough idea of the 
disability is needed, rather than the medical details— 
for example, where a workman is in hospital and the 
employer wants to know whether the injury is so serious 
that another workman had better be engaged in his place. © 


HISTIDINE AND HISTAMINE 

SUBSTANCES which give specific chemical reactions are 
much more easy to follow and investigate than those 
which do not, and this generalisation is well illustrated. 
by the amino-acids. Most of those with closed Tings or 
unusual chemical groupings in their molecules can be 
induced to react in some way which betrays their 
presence whatever the circumstances, and this has 
favoured their isolation and investigation. Those with 
straight chains are much more difficult to characterise, 
and, although progress is always being made, much less 
is known about their occurrence and distribution. Indeed ` 
threonine was only detected, and that quite recently, 
because an elaborate investigation led to the discovery 
that rats would not grow on a synthetic mixture which 
did not contain it. The amino-acid which is known to 
the biochemical fraternity as histidine and to their purer 
chemical cousins as f-iminazole-x-aminopropionic acid 
gives colour reactions with bromine which enable it to 
be detected and estimated in minute quantities in the 
body fluids; and histamine, the primary amine formed 
from it by decarboxylation, has equally striking pharma- 
cological properties by which it can be traced. Both 
these substances have been stated to occur in urine, and 
their presence there has recently been proved by elaborate 
checking ,and rechecking of the methods by which the 
compounds were first detected and estimated. It has 
been shown that histidine! is a constituent of normal. 
urine, and up to 80 mg. per 100 c.cm. have been found 
there. Larger amounts are excreted during pregnancy. 
The quantity depends partly on the subject and partly on 
the food, and although there are other factors regulating 
this excretion which have not been exactly defined the 
histidine appears soon after conception and its elimina- 
tion seems to be related in some way to the increased 
excretion of the gonadotropic hormones. Pregnant 
animals do not excrete histidine in this way—a good 
example of the biochemical differences which exist 
between animal species and add such zest to comparative 
physiology. During the severe. toxemias of pregnancy 
histamine is excreted ; it must be formed from histidine, 
but why the toxzemias should bring about the appearance 
of this highly reactive body, and whether. it plays any 
part in the production of the toxemic syndrome is still 
obscure. It is evident that we have still much to learn 


Kapeller-Adler, R. Ibid, 
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about histidinuria and histaminuria; and furthermore, we 
know nothing at all about the excretion of all those other 
amino-acids which we cannot readily detect and estimate. 
_ Taking the normal range of histidine excretion to be up 
to 80 mg. per’ 100 ¢c.cm. of urine, this amounts to more 
than 1 g. per day—quite a large quantity of a valuable 
and essential bodily constituent. We know of no 
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syndrome due to. histidine deficiency, but this rate of loss | 


suggests that such a thing is not inconceivable. 


FRACTURED MANDIBLE | 
In the last war and up to now in the present one the 
treatment of fractures of the mandible at or posterior to 
the angle has presented insurmountable difficulties when 
the patient has no teeth. Here, as in other fractures, 
correct apposition of the ends of the broken bone is the 


first essential to bony union, and such apposition is very 


difficult to attain because when the fracture is far back 
in the region of the last molar the small posterior frag- 
ment is drawn upwards and inwards towards the midline 
by the pterygoid and temporal muscles. The many 
ingenious appliances so far devised have mostly failed 
to keep the ends together, so that the patient has been 
left with fibrous union and deformity. Moreover, they 
usually entailed immobilisation of the jaw leading to 
difficulties in feeding and delayed union from prolonged 
lack of function. 
suggested to the central counties branch of the British 
Dental Association in Birmingham that external splinting 
might be feasible, and the two papers published in this 
issue demonstrate that it is. Dr. Pohl grips the frag- 
ments with hook-screws of his own design and welds 
the screws together by an external metal bar. Mr. 
Rainsford Mowlem and his colleagues at Hill End 
maxillo-facial unit use crossed Kirschner wires inserted 
into each fragment, and fix them by an external clamp. 
Pohl has applied his technique to one case; the other 
has been used in 19. Both have the advantage of 
allowing some measure of mastication as soon as the 
cme is applied. 
A SOCIAL DIAGNOSTICIAN 

DIAGNOSIS must come before treatment, and in his 
sécond examination? of the symptoms of social ill in 
York, Mr. Seebohm Rowntree once more, as in 1899, 
diagnoses poverty as their cause. In his preface he 
disclaims any wish to prescribe for the disease, contenting 
himself with a masterly picture of the syndrome. He 
discusses the remedies that lie to hand, but leaves the 
choice of treatment to others. He has made his diag- 
nosis on the result of a house-to-house visitation of over 
16,000 families—almost the whole working-class popula- 
tion of York—and in a chapter, which he modestly 
assumes will interest only the statistician, he compares 
his figures with those which might have been -obtained 
by the more usual sampling methods. Mr. Rowntree’s 
technique gives an objective picture of the economic 
situation of the city, of its housing, of its public-health 
and education services, and of the leisure-time habits 
of its inhabitants. He found that the proportion of the 
working-class population living in abject poverty has 
been reduced by more than half since 1899, but that 
rather more than half of the working-class children under 
one year of age were still living below the poverty line ; 
47% of them would probably remain in poverty for five 
years or more, and 31% for ten years or more. Yet Mr. 
Rowntree’s standards of poverty are not indulgent. 
He has taken as his criterion for a man and wife with 
three children a minimum income of 43s. 6d. after rent 
and rates are paid. 

But during the last forty years there has been progress 
as well as poverty. Housing in York shows a persistent 
upward trend, and both social and public-health services 
have increased to a remarkable extent. The chapter 


1. Poverty and Progress. 
P 15s. 
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on health records a fall in the general death-rate of a half, 
and in the infant mortality of two-thirds, but even so the 
infant death-rate was nearly twice as high in the poorest 
class as in the highest class of those investigated. 
Reduced working hours combined with increased 
facilities for recreation have led to widened activities 
and interests for workers of all ages. Less money is 
spent on drink, but the enormous growth of gambling 
has created a new “‘ Public Enemy No. 1,” and in these 
circensian days Mr. Rowntree urges that leisure should 
be a time of re-creation and not escapism. Andrew Lang 
is reputed to have said ‘“‘ Many use statistics as a drunken 
man uses a lamp-post—for support rather than for 
illumination,” but Mr. Rowntree has used them as a 
searchlight on the murky limitations which poverty 
imposes on the life and health of our people. 


RETINAL DYSTROPHY 

THE Lawrence-Moon-Biedl syndrome is a rare in- 
herited condition in which small stature, hypogenitalism, 
obesity, retinitis pigmentosa, polydactyly and mental 
defect are associated. The genetics of its inheritance are 
highly involved, and the evidence available is not 
enough to establish the gene abnormality that underlies 
it. R.W. B. Ellis and F. W. Law?! record an incomplete 
example of the full syndrome—an obese undersized. child. 
of normal intelligence, with hypogenitalism and retinal 
changes. Mental defect and polydactyly were lacking 
in her case, but a maternal uncle had a supernumerary 
digit. and a sister was mentally defective. These 
observations alone will hardly make the genetic picture 
clearer, though they may be set alongside Sorsby, Avery . 
and Cockayne’s observation? of ‘‘ the frequent oceur- 


rence of one or more components of the Lawrence-Biedl 


syndrome in the ascendants of patients showing the full 
syndrome.” Ellis and Law describe the retinal defect 
in their case in some detail. The retinæ appeared thin, 
especially at the macule, which were atrophic. The 
choroidal vessels were easily seen. There was general 
deficiency of retinal pigment, but a number of plaques 
or veils of ‘pigment, varying in size up to twice the 
diameter of a disc, were scattered over the retine, lying 
at about the level of the retinal vessels, and there was a 
peppering of the macular area with pigmentary dots. 
These appearances bear no resemblance to what is com- 
monly called retinitis pigmentosa, although they agree 
fairly closely with Lawrence and Moon’s description of 
their original cases. In other published records con- 
siderable variation in the retinal appearances is found, 
but few of the accounts approximate to that of typical 
retinitis pigmentosa. Ellis and Law therefore suggest 
that, for the sake of precision in terminology, the term 
retinitis pigmentosa, applied to a component of the 
Lawrence-Moon-Biedl syndrome, be dropped and “re 

tinal dystrophy ” be used instead. They quote Lawrence | 
and Moon who said (in 1886) ‘‘ In calling these cases by 
the name of retinitis pigmentosa, we have been guided 
rather by usage than by the intimate nature of the cases.” 


Sir GIRLING BALL has been appointed a member of 
the Shakespeare Committee in place of Sir Alfred 
Webb-Johnson, who retains his membership in the 
capacity of president of the Royal College of Surgeons. 


A LUNCHEON party at Grosvenor House on Monday 


. celebrated the 21st anniversary of the opening of the 


Tavistock Clinic, where the first patient was received 
on Sept. 27, 1920. Since that day 14,700 patients have 
been treated at the clinic in Tavistock Square, in Malet 
Street, and since the outbreak of war at Westfield 
College, Hampstead. Colonel J. R. Rees, the medical 
director, said that these patients had come from every 
county in Britain. 


1. Arch. Dis. Childh. 1941, 16, 105. 
2. pon Ne: Avery, H. and Cockayne, E. A. Quart. J. Med. 
939, 8, 51. 
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NUTRITION 


In December, 1939, and January, 1940, I obtained 
records of the state of nutrition of a group of children 
who might be expected to continue to live in the same 
neighbourhood. It seemed possible that war-time diet 
might prove detrimental to health, and that ‘such 
records would prove useful for comparison. Schools were 
chosen for the survey since growing children show evidence 
of dietary deficjency more readily than adults. Children 
of rural Oxfordshire were selected as suitable, children 
from the evacuated areas being carefully excluded. 

Overcrowding of the schools by evacuees hampered 
examination, so the tests used were limited to those 
which previous nutritional surveys! had shown to give 
close correlation with nutritional deficiency. The 
following definite and easily recognised signs of vitamin 
deficiency were sought: folicular hyperkeratosis 
(phrynoderma); xerophthalmia and keratomalacia ; 
angular stomatitis (cheilosis); congested gums (purple 
discoloration or bleeding); rickets (including the 
lesser degrees of enlarged epiphyses and bossing). 
Assessment of the state of nutrition was also made 
according to the standards of the Board of Education 
(Health of the School-child, 1937). Such assessment is 
largely subjective, but when all the children are examined 
by the same observer results are obtained which are 
useful for comparison. Dental observations (decayed, 
missing and filled rates) were made and special points of 
clinical interest were also noted. 

Visits were paid to 41 different places in Oxfordshire ; 
1568 children were examined, 531 aged 6-7 (group A), 
508 aged 10-11 (group B) and 529 aged 13-14 (group ©). 
Fourteen months later the same schools were revisited ; 
some children had meantime moved to senior schools 
and others had left school on reaching the age of 14, but 
it was possible to examine 499 children again—316 in 
group È and 183 in group ‘B. The numbers of group C 

ining were too few to justify comparisons. The 
results of the two surveys are compared in table I. 


TABLE I—STATE OF NUTRITION OF 1568 SCHOOL-CHILDREN IN 
DECEMBER, 1939, COMPARED WITH THAT OF 499 OF THEM IN 
‘ FEBRUARY, 1941 l 
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Too few to permit of comparison. 


° A (aged 8—7 in Dec. 1939). 

t O (aged 13-14 in Dec. 1939), 
` If the 499 children who were examined twice are con- 
sidered separately, there is no evidence of significant 
deterioration in their nutrition after fourteen months ; 
that is, there has been no increase in signs of vitamin 
deficiency and no falling off in the state of nutrition as 
assessed by the same observer. At the outset and during 
the period of inquiry the existence of a slight degree of 
dietary deficiency was indicated by the occurrence of 
cases of cheilosis and of low grade rickets, but the 


1, mion D. ©., Widdowson, E. M. and Wait, C. Lancet, 1937, 
3 j g : ` ; 


t B (aged 10-11 in Dec. 1939). 
§ All pew cases. YJ 3 new cases. 
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` school health 


examined during this inquiry. 


_ observer. 
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incidence. of these did not increase significantly (table 11). 
Indeed, although the number of cheilosis cases was 
slightly higher at the second examination the number of. 
cases of rickets was noticeably lower, even allowing for 
the expected decrease in signs of rickets with advancing 
It seems probable that more signs of 
deficiency would have been found but for the wide- 
spread adoption of the county school-milk scheme. 


Throughout the investigation most of the children were 


receiving #-? pint of milk daily in school, an amount 
which though not sufficient to ensure a high standard of 
health might prevent open clinical signs of deficiency. ` 

During the inquiry visits were paid to the homes of 
families in different villages. It was found that the diet 


. of some of the poorest households had actually improved, 


thanks to more regular wages or allowances received by 


- the father on changing from low-grade agricultural work 


or casual labour to war-time duty. Inquiry in the. | 
homes of rachitic children showed that they belonged to 
large families where the mother had apparently given up. 


TABLE II—INCIDENCE OF RICKETS AND CHEILOSIS IN THE 
499 CHILDREN EXAMINED TWICE 


— Examined Cheilosis Rickets 
Group A Dec. 1939 1 20 
; Feb. 1941 1 , 6 
(same case) (3 new cases) 
Group B Dec. 1939 2 8 
Feb. 1941 Nil 


3 
(all new cases) 


the struggle of trying to make ends meet satisfactorily on 
a low income ; often more than one child showed signs 
of rickets. 

The occurrence of cheilosis among these Oxfordshire 
children is of interest because this clinical sign of ribo- 
flavin deficiency has not hitherto been sought during 
inspection in England. Cheilosis—as 
evidenced by white sodden excoriation at the angles of 
the mouth—was noted in 17 of the 1568 rural children 
It was present in 13 of 
those seen at-the first examination and 4 of those seen 
at the second examination. Of 13 cases revisited 11 
cleared up without treatment within a period of eight 
weeks; 2 cases of greater severity did not improve . 
spontaneously, and at the end of eight weeks were 
treated with pure riboflavin. Both these children 
belonged to large families of low-grade agricultural 
labourers. The most severe case, in a girl aged 18, 
healed after treatment with riboflavin 30 mg. over a- 
period of thirty days, but relapsed three months later, 


and required an additional 40 mg. of riboflavin over 


twenty-four days for cure. The second case, in a boy 
aged 6, was less severe and was cured by riboflavin 20 . 
mg. over twenty-three days, and remained free of 
symptoms during four months’ subsequent observation. 
He had been recognised as undernourished at routine 
school medical inspection, and was receiving 1 pint of 
free milk daily at school. The presence of riboflavin 
deficiency, in spite of such a daily milk consumption, 
may be explained by the low riboflavin content of milk 
at certain seasons.* — 
SUMMARY 


| . The nutritional state of 499 rural Oxfordshire school- 


children was’ determined in December, 1939, before the 
introduction of rationing, and again in April, 1941, after 
more than a year of dietary restrictions. There was no 
sign of increasing nutritional deficiency and no deteriora- 
tion in the state of nutrition as assessed by the same 
Some degree of deficiency of the vitamin- 
B, complex was present throughout the period of 
observation as indicated by the presence of 17 cases of 
angular stomatitis (cheilosis) among 1568 children 
between the ages of 6 and 14. Pure riboflavin was 
successfully used to treat 2 cases. 


I am indebted to the education committee of Oxfordshire 
county council for access to the schools, and to Dr. H. C. 


` Jennings, county medical officer of health, for the assistance 


of health visitors in home visiting. Pure riboflavin was 
provided by Messrs. Roche Products. | 


2. Houston, J., Kon, S. K. and Thompson, S. Y. J. Dairy Res. 
1940, 11, 145. 


~. occurrence. 
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MEDICINE AND THE LAW 


Punishment for Bogus E.R.C.S. 


UNQUALIFIED practitioners who are guilty of sheer 
fraud will attract little public sympathy. On June 23 
James Leroy McCune, aged 40, described as a physician, 
of Alma Square, St. John’s Wood, was arrested on the 
charge of wilfully and falsely pretending to. be a phy- 
sician. He was subsequently’ charged at Marylebone 
with wilfully and falsely pretending to be a Fellow of the 
Royal College of Surgeons on June 24, with a further 
similar charge relating to Aug. 29. A detective sergeant 
informed the magistrate that he found a car, with the 
word ‘‘ Doctor ” -on the windscreen, outside the 


accused’s address: on a door-post was the visiting card . 


“ James L. McCune, M.D., M.A., F.R.C.S.”’ Told that 
he would be charged with pretending to be a physician, 
McCune replied ‘‘ I am.” Documents bearing the name 
'“ Dr. McCune ” were inside the car. He had examined 
a boy on June 23 who was suffering from hay-fever and 
had told the boy’s grandmother that he was suffering 
from congestion of the lungs and eye trouble, and that, 
if not taken care of, he might have T.B. The boy had 
neither of these diseases. Writing to the patient’s 
grandmother, the accused signed himself ‘‘ James 
McCune, F.R.C.S., physician and surgeon.” He pleaded 
guilty. He had 20 previous convictions in Australia 
and two in this country ; 17 were offences of dishonesty. 
McCune said he put the label on his windscreen to 
avoid being questioned about ‘petrol rations. He had 
obtained no financial benefit by posing as a doctor. 
The police witness did not agree with this statement ; 
there was a warrant against:the accused at Edinburgh 
over the purchase of a practice. It was also said that, 
being a married man with two children, he had been 
posing as an unmarried man and associating with a 


21-year-old unmarried woman from whom he had 


borrowed £20. 

Mr. L. R. Dunne fined him £60 or two months’ im- 
prisonment, and refused to allow time for payment of 
the money. It was always a serious matter, said the 
magistrate, for an unqualified person to hold himself 
out to be a qualified medical practitioner; but.it was 
. much worse when the person was a man of bad character. 


Child’s Death in Hospital 


We noted lately in this column an allegation of delay 
in treating a child admitted to a Manchester hospital 
` for serious burns. The Manchester public health com- 
mittee appointed a subcommittee to investigate the 
The subcommittee’s report, adopted by 
the full committee, disposes.not inadequately of the 
complaints which had led the coroner to criticise those 
concerned. 

The report establishes the following facts. The 
ambulance arrived at the hospital as the clock was 
striking 2.30 P.M. Three minutes later the assistant 
resident medical officer examined the child in the ad- 
mission ward; it was then wrapped in warm blankets. 
He ordered an injection of morphia. At2.40 he described 
in detail to the medical superintendent the areas affected 
by the burns. He put aside his other duties and went to 
the surgical ward. Morphia was injected at 2.45 and 
the child had been removed to the surgical ward by 3, 
at which time the assistant resident medical officer, 
- putting aside his other duties, went to the ward and gave 
the intravenous injection of blood plasma; he remained 
with the child till after 5 P.M. No complaint of delay 
was received until a police officer attended the hospital 
to take statements. The report suggests that the absence 
of complaint gives conclusive value to the times entered 
in the drug book and case-record. 

The subcommittee had previously considered the 
propriety of the treatment. Competent opinion was 
agreed that the child was suffering from severe burns and 
shock; that it would be bad practice to attempt to treat 
‘the burns until the.child had been treated for shock ; 
that the proper treatment was to apply warmth and to 
inject morphia; that, after -the morphia, no further 
treatment must be given until there had been time 
(approximately 15 minutes) for the morphia to take effect, 
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‘and that during this interval the child should not be 
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moved. Competent opinion advised the committee that 
not only was this the proper treatment to apply in the 
first instance but that this was the treatment in fact 
given. After this preliminary treatment, and not 
before, it was desirable to give an intravenous injection 
of blood plasma. Here also the correct treatment was 
given. The report thus removes the adverse impression 
left by the inquest proceedings. If it was right that the 
matter should be ventilated before the coroner, it is fair 
that the result of the hospital inquiry should also receive 
publicity. 


Counterclaims for Professional Negligence 


Allegations of professional negligence are a -not 
unfamiliar sequel or set-off to a claim for fees. The 
practitioners to whom the fees are owed have then to 
consider whether the trouble of suing the defendants is 
worth while. > Allegations, however ill founded, must be 
rebutted ; their ‘‘ nuisance value” looms large to a 
practitioner who has other preoccupations more profit- 
able and attractive than a day in court. A successful 
claim for fees, on the other hand, promotes the advantage © 
of the profession as a whole. The labourer is worthy 
of his hire and there is no reason why he should submit 
to what he may regard as the process of being black- 
mailed out of it. 


In McKeag v. Shah, a recent case in the Bath county 
court, the defendant was doubtless misguided rather than . 
mischievously minded. The plaintiff, a dental surgeon, 
sued him for a fee of half a guinea for the extraction of a 
tooth. The defendant filed a long letter in answer and 
counterclaimed for £15 for alleged negligence. Having 
read the letter, the judge told the defendant that, on 
his own showing, there must be judgment for the plaintiff 
for 10s. 6d. with court fees ; his allegations were serious ; 
had he, asked the, judge, any professional evidence in 
support of them? ‘Mr. Shah had fortified himself with 
no such testimony. He gave his own story of the 
extraction ; a fragment of the tooth, he said, had been 
left behind ; there was continued bleeding and swelling 
afterwards, for which treatment was required. Mr. 
R. K. McKeag (who holds a medical as well as a dental 
qualification) gave evidence that it was a perfectly 
normal extraction ; for reasons which he explained to the 
court there was more than ordinary bleeding in a certain 
percentage of cases. The defendant asserted that an 
X-ray photograph should have been taken before 
probing ; Mr. McKeag replied that this was unnecessary. 
The judge found for the dentist on the claim and found 
against the defendant on the counterclaim for damages 
for negligence. The allegations, said the court, were. 
entirely without foundation, ought never to have been 
brought, and, having been brought, ought not to have 
been persisted in. The dentist had given sound advice 
and excellent treatment and had been most wise in com- 
ing te court and facing the allegations. ‘‘ So far from 
having his reputation impaired, he will, in my judgment, 
have established it on a higher footing.” Here, at any 
rate, we may conclude, the trouble of suing for a fee was 
well worth while. | 
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VAPORISED SULPHONAMIDE IN BRONCHIECTASIS.— 
Three Argentine physicians! are using a method of 
treatment for bronchiectasis and other forms of chronic 
pulmonary suppuration, which in their hands has proved 
highly successftil in cases where ordinary medical 
measures have failed. Inhalations of a vaporised 
solution of Prontosil Soluble are given thrice daily. 
For each inhalation 3-5 c.cm. of the 5% solution is used, 
made up to 25 c.cm. with saline and vaporised in a 
special apparatus. Treatment must be continued for 
at least three months, and each patient receives on an 
average a total of 50 g. of prontosil soluble. The only 
toxic effect observed has been diarrhoea, which in a few 
cases has been persistent enough to preclude further use 
of the drug. In these cases Rivanol inhalations have 
been substituted, but this drug has an unpleasantly 
bitter taste. The method can easily be used for 
ambulatory patients. 


1. Castex, M. R., Capdehourat, E. L. and Lavarello, A. Arch. 
argent, Ienferm. Apar. resp. 1941, 9, 29. ` 
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In England Now 


A Running Commentary by Peripatetic Correspondents 
* I was talking the other day to the former chief of the 
gastro-enterological section of the Sanidad de Guerra— 
the Spanish Republican R.A.M.C. This brilliant surgeon 


has spent the last two years (with an interval when he 
was torpedoed while working in Atlantic convoy) reading 


the surgical literature of this country and has become 


an ardent admirer of the British School of proctulogy. 
After so long a wait it seems almost unbelievable that his 
skill and that of his other colleagues may soon be at our 
disposal. He told me about a staff rautine which the 
Sanidad kept up even in the bitter final phases of the 
Republican’s defeat. The case-records of every wounded 
soldier were centralised on the desk of a specialist and so 
my friend received the reports of every abdominal 
injury. These would comprise the front-line casualty 


card, the operation notes dictated to the anesthetist. 


during the course of the first surgical intervention near 
the line itself, the ward notes in that same advanced 
surgical post, the notes made in the hospital train and 
the record of the base and convalescent treatment. He 
would analyse these and send to each surgeon concerned a 
note of the @nd-result of his work together with comments 
given not in the form of military orders but as the advice 
of a senior colleague to a co-worker in a common task. 
He did not believe in rigid standardisation of treatment, 
for, as he said, putting a doctor in uniform may make 
him keep step and salute but cannot be used as a means 
of depriving him of his own professional initiative and 
judgment. Standardisation pushed to these lengths 
defeats its own end. It would be interesting to know 
whether R.A.M.C. methods do permit of such coördina- 
tion of surgical work. ` 


* * * 


THE EGO AND THE ID 


Said the Ego to the Id: 
“ Pray tell me all you did 
In the days when your subconscious fast was locked ; 
It would interest me vastly, 
Be it ne’er so grim and‘ ghastly, 
‘ And, let me add, I’m very rarely shocked. 


PS 


For myself,” continued Ego, 
“ I early learned to leggo 
And see my fancy take me where it would, 
But years of self-expression, 
Have left me the impression 
That I’ve always really hankered to be good.” 


Quoth Id: ‘‘ When I was five, 
I used to catch alive 
And torture little insects by the hour, 
At six I shot my sister, 
I‘can’t pretend I’ve missed her, 
This complex Adler calls the lust for power. 


I spent the next few years; 

Despite my parents’ tears, 
Defying every code or book of rules, 

My elders and my betters 

Received indignant letters 
Demanding my removal from five schools. 


Throughout my teens I joyed 
In libidos dear to Freud, 
The twenties saw me rush from crank to crank, 
I tried out thirty diets, 
. I- headed fifteen riots, 
I broke my father’s heart and broke his bank. 


I’ve dabbled since that time 
In every sort of crime, 
And sowed a goodly harvest of wild oats, 
I’ve tried my hand at arson, 
But since meeting with a parson, 
I feel the time has come to burn my boats. 


By dint of free confession, 
I have banished all repression, 
The cupboard’s bare, the skeleton is out ; 
No more can I pretend ,. 
* When I cut my oldest friend 
That I really do not know what I’m about. 


For I’ve been analysed, 
And motives once disguised, 
Have now, alas, become an open book ; 
. Gone crime with all its glory, 
Life’s quite a different story, 
The analyst has got me on a hook. 
So if there’s anyone 
Who thinks it would be fun 
To talk for hours to one who's paid to listen, 
Consider first the price, 
And take the free advice 
Of a wistful, erstwhile out-and-out Narcissan. 


Henceforth you must eschew 

All excuses old or new, . 
And say farewell to irresponsibility, 

Essay not to recapture 

Crime’s first fine careless rapture, 
But concentrate on middle-aged utility. 


Maintain a state of grace 
By reflecting on the Race, 
The future is to them and not to you, 
Let their synthetic good 
In mating or in food, 
Become the theme of all you think or do. 


And now the least, but last, 
Forget about the past, 
No longing, lingering looks at childhood’s horrors, 
So cut the Gordian Knot, 
And remember Mrs. Lot, l i 
Have done with all your Sodoms and Gomorrahs. 


I hope I’ve said enough 
To deter all but the tough, 
This business is no joke, please rest assured, 
But if with groans and tears, 
You can stick it for three years, 
You can count on being killed or being cured ! ” 
* * x . 

The compulsory evacuation of the Londen teaching 
hospitals has brought to the fore a problem which has 
worried some of us for a long time. Many members of 
the-staffs of these hospitals have a comparatively slight 
knowletige of educational methods, and some of them 
refuse to believe that there is any connexion between 
the teaching of clinical subjects and university education. 
In the provinces the problem does not exist to anything. 
like the same extent, for the medical schools there are so 
intimately linked with the university that they cannot 
help being imbued with its methods and traditions. 
But the London teaching hospitals have led a life of 
proud independence. Though latterly hard economic 
facts have made them face up to the fact that but for 
their grant from the University of London their very 
existence would be problematical, they still adopt the 
attitude that it is the university which should be proud 
of its association with their ancient seats of learning. 

In the prewar days the organisation of the London 
teaching hospitals was of little practical importance and 
capable of a simple solution. The preclinical depart- 
ments were run quite efficiently as more or less independ- 
ent units with their own whole-time teachers, and the . 
clinician took little interest in them. As often as not 
they were practically ignored and comings and goings 
between hospital and school were few and far between. 
Again, so far as the clinical side of the teaching was 
concerned, there was little to worry about. The material 
in the form of patients was there, the organisation in the 
form of the hospital authorities was there, and what little 
organisation seemed necessary from the point of view of 
the students was considered mere office routine, efficiently 
looked after by a dean who usually was an occupant of 
a chair in one of the preclinical departments. Many 
clinicians were quite cynical about it all—no clinician 
of repute had time for office work, that was a job for a 
whole-time professor. Under these circumstances teach- 
ing was little trouble to the clinician. He turned up for 
his rounds or outpatients—part of his statutory duties as 
a member of the honorary staff—and his clerks or dressers 


‘accompanied him, gleaning what facts they could from 


the great one as he visited or examined his patients. 
A call to the country of course took precedence, no 
matter how little warning it might be possible to give 
to the waiting students. Actually they did not suffer 
much for there were usually juniors available to take the 
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has changed all this. 


place of their chief. - With our happy faculty for evading 
unpleasant issues the question of conflicting loyalties as 
far as hospital and private practice was concerned never 


arose, for the latter came first. 


The evacuation of the hospitals and medical schools 
No longer are patients, organisa- 
tion or juniors supplied with unfailing regularity. No 
longer are there alternatives to which the students can 
go if a round is cancelled. Organisation has been 
necessary, planning has been indicated, awkward ques- 
tions have had to be faced. What constitutes a medical 
curriculum ? How can the absence of outpatients be 
compensated for by the use of inpatients ? Are medical 
and surgical lectures essential? If so, how many should 
be given, what subjects should they cover and who 
should deliver them ? How long should any one student 
spend in any one hospital? Can students be left for, 
say, a term in a hospital with ample clinical material 
but little in the way of teaching ? The response of the 
average clinical teacher to this barrage can only be 
described as lamentable. There have been notable excep- 
tions and the picture has perhaps been overpainted, 
but the essentials are true enough to life to be depressing. 
Alas that such august institutions should be so bankrupt 
of ideas. Not only the existence of our London medical 
schools is involved, but the whole future of the medical 
curriculum. If medical education is to keep pace 


with the progress of medical science and medical service . 


to the community, reform must be drastic. A whole- 
time dean, as he exists in many American medical schools, 
will be needed, for the organisation of a medical school 
can no longer be left to the whims of consultants fastened 
into an unstable framework by a part-time dean in his 
spare moments. We must produce an adequate supply 
of whole-time deans from among the most able members 
of the profession—men with experience of clinical work 
and research and with a flair for administration who will 
be prepared to give their lives to the absorbing probems 
of medical education. As a corollary, the clinicians 
must realise that teaching is as important a part of their 
life as medical practice and that to conform to the 
requisite standards they will need to give a much larger 
part of their time, energies and abilities to the task than 
many of them do now. 


+ . $ * 


A fantastic thing happens every month or so in my 
area which I suppose has its counterpart in every section 
of the kingdom. Eight or ten commercial competitors, 
none of whom have military interests, sit round a table 
to decide which among them or among other competitors 
not directly represented (at any rate in a voting capacity), 
should go into the Army. Their choice is guided by 
the imposition of a quota, an arbitrary number of Army 
“ vacancies ”? to be filled. Consideration of the needs 
of the district does not seem to be within the competence 
of the meeting. The picture is made all the more 
bizarre when you realise that these men are not only 
commercial competitors but also professional colleagues ; 
they are in fact medical practitioners. 

Doctors by and large seem to take an individualistic 
view of their relations to society. This is illustrated by 
the fractional.attendances at B.M.A. meetings, and it 
seems an odd anomaly of war-time planning that the 


‘health of the nation should be exposed to the voracious 


demands of the fighting Services transmitted through 
the very coarse filter of local medical war committees. 
So far as can be seen these committees, subject to an 
occasional appeal to the more balanced central body, 


‘are the real and deciding factor in shaping the civilian 


health services. It is hard to find any other principle 
in the adoption of this method of medical conscription 
except perhaps the old one of “ set a thief to catch a 
thief ’’ which was, after all, abandoned by the administra- 
tion of Sir Robert Peel so far as it concerned the police 
about 100 years ago. I am not suggesting that the per- 
sonnel of committees do not try to be honest, but the 
general practitioner member is qualified neither by experi- 
ence nor his own interests to make a good job of it. 
There is no ‘‘ consumer ” advice to the committee, since 
neither local governments, public-health authorities or 
insurance committees have a vote. 

The Shakespeare Committee was said to be on tour 
finding out just what the medical needs of the community 
are. If silence and inconspicuousness be a mark of 
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. efficiency its report should be good, though it does not’ 
need a committee to show that reception areas need more 
doctors, that public-health responsibilities increase with 


. war, and that hospital treatment is no more efficacious 


to soldier patients if the doctor has got a Sam Brown belt. 
xk zk x 

A minor revolution gets scant notice these days and it 
is not surprising that the fall of a distinguished leader and 
the establishment of a new order have caused no stir in 
the medical world. The pituitary has always occupied 
an exalted aņatomical position but in recent years its 
prestige in the endocriņe system also has been steadily 
growing. America’s leading brain surgeon honourėd it 
by special study and summed up his views of its- 
importance in the famous phrase ‘ the leader of the . 
endocrine orchestra.” And then we came to learn how 
“ the leader ’’ exercised control by this and that tropic 
factor. The hormonal jigsaw puzzle was all but solved. 
But now Dr. Cramer (Bull. N.Y. Acad. Med. 1941, 17, 3) 
comes along to make us start all over again. The 
pituitary, he says, is not the leader. The endocrine 
orchestra has no leader. The members know the 
secret of working together and are a model for any 
League of Nations. Their bond is simple and is based 
on one point, not on eight or fourteen points. The One 
Point is the necessity of keeping the -peace, or, if you 
prefer it in terms of physiology, of keeping the internal 
environment constant. They know, what the human 
race has still to learn, ‘that by pulling together they 
survive ; by pulling apart they perish. 


SANITARY CONGRESS IN SCOTLAND 

Sir Alexander Russell, M.D., whom the Department 
of Health for Scotland has charged with the organisation 
of their diphtheria immunisation campaign, at the annual 
meeting in Glasgow of the Royal Sanitary Association of 
Scotland said it was ironical that the first national effort 
to immunise British children against diphtheria should 
have been postponed until the time of a world-wide war. 
During 1940 there had been 15,711 notifications ‘com- 
pared with an average of 10, 000, and the total deaths 
numbered 676, the highest recorded for many years. 
During the first quarter of 1941 the epidemic continued 
but there had been a steep fall in the notifications from 
April to June. “Recent weekly figures were still above 
average and there was reason to expect that the number 


of cases might shortly increase, perhaps reaching epidemic 


numbers during the winter. Analysis of the deaths 
showed clearly that pre-school children were far the most 
susceptible, and it was disturbing that of the total 
immunised 60% were school-children and only 33% pre- 
school. Immunisation against diphtheria should now 
take a permanent place in every health officer’s annual 
programme. Sir Alexander Macgregor, M.O.H. for 
Glasgow, gave a warning that the wave of incidence of 
diphtheria was not over. He said that half the child 
population of Glasgow had been immunised but there was 
a serious need to protect the remainder of the children. 
Dr, G. V. T. McMichael, M.O.H. for Paisley, suggested that 
doctors should make it a routine practice to advocate im- 
munisation in every home they visited. He could not see 
how 75-80% of the children could be immunised without 
another intensified national propaganda campaign. 

Mr. William Cunningham, chief sanitary inspector for 
Clydebank, said that before the raids they had theorised 
about emergency measures; in practice they found 
many of their pre-war deductions were wrong. He 
was convinced that mutual help was the only way to 
meet the disorganisation which might be caused by 
attack. All local authorities would do well to arrange 
for their public-health departments in an emergency to 
be augmented from the staffs of other authorities. 

Dr. Nora Wattie, senior child welfare M.O. for Glasgow, 
had been surprised that most children had come through 
the bombing with so little effect. But the small amount 
of clinical air-raid shock did not mean that no harmful 
influence was at work and the evacuation of children was 
still an urgent problem. | 

Dr. Frank Main, M.O.H. for Perth, thought that a 
drastic overhaul of school quarantine for infectious 
diseases was overdue. Thousands of school attendances 
were unnecessarily lost,each year by the exclusion of 
contacts, while a child with a severe cold might, and 
usually did, remain at school to infect the whole class. 
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_ practice all the rest of the nursing miscellany. 


THE LANOET] 
“Letters tothe Editor 


_ NURSING RECONSIDERED 
Srm,—Over ten years ago THE LANCET rendered a 
great public service in setting up a Commission on 
Nursing. Very little progress has been made since that 


commission reported because neither nurses nor their. 


employers have been willing to face the problems 
involved. The title of your leader “ Nursing Recon- 
side ” gives us hope that THE LANCET is still interested 
in the nursing question 

Many of us have worked for years on projects for a 
more comprehensive training for the general trained 
state- nurse. We published our scheme in the 
Nursing Mirror, on which you were good enough to 
comment, because we had come to the conclusion that 
reorganisation of training would be useless unless carried 
out as part of a much wider plan to embrace the provision 


of suitable nursing care for everyone who wants it, 


including the old, the infirm, and the incurable—all those 
unfortunate people most inaccurately lumped together 
under the designation “* chronic sick.” 

Looking at it from another angle we realised that there 
are thousands of women of all ages who could never be 
described as the ‘‘ cream of our public school gir 
many indeed who have left and are still leaving school 
at 14, who have a real liking for nursing and are prepared 
to ‘do it, if conditions and salary scales are attractive. 
The majority of these women have neither the aptitude, 
education, nor ambition to become teachers and admini- 
strators, but many have the patience, kindliness, faculty 
of accurate observation and practical good sense which 
are the marks of a good nurse. We want to attract these 

people and give them a first-class training, and then register 
them and so provide the public with enough nurses. 

You rightly wish to protect the title of nurse, but 
unfortunately it is ‘already debased, for it is given 
indiscriminately by private individuals and public 
bodies to trained and untrained alike. We want to end 
this and to protect the public by registering every 
woman: who makes a living at nursing and to ae from 

n our 
scheme we ask for two types of nurses, Grade 1 and 
Grade 2, both state-registered, both well trained and 
excellent in quality. Such a plan will not harm those 
state-registered nurses present and to come who can add 
other talents to the common store. There will be ample 
room in the nursing profession for teachers, leaders and 
specialists if the public is to get all the nursing and the 
health teaching it needs. 

When the war started an Interdepartmental Committee 
on Nursing Services was sitting. It had issued an 
interim report and was accumulating facts, lacking 
which final judgment on the needs of the nursing profes- 
sion cannot be made. This committee ceased working 
when the war started. THE LANCET would do no more 
than seek the fruition of its own work if it could stimulate 
a demand for the resuscitation of the Athlone Committee. 

Richmond, Surrey. EVELYN C. PEARCE. 

G. B. CARTER. 


HOME GUARD PROBLEMS 
Sm,—lIn your last issue both Mr. Abel and a Peripatetic 
correspondent mention what to me appears as the core 
of the Home Guard problem—viz., the isolation which 
military necessity will impose on treatment. As 
administrator of the lst British Medical Unit to Spain I 


had in the first months of the Spanish war some experi- 


ence of improvised hospital work in forward areas where 
fighting was evolving from guerrilla form towards posi- 
tional warfare. This leads me to stress a point neglected 
(or rather, in my view, misrepresented) by Mr. Abel— 
that of concealment. He recommends that ‘‘ A large 
notice with the letters H.G. and a red cross should be 
exhibited in a conspicuous position ” so as to mark the 
casualty collection point. My difficulty (which would 
be shared by the casualties) is that this distinctive 
marking would be available to the enemy, who would 
have a local air superiority in order to be engaging the 
Home Guard at all. Facing the same opponents in 
Spain we had to discard all red cross markings, even 
brassards, as experience showed us that they invited 
priority of attack by aircraft, artillery and sharpshooters. 


SOLDIERS AT CIVILIAN V.D. OLINICS 


` patient when he attended a civil clinic. 
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Apart from this criticism, which in no way affects the 
main argument, Mr. Abel’s communication demonstrates 
very clearly that the period during which the Home 
Guard was considered to be unique amongst fighting 
units anticipating a casualty rôle of nil (or was it 
annihilation ?) is now ended. As Mr. Abel points out, 
casualties may have to stay near their units, as evacua- 
tion may be a military impossibility. This isolation 
may well continue for days or even weeks. Their points 


_of concentration then must be equipped to care for them 


until they can be passed further back, which means that 
some surgery must be done. The scope of this work will 
in effect be parallel to that of a rural practice 50 years 
ago. With the help of the district nurse staffing 
difficulties may be minimised ; materials, under present- 
conditions, obviously have to be ‘‘ scrounged,”’ or at 
any rate earmarked in advance of the emergency for 
transit to the point by M.O. (his own surgical kit), 
district nurse (her armamentarium) and voluntary 
housewife-nurses (scrounged ward kit). 

On the question of nomenclature, it seems to me that 
the function of the Home Guard first-line casualty 
service indicates the title ‘‘casualty concentration 
point.” “ Casualty collecting point ” is surely euphem- 
istic if named with reference to any evacuating service 
and suggests that function is confined to assembly. 
Manifestly more than this is required. 

K. W. C. SINCLAIR-LOUTIT. 

M.O. for Civil Defence, Finsbury. 


SANATORIUM STAFF l 
Sir,—Committees may come and committees may go, 
but a general appreciation of the present difficulties 
facing those engaged in the treatment of tuberculosis in 
this country is still long overdue. The tuberculosis 
system of this country is not merely a useful. thing to 


have around, it is of vital importance to the nation ; this 


is even more evident since the advent of war. ‘At the 
present moment the sanatoria are not ‘merely dealing 
with their usual quotas ; one’s clinical impression is that 
the number of discovered tuberculous cases is increasing, 
return cases are on the increase, and furthermore there 
is every indication that this increase will continue. The 
actual treatment is not a matter which can be learnt 
out of a book, nor will the possession of a D.P.H. give 
any clue to the problem; it is solely the prerogative of 
experience. Yet at this time invaluable key personnel, 
and I say key personnel advisedly, are being removed 
from the staff of various sanatoria on the excuse that 
they are wanted in the Forces. They are irreplaceable 
and surely their services are of more use to the nation 
in the proper place, which is the sanatoria. Their 
removal is short-sighted policy, and there can be no 
doubt what section of the community will eventually 
suffer—the general public. 
Royal Chest Hospital, E.C.1. J. A. KENNEDY. 


SOLDIERS AT CIVILIAN V.D. CLINICS 

Smr,— Will you allow me to reply to the letters of Dr. 
White and Dr. Erskine in your issue of Sept. 20 ? 

‘That a man should have been diagnosed gonorrheea by 
a civilian specialist and urethritis subsequently by a 
military specialist has done no harm, so far as I can see, 
except to the civilian specialist’s amour propre. If 
there is any known method of ensuring that some 
thousands of medical officers and some tens of thousands 
of soldiers all obey regulations—and there are regula- 


` tions about filling up the pro formas—I should be glad 


to be informed of it. The pro forma was made to fold 
once and he kept in the paybook; if it is filled up 
correctly it contains all the information necessary. 
There is no guarantee that a V. 44, if adopted, would 
always be filled up correctly and always be sent with the 
A soldier’s 
proficiency pay is restored from the date when his C.O., 
acting on the recommendation of a V.D. specialist, 
considers he has regained his physical efficiency. The date 
of his final test of cure therefore should have no effect 
on the loss of proficiency pay. 

Perhaps I did not make myself clear as regards 
“ theorising.” What I tried to convey was that it is 
impracticable, even forbidden, to tell civilian medical 
officers ‘where a soldier (and his unit) is stationed, where 
he is going and when. This would entail a great deal of 
extra work and Hitler might be listening ! 
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It is not suggested that the present. scheme is perfect 
but it was evolved only after much thought and dis- 
cussion. If Army form I 1247 were sent backwards 
and forwards each time a man attended a civil clinic the 
chances of it surviving to reach the War Office, where it 
is reviewed, would be small. If Dr. Erskine will refer 
to my letter he will see I did not say there are a multi- 
plicity of forms. It must be remembered that the 
commercial traveller, the actor and the merchant seaman 
go to a clinic only when they wish. Do they always. 
attend regularly and do they never default? The 
soldier is sent, often unwillingly. It is admitted that in 
some cases there are gaps in treatment; this is bound to 
occur in those cases where there are adequate military 
reasons why a man cannot attend. A soldier suffering 
from V.D. has direct access to his M.O.; he merely 
informs a N.C.O. that he wishes to “ report sick.” 


If M.O.’s in charge of civilian V.D. clinics will com- 
municate with me dirett in future, or with the Army 
specialist who treated the case in the first instance, we 
shall be only too pleased to codperate to the best of our 
ability, and I feel sure this method will secure better 
results than ventilating the matter in the press and 
casting aspersions on Army methods. 

T. E. OSMOND, 
Adviser in Venereal Disease. 


FATAL STINGS 


Smr,—In his interesting and important account of 
cases of sudden death following wasp-stings Dr. Dyke 
discusses the possible explanations of such tragedies. 
The one he favours is, I think, alone tenable—that the 
insect happens to puncture a vein in the dermis so that 
some of its venom enters the circulation directly instead 
of being ‘“‘ fixed ’’ and destroyed by the skin. I remem- 


. War Office. 


ber many years ago discussing this question with Sir- 


. Patrick Laidlaw, to whom I never took a problem without 
receiving enlightenment or being shown a new angle 
from which to tackle it. He agreed with me that the 
above explanation was the only one that covered the 
facts. These rare cases afford another illustration of 
the importance of defensive reactions in the skin in 
protecting the organism from major disasters. Brocq in 
his “ Cliniques Dermatologiques ’’ describes some cases 
in which this function of the skin is strikingly apparent. 
Dr. Dyke refers to the experiments of Arthus in which 
rapid death in dogs was caused by injecting bee-venom 
intravenously. Injection of the venom intradermally, 
of course, merely provokes a local reaction in the skin. 
Another example of the disaster that may follow direct 
penetration of the skin-barrier is afforded by the rapid 
development of acute streptococcal septicemia in 
surgeons or in those doing autopsies after puncture- 
wounds as opposed to scratches. 

London, W.1. H. W. BARBER. 


- HAMMER TOE 


SIR, —In times like these there is great need of a safe 
and simple cure for hammer toe which will permit the 
patient to return to duty with the minimal delay. I 
suggest that such a cure can be obtained from removal 
of the proximal phalanx. Wounding of the tendons 
must be avoided. The expanded extensor tendon soon 
retracts and the end-result is a slightly shortened toe 
which retains some movement. Inflammation in the 
bursa over the bony prominence of the hammer toe 
subsides after a few days, and the corn which is always 
present can quickly be removed by using collodion 
salicylicum (20%) as a corn paint. No other method 
seems to me to need so short a time off duty and none 
gives so good a permanent result. 

Bradford. NORBERT SCHICK. 


JOHANN PETER FRANK 


Smr,—The significance of Frank’s pioneer work in the 
development of medical.clinics and of public health in 
general has hardly been overlooked in Germany as 
completely as you suggest (Lancet, Sept. 6, p. 296). 
Laudatory references to him are to be found in standard 
handbooks of medical history—e.g., Puschmann’s—and 
in historical introductions to hygiene manuals, apart 
from the scholarly monographs of Rohlfs (1880), Doll 
(1910), and K. E. F. Schmitz (Veréff. MedVerw. 1917, 
6, 496). Frank was, moreover, honoured by medical 
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incredibly modern.”’ 


- åntern. Med. 1940, 65, 1192). 


‘collar. 
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historians of other nationalities. Thus Garrison writes : 
“ His great work on public hygiene, as covering the, whole 
of man’s life from the womb to the tomb—sewerage, 
water-supply, even school hygiene, sexual hygiene, taxa- 
tion of bachelors and suitable benches and meals for the 
children, as well as the ideal of a scientific ‘ medical 

olice,’ really left little for Pettenkofer and the moderns. 

n the preventive medicine of the future, the name of 
Frank will loom larger with meanings, for he was himself 
a true modern.” And quite recently Sigerist has 
published (Bull. Hist. Med. Jan. 1941) an oration by 
Frank, entitled The People’s Misery : Mother of Diseases, 
of which he says: ‘‘ One hundred and fifty years have 
passed since Frank delivered his address. A great deal 
has changed since then, and yet his words still sound 


- S. H. DAUKEs.,' 
Wellcome Historical Medical Museum, N.W.1. 


IMPETIGO CONTAGIOSA AND NEPHRITIS 

Sir,—Dr. Hope Simpson (Lancet, Sept. 13, p. 328) 
raises a point about nephritis following impetigo con- 
tagiosa which deserves comment. Nephritis as a specific 
complication of impetigo must, he says, be very rare, 
whereas albuminuria and anasarca due to sensitivity to 
ammoniated mercury ointment is. not uncommon. 
Nephritis may at present be a rare complication of 
impetigo just as it is now a rare sequela of scarlet fever 
but there are numerous records of ‘‘ impetigo-nephritis ”’ 
in the literature (see the recent reviews of Silvers, S. H. 
N.Y. St. J. Med. 1939, 39, 1093; Futcher, P. H. Arch. 
For example, R. Southby 
and B. L. Stanton (Med. J. Aust. 1926, 1, 127), in an 
inquiry about antecedent infection in.103 children with 
acute nephritis, found that 17 had had impetigo two to 
six weeks prior to admission to hospital. On the other 
hand, sensitivity or idiosyncrasy to ammoniated merc 
is, according to P. Harper (J. Pediat. 1934, 5, 794), 
uncommon, and mercurial nephritis following its 
inunction must, if it occurs at all, be extremely rare, for 
this mercury compound, being very insoluble, is poorly 
absorbed. 

London, N.W.3. ROBERT CRUICKSHANK. 


TRAUMATIC ASPHYXIA 


Sır, —Mr. Grant Bonnin writing of traumatic asphyxia 
(Sept. 20, p. 333) states that no case has been reported 
showing petechise only. I cannot believe that such cases 
are rare and suggest that they have not been reported as 
they are thought to be of little interest. I have seen one 
air-raid casualty with petechie of the distribution 
characteristic of traumatic asphyxia. This is the only 
case of which I have notes but I have seen the pheno- 
menon in civil injuries. The patient was a boy of 14, 
who was buried by debris in a shelter as a result of a 
bomb explosion. I saw him 7 hours after injury. He 
did not appear to be shocked or seriously hurt ; he had 
petechial hemorrhages of the eyelids, brow, neck and 
upper part of chest. None were found in the retine. 
X-ray of his chest showed no abnormality, although for 
2 days there were signs suggesting consolidation at the 
right base. He did not spit blood. His petechise faded 
rapidly and were gone in a week. The exact nature of 
the injury was not determined. The boy had not lost 
consciousness and said that he was rescued quickly. 


Leavesden Hospital. ROBIN PILCHER. 
Sır, —The article by Mr. Grant Bonnin recalls an 


interesting case of traumatic asphyxia which I saw ` 


5 weeks ago. A young woman had an epileptic attack 


and came under my care the same day. She had 


subconjunctival hemorrhages, ‘‘ total ’’ on the right side, 
but incomplete on the left. Her face and neck were a 
vivid cyanotic hue. She was wearing collar and tie at 
the time of the attack, and the discoloration stopped 
abruptly at the level of a constriction mark caused by the 
There was no coloration below this level. I 
was able to observe her for 3 days, during which time the 


_ high colour definitely faded, and also became rather more 


red than blue. It is suggested that the epileptic spasm 
caused venous congestion with swelling of the neck, and 
that the tight collar then caused further congestion 
sufficient to produce the appearance described above the 


constricting band. : 
Lowestoft. E. E. T. TAYLOR. 


; 
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SPLENECTOMY IN ICTERUS GRAVIS 

Sm,—The paper by. Hardwick and Lloyd in your 
issue of Sept. 20 will have been read with interest by 
pediatricians. Recovery in this case does not justify 
the assumption that splenectomy is of any value in the 
treatment of this disease. The operation was practised 
for a short time in the United States, but this treatment 
is now regarded as irrational. It is generally accepted 
that the splenomegaly is a reaction to the disease rather 
than the cause. In the last few years I have observed 
about fifty cases of erythroblastosis of which icterus 
gravis is the commonest clinical type. Many were 
closely studied from ‘the time of birth in a maternity 
hospital. Spontaneous recovery often occurs and the 
recognised sequelz are exceptional. I have recorded 
several cases (Trans. Edinb. obstetr. Soc. 1939, p. 63), and 
have since seen a number of others, in which a very 
active reticulocytosis and rapid rise of hemoglobin 
occurred without any treatment. 
etiology remains obscure, blood transfusion is likely to 
remain the therapeutic mainstay. The object of blood 
transfusion is to maintain the hemoglobin at a safe 
level until the rate of regeneration outstrips that of 
hzmolysis. Definite blood coagulability with hemor- 
thagic signs often occurs in severe cases of the disease 
and can be efficiently treated by the administration of 


vitamin K. | : 
- J. L. HENDERSON. 
Dept. of Child Life and Health, Edinburgh. 


WAR-TIME BEHAVIOUR 


Srm,—The Mental Health Emergency Committee has 
been making an inquiry into the behaviour of children 
and adults under war conditions. Questionnaires have 
been sent out to child guidance clinics, mental treatment 
clinics, psychiatric wards of emergency hospitals, and to 
psychiatric social workers in reception areas. This 
inquiry was intended to be only a preliminary survey 
and before proceeding further the committee would be 
much interested to learn whether any similar investiga- 
tions are being carried out, either by groups or by 
individuals, and if so would welcome opportunities of 
coöperation. 


Mental Health Emergency Committee, 
24, Buckingham Palace Road, S.W.1. 


~ Public Health 


From the School Reports 


HOLLAND (LINCS) 


Dr. W. G. Booth throws some light on the cost of the 

school medical service in a small county. The number 
of school-children on the roll at the end of 1940 was 
10,180, and the net cost of their medical service was 
£5202, or 108. a head per annum. The Board of Educa- 
tion grants supplied £3282, the remainder came from 
the rates and absorbed 2d. out of the general elementary- 
education rate of 4s. ; 
- The use of paper towels was continued in some schools, 
and it was hoped to extend this system throughout the 
county, but that is of course impossible at present. In 
view of the increasing prevalence of scabies this is 
unfortunate, for the communal school towel is open to 
suspicion of spreading the acarus. Mr. C. A. Johnston, 
senior school dentist, calls attention to the very bad 
state of the mouths of school entrants. Caries of the 
temporary teeth seems to be increasing in spite of the 
undoubted improvement ‘in the general nutrition of 
children and of expectant mothers. 


KETTERING 


The average number of children on the school registers 
in 1940 was 4119 and the number of received children 
who remained in the borough at the end of the year was 
2863. The ebb and flow of the evacuated population, 
most of which came from- London, is interesting. There 
was a steady reduction from 2533 in January to 1434 in 
August, the number doubled in, September, and in 
October reached 4397. It has not been fully realised 
how great is the strain of this fluctuation on billeting 
and education in reception areas. During the year 112 
children were admitted to hostels because they were unfit 


EVELYN Fox, 
Hon. Secretary. 


So long as the- 


` for billeting. Of these 26 were taken home by their 


parents and 65 were returned to billets because they were 
cured. Dr. Cecil Hogg, in his school report, gives some 
information on unsatisfactory evacuees which will be 
useful in the future, for evacuation has given us the only 
chance we have ever had to find out the number of objec- 
tionable children, what percentage of them can be cured 
and how long it will take to cure them. 


Infectious Disease in England and Wales — 
WEEK ENDED SEPT. 20 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox 0; scarlet 
fever, 1140; whooping-cough, 2289; diphtheria, 957 ; 
paratyphoid, 125; typhoid, 27; measles (excluding 
rubella), 612 ; pneumonia (primary or influenzal), 434 ; 
puerperal pyrexia, 134; -cerebrospinal fever, 121; 
poliomyelitis, 28; polio-encephalitis, 3; encephalitis 
lethargica, 6; dysentery, 102 ; ophthalmia neonatorum, 
76. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Sept. 17 was 1266; including 
scarlet fever, 129 ; diphtheria, 252 ; measles, 28 ; whooping-cough, 
571; enteritis, 22; chicken-pox, 24; erysipelas, 20; mumps, 6; 
poliomyelitis, 2 ; dysentery, 14 ; cerebrospinal fever, 21 ; puerperal 
sepsis, 12; enteric fevers, 45; german measles, 3; malaria, 1 ; 
polio-encephalitis, 2; other diseases (non-infectious), 44; not yet 
diagnosed, 75. : 

Dedaths.—In 126 great towns there were no deaths 
from enteric fever, 1 (0) from measles, 1 (0) from scarlet 
fever, 14 (1) from whooping-cough, 23 (1) from diphtheria, : 
38 (1) from diarrhcea and enteritis under 2 years, and 
8 (0) from influenza. The figures in parentheses are those 
for London itself. . 

Birmingham reported 9 deaths from diarrhea. 
fatal cases of diphtheria at Liverpool. 

The number of stillbirths notified during the week was 
170 (corresponding to a rate of 32 per thousand total 
births), including 14 in Londonu. 


There were 3 


Obituary 


ROBERT THIN 
M.B., LL.D. EDIN., F.R.C.P.E. 


Dr. Thin who died at Stow on Sept. 18 in his 81st year 
had spent the greater part of his professional life in 
general practice in Edinburgh where his energy and 

indly disposition earned him the esteem and admiration 
of colleagues and patients. For fifty years he was 
associated with the Royal College of Physicians, becom- 
ing president 1931-33 when the LL.D. Edin. was con- 
ferred on him. After qualifying in 1887 and working in 
the Royal Infirmary and Maternity Hospital he went to 
Vienna and Prague studying diseases of the ear, nose 
and throat and the use of obstetrical forceps. Then as 
assistant to Dr. George Hunter of Linlithgow he lived in 
South Queensferry where he was assistant surgeon to the 
Forth Bridge wofks during the period of erection. 
Later his practice became very large and he did not find 
much time for writing, but he recorded in the Edinburgh 
Medical Journal a study of five generations of familial 
cysteinuria. He was a lively member of the Old 
Edinburgh Club and his antiquarian interest found 
expression in ‘‘ The Old Infirmary and Earlier Hos- 
pitals ’’ and ‘‘ Medical Quacks of the Eighteenth Cen- 
tury,’’ while at the request of his college he wrote 
biographical sketches for the portraits hung on the 
college walls. He carried his own years lightly and 
continued in practice until a few weeks of his death. . 


WILLIAM NEIL CAMPBELL 
M.D. EDIN., M.R.C.P.E. ` 
THE death of Dr. Neil Campbell is announced from 


. Africa where he was serving with the South African 


Forces. Dr. Campbell graduated in Edinburgh in 1927, 
taking the M.D. in 1939. After a house appointment at 
the Royal Infirmary he went out to Natal and set up 
in practice at Durban where his ability was recognised 
by his election to the staff of the King Edward Hospital, 
Durban. During his student days he was a keen angler 
and athlete with a good record at rugby and field 
athletics. He leaves a widow and two young children. 
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WORLD ORDER AT THE BRITISH 
ASSOCIATION | 

A CONFERENCE on Science and World Order was held 
in London (Sept. 26-28) by this newly formed division 
of the British Association for the Advancement of 
Science. The six sessions considered, in order, the 
relations of science to government, human needs, world 
planning, technological advance, post-war relief and 
the world mind, under the respective guidance as chair- 
- man of Sir Richard Gregory (president), the: American 
Ambassador, the Soviet Ambassador, the President of 
Czechoslovakia, the Chinese Ambassador and Mr. H. G. 
Wells. Much attention has been given in the press to 
the conference and to the Declaration of Scientific: 
Principles with which it ended and it will suffice to 
mention the salient points discussed and those aspects 
particularly relating to medicine. 

Scientific contributions were..conspicuous by their 
absence and this was inevitable in a meeting designed 
to bring together men of affairs and men of science and 
to impress on the former the contribution which the 
latter can make to problems of government. The 


conference brought to fruition a conviction held by- 


Sir Richard Gregory, as one speaker said, ‘‘ for some 
70 or 80 years” and from that point of view was 
eminently successful. Summing up the views expressed 
at the meeting Dr. JULIAN HUXLEY emphasised the agree- 
ment on the practical importance of science as a means 
of implementing human progress. - Science had an 
overwhelmingly important part to play in post-war 
reconstruction ; but it must be free and it must be 
international, and not ‘merely on a national basis. 
Though it was not much good planning if we did not 
win the war, it was not much good winning the war if 
we did not plan, and plan now. An international 
reconstruction committee should bring together govern- 
ments and scientists. ` Standards are now scientific and 
optimal, for example in nutrition, and the distinction 
between need and want was now clearly realised. 
Planned development was best but it must be preceded 
by surveys. Science must be preventive and the educa- 
tion of both children and adults in science needed 
reconsideration. The pooling of knowledge and the 
narrowing of the gap between the birth of an idea and 
its execution was going on but going on too slowly. 
Undoubtedly the contribution by Sir JoHN ORR 
deserves first mention. Whilst he said nothing which 
was not well understood by every doctor and social 
worker, he said it so clearly and persuasively that a 
deep impression was made. Human needs in nutrition 
are now known, three authoritative investigations—by 
the British Medical Association, by the League of 
Nations, and in the United States—having all reached 
approximately: the same conclusions. Forty to fifty 
per cent. of the population in the United Kingdom and 
the United States did not enjoy such optimal nutrition. 
The connexion between health and diet was well proved 
and numerous field experiments had shown the benefit 
to the health of mothers, infants, school-children and 
recruits, of adequate diets. The enormous improve- 
. ment in the public health of this country since 1914 
was correlated with a fifty per-cent. increase in the con- 
sumption of protective foods. Yet the lamentable folly 
of restriction and even the destruction of foodstuffs had 
been widely indulged in. The war had forced upon us 
a policy of feeding according to need and not according 
to profit. A world food policy could and should be 
worked out now and he thought the food interests 
would codperate if they were asked. Many other 
speakers however felt that a scientifically planned 
economy was impossible on a capitalist basis. 
On the use of scientists by the Government in th 
war effort divergent views were expressed. Lord SAMUEL 
described the scientific advisory committees which had 
been set up by the Government, but Prof. J. B. S. 
HALDANE said that though he had done work for the 
three Service departments he had not made contact with 
any of these committees and his colleagues ‘‘ though per- 
haps better scientists were probably less pushful than him- 
self”? His remarks on the tragic failure of the Govern- 
ment to use scientific workers to the full were endorsed 
by Dr. J. E. D. SWANN. Among gcontributions to 
post-war planning, Lord HaiLry described the vital 
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` need for it in the future development of our African | 


colonies. As regards health the general public might 
not be able to distinguish between the advantages of 
direct and indirect rule but at least they could appreciate 
that a district as large as Yorkshire was served by one 
doctor and two dispensaries, and that huge districts 
had no domestic animals whatever because of.sleeping . 
sickness. There was need for far more international 
conferences for combined planning in Africa. Sir JoHN 
RUSSELL made several practical suggestions for con- 
serving now essential breeding-stocks of cattle, grain 
and fruit trees necessary for the reconstruction of 
Russia’s ‘‘ scorched earth,’? and Mme. PRIESTMAN-BREAL 
warned us most charmingly against psychological traps, 
such as the assumption of superiority, in distributing 

ost-war relief. Mr. RICHARD ALLEN of the American 

ed Cross described the urgent need to build up reserves 
of medical equipment to replace those taken by the 
Germans from the occupied countries. Dr. HUGH 
SMITH of the Rockefeller Institute also emphasised the 
need for a concrete pian to be worked out now to prevent 
the post-war spread of epidemics; this should include 
plans for an international health organisation. He 
quoted Surgeon-General Parran’s remark ‘“ that there 
must be no property qualification for health.” Other 
speakers urged that we must take the risk of being 
generous after the war and Mr. PHILIP NoEL BAKER 
hoped that.-what would necessarily be the greatest -act 
of- charity the world has ever known would lead to 
permanent and not transient results as after the last 
war. A world food policy would be of incalculable 
value as a stabilising factor in economics.. The general 
impression left on an observer was that if the politicians 
and the public would allow scientists to ‘‘ do their stuff,’’ 
there might be much hope for the post-war world. | 
= The conference approved the plan of the council for 
setting up immediately small committees to work out 
in detail the main suggestions put forward at the meeting. 


. Panel Practice 


COSTLY OR EXPERIMENTAL TREATMENT 

X, on Dr. A.’s list, was attended by his assistant, 
Dr. B. In September, 1940, Dr. B. sent X to a consult- 
ant who diagnosed myasthenia. gravis and suggested 
Prostigmin and Fertilol (wheat germ oil). capsules. 
Thereupon Dr. B. wrote a private prescription and 
instructed X to purchase prostigmin, for injection and 
oral administration, telling X that he was not able to 
issue insurance prescriptions as the drugs in question 
were not included in the National Health Insurance 
prescribing list. Dr. B. himself visited a local chemist 
with reference to the supply of prostigmin, a drug which 
he said was previously unknown to the manager, . and 
left with him a leaflet issued by the manufacturers. 
In October Dr. B. wrote to the chemist, asking him to 
order a concentrated solution for injections and to obtain 
a supply of the tablets. For these X paid £20 4s. 6d. 
between October, 1940, and April, 1941. In April X 
purchased, again on the instructions of Dr. B, 400 cap- 
sules of another preparation costing £3 8s. bringing 
up his total expenditure before communicating with the 
local insurance committee to £23 12s. 6d. Dr. A., 
questioned by the committee, said that neither the 
prostigmin nor the vitamin E could properly have been 
ordered at the cost of the chemists’ account for the 
reason that the treatment was experimental. The medi- 
cal service subcommittee took the view that the drugs 
were requisite to a method of treatment recommended 
by the consultant, which method of-treatment was in 
fact adopted (as it need not have been) by Dr. B. 
Where, the committee ruled, an insurance practitioner . 
decides (presumably after due consideration of all the 
circumstances, medical and otherwise) to prescribe a 
particular drug he would not be justified in ordering 
that drug except at the expense of medical benefit funds. 
The insurance committee decided to recover from Dr. A. 
the amount of £23 12s. 6d. with which to reimburse the 
insured person, but they have applied for the Minister’s 
approval to pay Dr. A. from the practitioners’ drugs 
account the sum of £18 5s., being the cost at tariff 
rates plus dispensing fees of the drugs which were 
administered. 
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- treatment. No particular drug, 


_BETTs.—On Sept. 22, Leonard Bowring Betts, 
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In this case the issue was not primarily one of expense. 
It must by now be common knowledge that an insured 
person is entitled, under the provisions of the N.H.I. 
Acts, free of cost, to such proper and sufficient drugs as 
are requisite for his treatment. The doctor providing 
this treatment must, in the first instance, be the judge 
what drugs are proper and sufficient, and his discretion 
is limited only by the fact that he may be asked to satisfy 
the panel committee that he has not prescribed medicines 
in excess of what is reasonably necessary for adequate 
therefore, can be 
prohibited on the ground of its cost. The question is 
not whether the drug ordered was costly, but whether 
it was unnecessarily costly, that is, whether a prepara- 
tion of equal therapeutic value could have been ordered 
at less cost. This criterion applies to proprietary medi- 
cines‘as well as to officinal medicines and it is extremely 
ualikely that a practitioner acting on advice from a 
consultant would run any risk of surcharge merely 
because the prepafation advised was costly. Obviously 
too a practitioner having obtained advice from a consult- 
ant cannot say ‘ This treatment is too expensive for a 
panel patient, but I am prepared to administer it if the 
patient pays for the medicament.” Instances have 
often been given of expensive preparations which have 
been prescribed quite properly for insured patients. 
An antipneumococcal serum ' cost £20; an insured 
person took for several years (sometimes 4 or 5 times a 
month) a preparation of suprarenal cortex, costing some 
£2 7s.a time. No question was raised as to the propriety 
of this prescribing. Many preparations of ovarian 
hormones are now prescribed for insured patients and 


these, as practitioners are well aware, are costly. — 


Appoi ntments 


BRADSHAW, D. B., M.B. Dubl., D.P.H.: deputy M.O.H. for South ` 
Shields. , 


GREGORY, J. L., M.B. Glasg., F.R.F.P.S., D.P.H., D.T.M. & H.: 
M.O.H. for south-west Salop united districts. 
MARSHALL, D. V., M.B. Glasg., F.R.C.S.E., F.R.F.P.S.: medical 
superintendent at the new municipal hospital at York. 
Wie rar M.B. Lond. : examining factory surgeon for Sandwich, 
ent. 


_ Births, Marriages and Deaths 


BIRTHS 


Krva.—On Sept. 21, at Sutton, the wife of Major Cecil King, 
R.A.M.C.—a son. A 

LLOYD-HART.—On Sept. 23, in London, the wife of Dr. V. E. 
Lloyd-Hart—a daughter. : 

Lunvr.—On Sept. 22, at Witney, the wife of Captain H. R. W. Lunt, 
R.A.M.C.—a son. : 

PE¥YTON.—-On Sept. 22, at Ilfracombe, the wife of Captain H. N. 
Peyton, R.A.M.C.—a daughter. . 

SanNDERSON.—On Sept. 21, at Horncastle, Lincs, the wife of Dr. 
G. Sanderson—a son. 

WALLACE.—On Sept. 22, at Clifton Hampden, Abingdon, Berks, 
the wife of Dr. W. Herschel Scott Wallace—a son. 


-. MARRIAGES 


BLOWERS—HOCKEY.—On Sept. 18, at Weymouth, Robert Blowers 
M.R.C.S., lieutenant, R.A.M.C., to Eva Gethin Hockey. 

BUCRGESS—W HARRIE.—On Sept. 20, at Chislehurst, David Burgess, 
nor a of Hemel Hempstead, to Patricia W harrie, of Chisle- 
hurst. g s es i 

COLLIN DAVIES—ROBERTS.—On Sept. 24, at Bryn-y-Maen, Colwyn 
Bay, Hugh Collin Davies, M.D., of Ruthin, to Anne Roberts. 

McDONNELL—FOLEY.—On Sept. 24, in Dublin, Colm Angus 
McDonnell, M.D., to Margaret Mary Foley. 

MarsHaALL—CRYMBLE.—On Sept. 23, at Belfast, Robert William 
Stanley Marshall, M.B., R.A.F.V.R., to Hilary Crymble, 


_Prrr—CecriL.—On Sept. 27, at Sway, Hants, George Heriot Pitt, 


¥.R.C.S., to Margaret Mary Cecil. —__ 
WYNNE WILISON-——HAMERSLEY.—On Sept. 20, at Milford-on-Sea, 
William Wynne Willson, B.M., captain, R.A.M C., to Pamela 


Hamersley. 
DEATHS 


M.R.C.S., of 

Cleverdon House, Bradworthy. : 

Hicxs.—On Sept. 26, at Frinton, Essex, Thomas William Hicks, 
M.B.E., M.D. Lond., J.P. ` : 

JoHn.—On Sept. 28, at Oghourne, Wilts, David William John, 
M.C., B.A. Camb., M.R.C.S., late major, R.A.M.C., of Bridgend, 
Glam, aged 52. 


Notes, Comments and Abstracts 


PEP LOOKS AT EMS 


THE Emergency Medical Service, as its name suggests, 
was created as a temporary makeshift, but like many 
of our improvisations it may casually develop into a 
permanent part of our social structure, and this pos- 
sibility adds importance to PEP’s new broadsheet ! on 
hospitals in war-time. This clear and objective review 
reminds us of the present scope of the E.M.S. With 
225,000 beds, 1700 full-time doctors and another 5150- 
on call, it is costing the Government—and us—nearly 
£16 million a year. The E.M.S. has pooled our medical 
personnel and equipment, has given us planned dis- 
tribution of medical care and provided special services 
throughout the country. In many remote districts 
general practitioners have been stimulated by contact 
with metropolitan colleagues, and a mass of otherwise 
scattered clinical material has been made available to 
the research worker. The upgrading of many smaller 
hospitals and the new hutted buildings are a lasting 
and valuable addition to our hospitalservices. Municipal 
and voluntary hospital staffs have come to know and 
appreciate each other, and the implications of medical 
coöperation have been made manifest. So much for 
the credit side. Against these achievements PEP sets 
an administration which is clumsy and often unworthy 
of its personnel. Its system of accounts is unbearably 
complex, and it suffers from a diarrhcea of memoranda. 
The Ministry of Health has delegated wide powers to its 
regional officers, but in practice, PEP thinks, does not 
encourage their use. The selection of key officers has 
not always been wise. The hospital. officers, drawn 
from the Ministry of Health permanent staff, have not 
always had the necessary initiative and administrative 
experience. The London sectors, often illogically 
distorted to fit round the big voluntary hospitals, have 
tended to work as over-independent units. PEP 
pleads for administrative capacity rather than medical 
eminence as a criterion for selection of group officers. 

If the E.M.S. is to become a national service PEP. | 
would like to see the present curious anomalies of who- 
is and who is not eligible for treatment swept away. 
Beds would instead be open to all, and there might well 
be a national hospital contributory fund incorporating 
all existing voluntary funds. Outpatient departments 
and specialist clinics, to which the general ,practitioner 
could refer his patients, should be opened in crowded. 
reception areas, and here doctors from the E.M.S. and 
armed forces who were not fully occupied,-might serve. 
Peediatric services at base hospitals—similar to those 
provided in the London sectors—should be set up else- 
where, and tuberculous patients be given priority for 
admission to hospitals. The courses for E.M.S. doctors 


. at special clinics might be extended. PEP thinks that 


our shortage of doctors is mostly due to maldistribution 
and suggests that the Central Medical War Committee 
should become a War Medical Service Committee, 
‘working through regional committees who would have 
the right to move private practitioners to areas where | 
they were most needed. . ; 

The broadsheet welcomes the spate of interest which 
doctors and nurses are showing today in what they feel 
to be the inevitable reorganisation of their professions. 
So far regionalisation is the only generally accepted 
principle, and PEP, while acknowledging the fine work 
the Nuffield Hospitals Trust has done in. this direction, 
would like to see more stress laid on unification rather 
than on the mere codrdination of existing systems. 
The broadsheet points out the danger of regionalising 
a part of the medical services without regard to the 
health services as a whole, and reiterates the view, set 
out in the PEP report on British Health Services, that 
it is the consuming public which will pass final judgment 
on all these plans.: 


1. Planning No. 177. Sp enanle from PEP, 16, Queen Anne’s 


Gate, London, S.W 


FOURTH ADDENDUM TO THE B.P. 1932.—The latest adden- 
dum, reviewed in THE LaNnceET of Sept. 6 (p. 290), is now 
-obtainable, and became official on Oct. 1. 
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ABORTION RATES IN STOCKHOLM 


FIGURES relating to illegally induced abortion are not 
easily come by in this country. An analysis of 800 
cases treated at the Sabbatsberg Hospital, Stockholm, 
from 1935 to 1937 throws light on the fundamental 
causes of the practice. The investigation, reported by 
Dr. G. Inghe and Dr. G. A. Jonsson,! showed ahortion 
to be much commoner among unmarried than married 
women, as might be expected. Among unmarried 
women the rate reaches a maximum between the ages 
of 25 and 30; in married: women it rises with age. 
Figures collected from public hospitals showed that 
pregnancy in unmarried women resulted in birth of the 
child at term and eventual marriage of the parents in a 
third of the cases, illegitimate births in a third and 
abortion in a third. Many cases of illegal abortion, 
however, do not reach hospital, and the practice is 
estimated to be more common than pregnancy going 
to term among unmarried women. About a third of 


the 800 cases admitted to having attempted to procure ` 


abortion, usually medicinally. Most of the mothers 
were working women earning comparatively small 
wages—waitresses, kitchen hands, hairdressers and shop 
assistants. Of the married women, those with several 
children and coming from overcrowded houses were 
more numerous than those with one or two. Most of 
them had used. contraceptives, but seldom selected the 
most reliable or used them regularly. Many of those 
who knew of reliable contraceptives had not used them 
because of distaste, or because they grudged the incon- 
venience. About half the 800 women were married, 
or living as married, and mo&st of the rest had regular 
sexual intercourse ; intercourse was occasional in only 
7%. Most of the unmarried women had sought abortion 
on economic grounds. Poverty and unemployment had 
delayed marriage for some, and others doubted whether 
they would be able to support their children. Nearly 
half feared the social criticism which birth of an illegi- 
timate child would provoke, and two-thirds dreaded 
the anger of their parents. Only a third of the whole 
series. had any idea that induction of abortion was 
attended with risk. Among the married’ women, 75% 
gave economic reasons for their action, 10% considered 
themselves to be too much exhausted to have more 
children and 40% wished to space their children; 20% 
feared the inheritance of some abnormality by the child, 
or were influenced by memories of an unhappy child- 
hood. Dr. Gardlund, in his experience of practice 
in Stockholm, found that requests for abortion increased 
‘year by year. Some years ago he received 170—190 
requests of the kind yearly, but in 1937 the figure rose 
to 266, in 1939 to 278, and in 1940 to 410. Among these 
the cases in which he could legally undertake abortion 
amounted to 7 or 8 a year. 


“WHO WALK ALONE” 


Dr. Perry Burgess, president of the American 
Leprosy Foundation, has taken the history of a young 
- American soldier who developed leprosy after service in 
the Spanish-American war in the Philippines, and told it. 
in autobiographical form (London: J. M. Dent and Sons. 
Pp. 318. 128. 6d.). His reconstruction of the emotional 
experience of this unfortunate young man from the facts 
given during many intimate years have such veri- 
similitude that it is difficult to credit they were not indeed 
his own. It shows, moreover, that the author possesses 
that inward sight which is the mark of the true artist, 
and while the tale is told in factual style the psycho- 
logical element is never forgotten. Nine years after the 
young man’s return from the. Philippines to America he 
deyeloped leprosy, and a year afterwards was sent out 
. to the Leper Colony on the Island of Culion in the 
Philippines. There he started another stage of his 
painful spiritual pilgrimage. Slowly he determined to 
make the best of a world that had suddenly shrunk to the 
cramping confines of a leprosarium. He made his house 
and garden the most beautiful in the colony and gradually 
became interested more and more in his fellow sufferers. 
He organised work schemes, and received the hearty 
cooperation of both authorities and patients. All the 
time he grew in spiritual stature, and his record should 
be put amongst the many others of those who have 


1. Nord. Med. March 8, 1941, p, 725. 


MEDICAL NEWS 


‘ attended 85,242 confinements for 


[ocr. 4, 1941 
achieved nobility through suffering. Despite the horror 
which leprosy, above all other diseases, seems to inspire, 
this book is not gloomy but vital and lively. The story 
reveals the mind of the incurable with an uncommon 
vividness, and though it is a story it is authentic. 


INDEX OF FooD INVESTIGATION.—The fascicle dated 
March 1941 (vol. 12, no. 4) contains 545 items, varying 
from brief abstract to a mere mention of articles on 
every aspect of food investigation which have appeared 
in Empire and American journals. The foreign refer- 


` ences are few and old. Food investigation has been l 


quickened by war conditions (this issue alone reveals 
650 workers) and an index to the literature is essential 
to codify results and prevent overlapping. From 
H.M. Stationery Office. 4s. 6d. 


Medical News 


University of Sheffield: 
At recent examinations the following were successful :— 
FINAL EXAMINATION FOR M.B., CH.B. 
Parts II and III.—Hazem Barrada, Pauline M. Hardcastle, 
Labib Ishak, L. F. Q. Maclaine, and Margaret E. Withers. 
Medical Honours 


The following honours have lately been awarded :— 


O.B.E.—Acting Wing-Commander J. P. Huins, M.R.C.S., and 
Acting Squadron-Leader B. C. Curwood, M.B. Birm 

D.S.C.—Temp. Surgeon Licutenant A. G. Reid, M.B. Aberd. “9 
R.N.V.R., H.M.S. Alashona. 


Medical Prisoners: of War 


The following R.A.M.C. officers have been posted as 
prisoners of war: Captain A. G. V. Aldridge, M.B. Camb.; . 
Temp. Major Robert Harvey, F.R.C.S.E.; Temp. Major 
P. D. C. Kinmont, M.B. Lond. ; and Temp. Major G. A. W. 
Neill, M.D. Belf. 


War-time Nurseries 


On Oct. 29 the Nursery Schoo] Association of Great Britain 
will meet in consultation with the National Society of Day 
Nurseries at the Royal Institute of British Architects. Lord 
Horder will take the chair at 10.30 a.m., and other speakers 
who will discuss problems of establishing war-time nurseries 
will be Miss Florence Horsburgh, Mr. J. C. Wrigley and 
Miss Zoe Puxley (Ministry of Health), Miss Greaves (Board of 
Education), Lady Reading (N.S.D.N.), Dr. G. H. Hogben 
(M.O.H. for Tottenham), Lady Allen of Hurtwood and Miss 
Freda Hawtrey (N.S.A.). Further information may be had 
from the secretary of the association, 8, Endsleigh “Gardens, 
London, W.C.1. 


Royal Society of Medicine 


A meeting of the clinical section of this society will be held 
at the Westminster Hospital on Friday, Oct. 10, at 2.15 
P.M. The section of orthopædics will meet at Horton Hospital, 
Epsom, on Oct. 11, at 2 p.m., when short papers will be read 
and there will be a demonstration of special cases. 


Society of Medical Officers of Health 


Sir Alexander Macgregor of Glasgow has taken office as 
president of this ogiery in succession to Dr. F. T. H. Wood 
of Bootle. 


London Homeopathic Hospital 


On Thursday, Oct. 9, at 2.30 p.m., Dr. Thomas Stonham 
will give a lecture introducing the autumn and winter post- 
graduate session at this hospital. From October to May, 
on Mondays and Thursdays, at 2.30 P.M., Dr. Charles Wheeler 
will give a course on homeopathic materia medica and 
therapeutics, and from October to December, on Fridays at 
2.30 P.M., Sir John Weir will give ten Compton Burnett 
lectures on homeopathic philosophy and prescribing. 
Tutorial classes and clinical tutorials will also be held through- 
out the session. 


Queen’s Nurses 

During 1940 the Queen’s nurses and village nurse midwives 
which no doctor was 
engaged, and they also acted as maternity nurse for 36,560 
cases for which doctors were engaged. There are now - 
1530 Queen's nurses and 2782 village nurse midwives, making 
4312inall. Thisis a decrease of 72 which is said to be due to 
the reorganisation of the associations and to less-work in some 
coastal areas. 
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SINCE the work of MacArthur! at Millbank, infestation 
of the brain and eye with the larval cysts of Tænia 
solium has been recognised as less uncommon and, more 
important than was formerly supposed ; and it seems 
likely that infestation with tapeworm will be frequent 
among our forces in the Near and Middle East. When 
previously healthy and often comparatively young 
soldiers, especially any who have ben abroad, for 
example in India, have been invalided out of the service 
because of “ epilepsy,” the diagnosis in many instances 
has, on further investigation, proved to be an infestation 
with cysticerci. The epileptiform fits were usually 
accompanied by severe and otherwise unaccountable 
headaches and various obscure nervous symptoms. In 
fatal cases, sometimes as many as 300 or 400 cysts have 
been found in a single brain ; and in these patients there 
has, as a rule, been no definite history of any previous 
intestinal tapeworm-infestation. Almost all the cases 
recorded in this country have been in soldiers, or in 
soldiers’ families. 

The case which we record here gives a typical clinical 
history, and also illustrates several other important 
points upon which MacArthur lays especial emphasis, 
for instance, that serious cerebral symptoms supervene 
as a rule only when death and degeneration of the larvae 
themselves have taken place; this is because the cysts 


.then tend to swell from imbibition of fluid, and irritative 


phenomena supervene in and around them (fig. IIb and 
lower specimen in fig. IV, plate). 

Whil e the parai is still alive it becomes surrounded 
and shut off by a zone or capsule of thickened and pro- 
liferated glia and a varying amount of fibrous tissue ; 
and, unless the cysticercus is in some specially vital 
pee in the brain, a species of symbiotic harmony 

etween parasite and host is established, which may last 
for several and perhaps for many years. Serious 
pathological results thus in many instances ensue only 
on and after the death of the parasites, so that attempts 
at killing them by drugs must as yet be regarded as ill- 
advised, as is also the attempted» surgical removal of 
any of the cysts in the brain, unless they are causing 
serious. symptoms on account of their position, or, as in 
the present case, because the rather unusual complica- 
tions of progressive papilloedema and raised intracranial 
pressure threaten the patient’s eyesight. 

Since the larvz often survive ‘‘ symbiotically ”’ for a 
number of years, the more active destructive and necrotic 
changes around them leading to the epileptiform seizures 
may not come on until after a considerable ‘ latent 
period.” If the patient does not die in the meantime, the 
zone of glial and fibrous-tissue sclerosis around the dead 
and degenerating cysticerci gradually becomes more pro- 
nounced; and calcification, beginning in the scolex 
itself and gradually involving the cyst-wall, tends to be 
produced perhop: only after three or four years—and 

-ray diagnosis may only then become possible. $ 

At this late stage in the development of the disease, the 
occurrence of eosinophilia in the blood is exceptional, 
and the specific serum-reactions are often negative. 
If, as in the present case, cysticerci can be palpated in 
the subcutaneous or muscular tissues or demonstrated in 
radiograms, the diagnosis may be confirmed by the 
examination of biopsy-specimens (fig. I, plate, and 


fig. II). 
CASE-RECORD 

A man of 32 was admitted to hospital under Dr. Neill 
Hobhouse on Jan. 23, 1940, complaining of “‘ fainting turns ” 
for three. years, and severe frontal and occipital headaches for 
a month. <A diagnosis of cysticercosis had been made by 
Dr. Macdonald Critchley in 1938. The patient had been an 
infantryman in India from 1927 to 1933, and during that 
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time he had a considerable amount of illness, including 


“dysentery ” twice, threadworm-infestation twice, and several _ 
attacks of “ P.U.O.”; but, as far as he himself was aware, ) . 


~— 


K 


he had never suffered from intestinal tapeworm-infestation.!, ~ 


Previous to going to India, he had never suffered from fits. 


of any kind, and there was no family history of epilepsy. 
In 1937 he became a post-office employee, and © months 
later had his first epileptiform ‘attack, his own description 
of this being: “I was just walking along when suddenly 
everything went black and I dropped.” Cons 
for only two or three minutes and was told that he had had 
generalised twitching of the limbs, but nę cyanosis, nor was 
there any incontinence of urine or biting of the tongue.; He 
had a second attack six months later, begi g with “‘ twitch- 
ing of both elbows and shoulders.” In subsequent fits 
this twitching constituted a premonitory “‘ aura,” giving him 
time to lie down. These attacks came on at intervals of five 
or six months, with freedom from any symptoms between 
times. His last attacks—two in one day—had occurred five 
weeks previous to admission and began with cramp-like 
flexion of the fingers of the left hand into the palm and pain 
shooting up the forearm, followed by unconsciousness, on 
recovery from which he found that he had temporarily lost 
the use of his left hand, a disability which lasted nearly a 
week. Intermittent severe frontal headaches then supervened, 
shooting round the right side of the head to the occiput, with 
pain in the back of the neck and mistiness of vision in the right. 
eye. There was no nausea or vomiting. In 1938, a tense. 
subcutaneous nodule about 4 in. in diameter was detected 
at the right costal margin near the ninth costal cartilage. 
The patient was well-nourished, intelligent and fully 
codperative. Two other tense and painless subcutaneous 
nodules about } in. in diameter were found in the. lower 


Hè was unconscious | 


` 


thoracic region, one on each side of the vertebral columne — 


about 2 in. from the midline. Cranial nerves: pupils of medium 
size, equal, central and circular; pupillary reactions normal. 
Vision 6/12 ineach eye; visual fields full. Fundi(Mr. Joseph 
Minton) showed papilloedema on both sides, +. 1-5 D, with 
hemorrhage and exudate around both discs. There were 
coarse lateral nystagmoid jerks both to right and left. Tongue 
deviated to the right when extended. Other cranial nerves 
normal. Absent upper abdominal reflexes but no other 
abnormal physical signs found. No nodules were palpable 
in the limbs. By Jan. 26 the papillcedema had increased to 


- 3 D in the left eye, and to 2 D in the right; it was therefore 


decided to perform a ventriculography to ascertain if possible 
the position of any block in the cerebrospinal circulation. 
Jan. 25. Examination of blood. Coagulation-time 34 
min.; bleeding-time not prolonged. Red cells 4,900,000, 
hemoglobin (Haldane) 90%, colour-index 0:92; white -cells 
7400 (polymorphs 47:5% ; lymphocytes, small 34-5%, large 
10:-5%, total 45%; large monocytes 1:5% ; eosinophils 


‘6%; basiphils 0)—i.e., a moderate eosinophilia, with some 


neutropenia and a relative lymphocytosis, a considerable 
proportion of the lymphocytes being of large (more immature) 
type. 

Yan 27. Lumbar puncture. Pressure 300 mm. of water ; 
fluid clear and colourless. Cells 29 per c.mm, (small lympho- 
cytes 91%, small endothelial cells 6%, large endothelial 
cells 3%, polymorphs 0, red cells 0); total protein 0:06% ; 
globulin a faint trace in excess; Lange’s colloidal-gold 
curve, 0: 1/0:1/0:1:1/0:0:0:0:0:0. Wassermann and 
Meinicke reactions in blood negative. On X-ray examination 
of the skull, two small rounded suspicions shadows (one about 
the centre of the right parietal cortical region and the other 


just below and ? in. to the left of the shadow of the calcified . 
pineal) were seen in the anteroposterior view but not in the | 


lateral. In the soft parts around the pelvis and in the upper 
and lower limbs and neck, typical shadows of calcified 
cysticerci were demonstrated (fig. I). 

On Jan. 30 a ventriculography was done, but no abnorm- 
ality was detected in the ventricular system. The fluid 
from the right lateral ventricle was clear and colourless and 
showed: cells 1 (small lymphocyte) per c.mm.;_ total 
protein 0:01% ; globulin no excess; Wassermann and 
Meinicke reactions negative; Lange’s colloidal-gold curve, 
0:0:1/0:0:0:0:0:0:0:0. 
~ The ventriculography was followed by a right subtemporal 
decompression by Mr. Geoffrey Knight. The meninges were 
under considerable tension, and on opening them several 
small firm nodules were palpable just beneath the surface of 


P 


ı sensory changes. 
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the cortex in both the motor and sensory areas. Two of these 
were excised for microscopical examination (fig. IIb). The 
patient’s , immediate post-operative condition was good, 
some temporary paresis of the long finger-flexors of the left 
hand gradually passing off and there being no appreciable 
Ten days later the papilloeedema had sub- 
sided to 0:5 D in the right and 1 D in the left eye, and there 
was mild analgesia to pin-prick and cotton-wool and two- 


point discrimination over the left palm. All of these signs 


gradually passed off except for flexor paresis of the left index 
finger. On Feb. 9 two subcutaneous cysticercal cysts were 
removed from the patient’s back for biopsy (fig. IIa). 

Feb. 14. The patient had an epileptiform attack similar 
to those from which he had suffered before admission; and 


_ during the subsequent three weeks there was flaccid paralysis 


of, and loss of sensation over, the left hand and forearm, and 
several Jacksonian attacks occurred in the paralysed limb. 
There was then rapid improvement, with return of power 
of movement, the cortical sensory loss being the last to 
recover. = d 

On April 3 the patient was discharged in excellent condition, 
with the decompression-area well healed. The optic discs 
were flat and showed no evidence of the previous papillædema, 
vision being as on admission (R.V. and L.V. 6/12), and there 
were now no appreciable motor or sensory differences in the 
two arms. 


Figs. IIa and b are from sections of the biopsy- 
specimens excised from the lumbar muscles and brain 
‘respectively. In fig. Ila the larva is healthy and 
well-preserved ; but, in fig. IIb, that from the right 
motor cortex shows a typically degenerated dead larva 
enclosed in a calcified cyst, previously tensely dis- 
tended, but which had ruptured and become collapsed 
during surgical removal. For comparison with these, 
fig. III is from a post-mortem specimen of a brain 
eof an ex-soldier aged 28, which we owe to the kind- 
ness of Dr. C. Worster-Drought. It shows the naked- 
eye appearance and distribution of the cysticerci in 
the brain (the right half of which was examined and 
in which it was estimated that there were about 
a hundred cysts present).2 Fig. IV, from this brain, 


~ shows in adjacent convolutions in the same section 


a healthy ‘‘ symbiotic’’ cysticercus lying within its 


caudal vesicle or bladder; while below is a dead and 
disintegrating larva in a degenerated cyst which is 
becoming distended with fluid and the wall of which 
shows the development of irritative and chronic inflamma- . 
tory reaction after the death of the’ parasite, as noted 


¥ia. II—(a) Biopsy-specimen of cysticercus from lumbar muscles of 
case recorded in text. Oblique section of scolex passing through 
two of the four suckers and base of rostellum with its armature 
of hooklets and its musculature. ( 
structure of this undegenerated and “‘ symbiotic ” larva with the. 
dead and degenerated parasite from the brain illustrated in (b). 
This shows one of two cysts removed from the hand-areca of 
the right motor cortex.. The cyst, which burst und became 
collapsed during removal, is partially calcified. Mallory’s 
connective-tissue stain x 50. 


Compare the well-preserved ` 


by MacArthur. Details of the upper cyst are shown. 
in fig. V. 
DISCUSSION i 
Attention has been drawn in several recent papers 
and articles? to the comparative frequency with which 


a. TlI—Cysticercosis of brain of an ex-soldier aged 28, who had 
enlisted at the age of 18. (Left): in, or just beneath, the frontal 
cortex are one degenerating and two well-preserved cysts; whilst 
(right) in the occipital cortex are seen’ one semi-degenerated and 
shrivelled, and two old degenerated and fibrosed, cysticerci 
Dr. Worster-Drought’s case, half natural size. ; 


the brain is attacked in patients with cysticercosis—in 
different series varying from 40 to 75 or 80% of the total 
number.. The eye itself may be the site of infestation 
which may destroy the sight, as in Worster-Drought’s 
case. Hugh Cairns, in the discussion which followed 
MacArthur’s paper, was of opinion that ‘ there was no 
place for operative surgery in cases of multiple cysticerc1 
of the brain,” and none of the patients he had seen had 
anything beyond a slight degree of papilleedema. “ It 
was conceivable that there might be such cases (e.g., & 
cyst in the precentral gyrus) in which surgery could 
help, but they must be rare.” The case we now record 
appears, therefore, to be one of those rare instances in 
which sight was threatened by a progressive bilateral 
papilloeedema and the raised intracranial pressure, and 
in which surgical interference was justified by the 
results obtained—the rapid disappearance of the papill- 
cedema and the lowering of the intracranial pressure, as 
well as the reduction in the frequency of the fits following 


the subtemporal decompression. 


In his series of 61 patients with cerehral cysticercosis, 
MacArthur mentions only one case in which any serious 
degree of papilloedema led to blindness some time before 
death ; while in Dixon and Smithers’s ‘ review of 71 cases 
there were only 7 with papilleedema. More recently, 
Gottlieb ê described a case of cysticercosis in a girl, aged 17, 
with epilepsy, 2 diopters of papilloadema in both eyes, 
a cerebrospinal-fluid pressure in excess of 300 mm. of 
water, and numerous ‘calcified cysts in the brain 
demonstrable radiographically. l i 

As shown in fig. III, most of the cysts lie within the 
cortex, or just beneath it, relatively few being found in 
the meninges or deeply within the white matter. Although 
collectively they represent a considerable space-occupy- 
ing lesion, individually they produce comparatively 
little interference with the cerebrospinal-fluid circulation, 
and this is perhaps the explanation of the relative 
infrequency of papillædema or of raised intracranial 
pressure, the occurrence of which probably indicates 
swelling of the brain around degenerating cysts such as 
that illustrated in the lower part of fig. IV. No evidence 
of hydrocephalus was found in the ventriculograms, 
which showed a normal ventricular system. 

The character of the epileptiform attacks depends 
largely on the site of the cysts, as well as on the occur- 
rence of the degenerative reaction and swelling around 
and in the dying or dead cysticerci. The symptoms 
sometimes produced may simulate those of acute 
encephalitis, disseminated sclerosis or cerebral tumour ; 
and in some patients, with or without fits, psychical 


symptoms may predominate and resemble melancholia, _ . 


acute mania, schizophrenia or certain less grave mental 
disorders. . 

When in the subcutaneous tissues and muscles, the 
swellings, if numerous, may simulate von Reckling- 
hausen’s peripheral neurofibromatosis or even nodular 
leprosy (Greig). As is well known, the cysts when in the 
muscles and near the surface of the body often become 
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‘palpable or even visible in ‘‘ crops.” This is due to a 
sudden increase in their fluid-content following the death 
of the larva, rather than to the development of new 
parasites—previously flaccid and inconspicuous cysts 
becoming tense and palpable. It is conceivable that, 
in a similar way, several cysts in certain parts of the 
brain, particularly if situated in the vicinity c° the 
mid-brain and below the tentorium, might simultane- 
ously become swollen and obstruct the cerebrospinal- 
fluid circulation and lead to raised intracranial pressure 
and bilateral papilloedema, without necessarily producing 
either hydrocephalus or ventricular distortion, especially 
in cases seen early. 

The diagnosis of cysticercosis of the brain rests 
primarily on the occurrence of epilepsy or other cerebral 
symptoms, usually, but not invariably, associated with 
palpable subcutaneous and intramuscular nodules, and a 
history of residence abroad, particularly in India. It is 
confirmed by .X-ray appearances and by biopsy when 
possible. The radiographical appearances are extremely 
variable, depending on the degree of calcification which 
may have developed—the brain being usually the last 
place in-which calcification begins. Skin-reactions and 
complement-fixation tests have not so far proved reliable 
guides. The presence of eosinophilia is suggestive in the 
earlier stages of infestation, but is inconstant or absent 
later. One great advantage of a correct diagnosis is the 
removal of the fear of hereditary transmission and the 
stigma of idiopathic epilepsy ; in soldiers it does away 
with the difficulty of obtaining a pension, for the infesta- 
tion may usually be regarded as a consequence of their 
military service abroad. i 

The prognosis, though serious, is not, as has commonly 
been thought, uniformly bad. In a small proportion of 
cases—6 in Dixon and Smithers’s 71 patients—the fits 
ceased after a variable period. A decompression 
operation is justifiable and desirable where, as in the 
present case, there is raised intracranial pressure and 
papilloedema ; and, in the absence of contra-indications, 
a right subtemporal decompression serves this purpose. 


` SUMMARY 


A case of Cysficercus cellulose infestation with focal 
epilepsy is described, in which there were the unusual 
features of grossly raised intracranial pressure and 
rapidly increasing papilloedema, with a normal ven- 
triculogram. 

The ventricular fluid was normal ; the lumbar-puncture 
fluid showed a moderate increase of mononuclear 
cells, protein and globulin, but no polymorphs or 
eosinophils. | 

The papilledema quickly subsided after a right 
subtemporal decompression which also reduced the 
frequency of the fits. ` 

Cases of cysticercosis may be more common now 
Da there are large numbers of British troops in the 

ast. 

Raised intracranial pressure and papillædema usually 
arise from swelling of the brain around degenerating cysts, 


. and are indications for decompression. 


Diagnosis is made on the development of epilepsy after 
residence abroad (especially in India), the presence of 
subcutaneous nodules, and the X-ray and biopsy findings. 
Eosinopbilia in the blood is of diagnostic value mainly in 
the earlier stages of the infestation. | 


The fits sometimes cease spontaneously. 


We wish to thank Dr. Neill Hobhouse and Surgeon Captain ` 


Macdonald Critchley for putting their clinical notes of the case 
at our disposal: Dr. Worster-Drought for the specimens 
from his case; Mr. C. Martin, Mr. R. Egan and Miss M. I. 
Wilson for preparing the pathological material; and Mr. A. 
York, assistant radiologist at the hospital, for the radiograms. 
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SILICOSIS IN STOURBRIDGE FIRECLAY 
MINERS | 


SIDNEY DEANER, M.R.C.S. 
CHIEF TUBERCULOSIS OFFICER, WORCESTERSHIRE COUNTY COUNCIL 


STOURBRIDGE fireclay miners have not previously been 
recognised as exposed to a silica risk, and hitherto 
silicosis has not been observed in such miners. The 
investigations here recorded have established the 
diagnosis of silicosis in three of these workers. 

Clays ‘are naturally occurring materials composed of 
silicates, chiefly of aluminium, usually mixed with an 
indefinite amount of sand and other minerals. The term 
“ fireclay ” is commonly applied to the more refractory 
clays found in the geological formations known as the 
Coal Measures. Such clays are found as a rule beneath 


.coal seams, so that workers in these collieries often work 


In the Stour- 
bridge area, where firebricks have been manufactured 
since 1780 or earlier, the fireclay is found in the “‘ Old. 
Mine ” seams of the South Staffordshire coal measures. 
Immediately above the fireclay in geological formation 
is a shale called Baxton; the rock below is a ‘‘ mottled - 
clay,” a form of crude sandstone. The Baxton has often 
to be removed to reach the fireclay. In dealing with the 
‘fireclay, the miners make their shot holes with machine 
drills either in the fireclay rock itself or in the mottled 
clay. When the shot has been fired, buckets of water are 
poured over the fireclay to allay the dust and moisten 
the clay before it is picked and collected. .In addition 
to fireclay mining, the workers in this colliery have - 
worked in the coal seams on occasional] shifts when 
required. 

The composition of fireclays varies in the same coal- 
field. The basic constituents are shown in the following 
analyses which are extracted from Searle’s ‘‘ Refractory 
Materials.” ' 

Stourbridge Old Mine 


in both the coal and the fireclay seams. 


Best selected Ordinary 

(%) (%) 
Silica a, 76°5 56°6 
Alumina .. =f .. 16°5 26:5 
Iron oxides ere oe 08 .. as 2:3 
Lime re ys lz ol .. we 02 
Magnesia yá .. trace -. 03 
Potash and soda .. a 0:7 1:7 


Fireclay in which the contained silica is, as above, in 
the form of silicates is ‘‘ pure ” fireclay, and as such does 
not constitute a free silica risk. The fireclay in which the 
three miners investigated have worked has hitherto been 
regarded as a pure fireclay. However, a sample of this 
fireclay was kindly examined under the petrological 
microscope for me by W. R. Jones, D.Sc., of the Imperial 
College of Science and Technology, and his report is as 


follows. i 


‘“ The sections of the coarser and more coherent lumps of 
this fireclay show the presence of many grains of quartz, and, 
in parts, fibres of sericite are fairly numerous. Dried fireclay 
of this kind could, in my opinion, give rise to harmful dust.” 


In addition, the following figures show the amounts of 
total and free silica in Baxton, mottled clay, and samples | 
of dust taken from the floors of the fireclay mine. 


Total SiO, Free SiO, 
Baxton es 42:6 © T2 
Mottled clay 68-2 36:1 
Dust from floors 49-6 16-2 


. The occupational aspect of the problem may require 
further investigation, but it is evident that the miners are 
exposed to dust from fireclay containing quartz grains, 
and that they are also working with a mottled clay which 
contains a substantial amount of free silica. 


CASE 1 
The first patient bas died and the autopsy report is 
included. " ' 
First seer at the tuberculosis dispensary on May 23, 1934, 
when aged 47. Had beer a coalminer for,5 years from 
1906-11, and had then worked for 23 years as a “ pure ”’ 
fireclay miner in the same colliery, returning to work in the 
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coal seams on occasional shifts when required. Complained 
of chronic cough with sputum for years, dyspnoea on exertion 
for several months, and pains in right side of chest. Previous 
attacks,of right-sided pleurisy in 1930 and 1931. 

Low standard of physique ; general condition poor. 
expansion restricted particularly on right side. Percussion 
slightly impaired over right apex. Breath sounds poor 
generally ; generalised rhonchi. Clinically condition appeared 
to be due to chronic bronchitis andemphysema. To eliminate 
possibility of pulmonary tuberculosis radiogram was taken 
March 29, but film revealed appearances consistent with early 
pneumoconiosis. Decided to watch future course, radio- 
logical examinations being repeated at intervals. Advised to 
give up colliery work. Clinically remained much the same 
until February, 1936, when dyspnea became worse ; physical 
signs did not alter much apart from increasing impairment of 
percussion over both upper lobes. Possibility of tuberculous 
infection was always borne in mind, but numerous sputum 
tests, as well as guineapig inoculation, always negative. 
General condition gradually deteriorated, dyspnea, aggravated 
by repeated attacks of acute bronchitis, being main symptom. 
In February, 1941, seven years after ceasing work, he died 
suddenly. 

Radiological examinations.—Serial films reveal a striking 
and progressive fibrosis, and appear to -present three stages : 

Stage 1.’ In fig. IIIa (plate), taken in 1934, configuration of 
chest is normal ; heart and mediastinum normal ; root shadows 
do not appear enlarged ; well-marked increase of striation withe 
mottling throughout lower two-thirds of both lungs, most 
towards bases. Dr. A. Meiklejohn, who kindly saw the film 
at the time, stated that “‘ in many ways the picture is consistent 
with silicosis as seen in certain branches of the pottery 
. industry. There is one striking anomaly—the distribution 
is chiefly confined to the lower parts of the lungs as in 
asbestosis, whereas silicosis is usually almost identical in 
distribution with tubercle.” 

Stage 2. Fig. IIIb, taken in 1935, reveals denser shadows 
becoming more confluent in mid-zones of both lungs and in 
right upper lobe. Increasing translucency at bases, indicating 
emphysematous changes. 

Stage 3. Fig. IIc, taken in 1940, shows large dense opacities 
in mid-zones and right upper lobe. Basal appearances suggest 
“ ballooning.” 

Despite cessation of exposure to dust, condition was 
progressive. The evidence of emphysema appears to increase 
with density of shadows denoting fibrosis. Later films 
appear to suggest infective type of silicosis, but tuberculosis 
was conspicuously absent as will be seen later in pathological 
report. . : 

Post-mortem report (Dr. W. Stewart of Worcester).—Body 
rather emaciated and subcutaneous cedema present in lower 
limbs. Left lung completely free from chest wall except for 
very few apical adhesions. Right lung more densely adherent 
to pleura in upper and middle lobes ; adhesions could only be 
broken down with difficulty. No free fluid. Pericardium 
normal but external surface showed considerable pigmentation 
with carbon ;; myocardium flabby and chambers dilated. 
Myocardium showed increased fatty infiltration; coronary 
arteries affected by slight atheromatous changes. No valvular 
lesion. Liver showed well-marked nutmeg changes; other 
abdominal organs normal. 

Left lung weighed 800 g. (normal 570); voluminous and 
deeply pigmented with carbon. Upper lobe showed consider- 
able thickening of pleura and much old scarring. Large 
emphysematous bull present, largest being size of golf ball. 
Scattered throughout lung, tissue were small fibrous nodules 
but not so abundant as in typical silicosis. Lower half of 
lobe coal-black and composed of dense fibroid tissue containing 
very little air. No discrete nodules of fibrosis made out in 
this mass ; pleural thickening more pronounced over this area. 
Fairly dense interlobar adhesions. Lower lobe showed 
similar pleural thickening; emphysema, particularly on 
diaphragmatic surface, most pronounced, bullæ being size 
of small Jaffa orange. Upper part of this lobe also showed 
fibrosed area with similar deep carbon pigmentation. No 
evidence of tuberculosis. Hilar glands enlarged to size of 
small beans. l 

Right lung weighed 960 g. (normal 625) ; appearance similar 
to left but pleura showed more thickening. Upper lobe 
voluminous ; most of lobe, except about lower third anteriorly, 
solid mass of old fibrous tissue and very deeply pigmented. 
Scattered small fibrous nodules also present. Middle lobe 
fairly densely fused to upper and lower lobes and completely 
fibrotic. Lower lobe not quite so solid except at upper pole. 


Chest 


DR. DEANER: SILICOSIS IN STOURBRIDGE FIRECLAY MINERS 


[ocr. 11, 1941 


Emphysema very advanced. In deeper substance of all 
lobes small bronchiectatic cavities slightly smaller than peas. 
No macroscopic tuberculosis obvious. 

Bronchi showed chronic bronchitis with increased vascu- 
lar‘ty in walls. . 

Histological . examination.—Right lung. Upper lobe: 
extremely heavy impregnation with dust particles obscured 
tissue appearances ; considerable fibrosis of laminated whorled 
type enmeshing dust particles, lung alveoli having completely - 
disappeared in fibrous mass; arterial walls considerably 
thickened. Lower lobe: patchy aseas of deep pigmentation ; 
lung alveoli distended and walls thinned; considerable 
engorgement of vessels; silicotic and anthracotic fibrosis 
present. Left lung. Upper lobe: deep pigmentation, 
patchy in type and somewhat intensified around blood- 
vessels; considerable pigment in lymphatic channels ; 
silicotic fibrotic nodules present. Lower lobe: in solid 
portion appearances similar to those in other lobes, but 
silicotic fibrosis more definite. è ` 


The pulmonary lesion is, therefore, one of chronic 
fibrosis, in the production of which both silica and coal 
dust appear to have played a part; it thus conforms to 
the type of pulmonary fibrosis described as silico- 
anthracosis. Es 

Chemical analysis of portions of dried lung was made 
as a matter of interest. 


se = 
Right upper lobe ak = .. 49 
Right lower lobe ie F .. 39 
Left upper lobe ae 3 .. 2-2 
Left lower lobe zs 7 2-2 


The silica content of normal lungs is up to 0-2% on the 
weight of dried lung. The lungs therefore contained 
increased amount, of silica in the tissues. Stewart (1933), 
however, found that an abnormal silica content in lung 
tissue cannot be taken as corroborative evidence of- 
silicosis. King and Belt (1940) also found’no evidence 
of a direct association between the concentration of 
silica and the degree of fibrosis, but. pointed out that in 
silicotic lungs silica was always in excess of 0:2%. 

The two other cases to be described are still alive but 
very much incapacitated. (See cases 2 and 3 on p. 419.) 


LEGENDS TO ILLUSTRATIVE PLATE 


DR. CARNEGIE DICKSON AND CAPTAIN WILLIS 


Fia. I—Radiograms of soft tissues, showing calcified cysti- 
cerci, mostly in muscles. (a) Near left elbow; (b) at 
upper and outer aspect of left thigh. Natural size. 


Fic. 1V—Paraffin section through two adjacent specimens of 
the bladder-worms of Tania solium, the pork-tapeworm, 
from the frontal cortex (see fig: IIT) of Dr. Worster-Drought’s 
case, a soldier home from India who died at.the age of 28 
after suffering from epileptiform fits and cysticercosis of 
the left eye for 6 years. The upper specimen is a well- 
preserved and “‘ healthy ” or “ symbiotic ’’ scolex, lying 
within the invagination of the wall of the little bladder 
which in turn has been derived from the main caudal 
vesicle or bladder from which the larva gets its name 
“‘cysticercus.” The lower specimen in the figure is an 
example of a dead and disintegrating parasite showing 
accumulation of fluid in the cyst and an inflammatory re- 
action at its periphery—i.e., the stage at which it becomes 

. more irritative and dangerous to its host. Mallory’s con- 
nective-tissue stain x 12. 


Fie. V—Higher magnifications of the upper cyst illustrated 
in fig. IV, showing details of the scolex and its caudal vesicle. 
In the section of the anterior end of the scolex, passing 
obliquely through the muscular rostellum, the double 
circlet of hooklets and two of the four suckers are seen. 
Mallory’s connective-tissue stain (a) x 20; (b) x 60. 


DR. DEANER 
Fic. I—Case 2, showing lesion mainly in mid-zone. 
Fia. II—Case 3, showing dense opacities in right upper zone, 
irregular opacity in right mid-zone, and opacities in left 
mid-zone, 


Fia. III—Caso 1, showing progressive fibrosis in mid-zones 
and right upper zone. (a) 1934; (b) 1935; (c) 1940. 
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CASE 2 


Man of 56 who has been a clayminer, in same colliery as 
first case, for past 36 years. Has also been required to work 
at coal on occasional shifts. Chronic cough with sputum for 
some years. Attacks of dry pleurisy on right side of chest in 
1937 and in January, 1939. Increasing dyspncea on exertion 
for past 3 years, with gradual loss of weight during the past 
year. Gave up work on July 19, 1940. 

Low standard of physique and general condition poor. 
Chest movement restricted, particularly on right side. 
Percussion note impaired over both apices, but very few 
adventitious soundsheard. Had been admitted to sanatorium 
as case of pulmonary tuberculosis. Sputum tests, culture, 
and guineapig inoculation all negative for tuberculosis. 

Radiological examination (fig. I) shows slight tracheal 
deviation to right. Heart normal. Root shadows not 
enlarged. Distribution of lesion definitely in mid-zones. 
On right side dense irregular opacity, rather soft in appear- 


ance, tending to spread slightly into upper and lower zones; . 


clear area near root suggests patch of emphysema rather than 
breaking down. 
mottling in mid-zone, not so confluent as on right. 


CASE 3 


Man of 63, brother of case 2. Worked in same mine as two 
previous cases as clayminer for 45 years. Conditions of work 
similar. Cough with sputum for past 3-5 years, with in- 
creasing dyspnoea and loss of weight. Early in 1940 had been 
off work because of pleurisy in right side of chest. Ceased 
work finally on July 10, 1940, because of further pain on that 
side and extreme weakness. 

Poor physique and general condition very poor. Restricted 
chest movement. Percussion note impaired over both upper 
lobes. Crepitations over both apices, right more than left ; 
diminished air-entry at bases. So far, sputum tests negative 
for tubercle bacilli. 

Radiological examination (fig. II).—Ribs on right side more 
sloping than left. Tracheal deviation to right. Mediastinal 
shedow widened ; right side of heart enlarged. Root shadows 


— ________ — 


LEGENDS TO ILLUSTRATIVE PLATE 


DR. O'REILLY AND DR. GLOYNE 

Fig. I—Case 2, within 12 hours of injury. Heavy mottling 
of whole left lung field and right mid-zone. 

Fia. Il—Case 3, about 48 hours after injury. Heavy mottling 
of both lung fields. Consolidation at right base. 

Fie. Tif—Case 4, about 30 hours after injury. Heavy mottling 
of left lung field ; less on right. l 

Fie. IV—Case 5, small pneumothorax at left base with 
mottling of left lung field. 

Fia. V—Case 6, 24 hours after injury. Characteristic 
mottling of both lung fields, but less than in previous cases. 

Fra. VI—Case 7, 54 hours after injury. Collapse of right 
base. Subsequent films showed re-expansion and resolution. 


DR. ALSTEAD 
Fie. J1i—Immediately after barium meal, showing pene- 
_ trating ulcer on lesser curvature. | 

Fie. IV—Taken 2 min. after gr. 30 of bismuth carbonate. 
Pool in most dependent part of stomach; trace adhering 
to mucosa of body of stomach. 

Fig. V—Taken 27 min. after meal of toast and milk and 2 
min. after taking gr. 30 of bismuth carbonate. Showing 
dispersal of bismuth carbonate among stomach contents ; 
bulk of salt still in middle of body of stomach. 

Fie. VI—Taken 14 hours later. Stomach emptying ; 
remaining bismuth carbonate has collected at most depend- 
ent part of stomach ; none elsewhere. 

Fre. VII—Residue of bismuth carbonate after 28 hours. 
Previous barium meal had shown normal emptying time. 


DR. CLARK 

Fra. I—Radiogram on first attendance (March 2, 1939), 
showing large opaque area in left upper zone, with smaller 
opacity near root. 

Fia. II—Radiogram on April 20, 1939, showing considerable 
absorption of opacities. 

Fre. I1I—Radiogram on Jan. 20, 1941, showing still further 
improvement. i 
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On left small irregular opacities with 
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not enlarged. On right dense opacity in the upper zone and 
irregular opacity in mid-zone; emphysematous changes at 

On left opacities in mid-zone, with mottling towards 
base. 7 


Cases 2 and 3 have since applied to the Silicosis 
Medical Board and have received certificates of disable- 
ment by reason of silicosis. 


DIAGNOSIS 


" The International Conference on Silicosis: in 1938 
defined the disease as “ a pathological condition of the 


lungs due to the inhalation of silicon dioxide,” the silica 


being in a free or uncombined state. During life, the 
diagnosis depends essentially on: 


l. An occupational history revealing-sufficient exposure to 
a silica risk, l 

2. Radiological findings. 

3. Clinical examination. 


In an industry presenting a well-established occupa- 
tional silica risk, where in a large number of cases careful 
correlation has already been made between the radio- 
logical appearances and the pathological findings, the 
diagnosis in a given case is relatively easy when clinical 
and X-ray findings are suggestive. Where, however, a 
silica risk has yet to be proved, during life only a tenta- 
tive diagnosis is possible even with extensive radiological 
experience of silicosis in other industries. This was the 
position when the first case in this series was seen in 
1934. The autopsy and histological findings described 
above now establish the condition as silico-anthracosis, 
and it is therefore now possible to review the criteria of 
diagnosis in these cases. 


Occupational history, and exposure to silica risk.—That 


. the rock at which these men have worked can no longer be 


regarded as pure fireclay has been shown by the demon- 
stration of the presence of quartz grains; the adjacent 

rocks also contain free silica. But it is difficult ` 
account for the intense pigmentation with carbon as 
seen post mortem, for there does not seem to be sufficient 
exposure to coal dust. It has been suggested by 
Cummins and Sladden (1930) that anthracosis requires 


for its development preceding damage of the lung by 


silica. Had the men worked for an appreciable time in 
the coalmine it might be suggested that the primary risk 
causing silico-anthracosis lay there, but there appears no 
doubt that most of their time has been spent at the 
fireclay. This aspect of the occupational problem 
requires further investigation. Our main concern, how- 
ever, has been to show that the men are exposed to a free 
silica, risk, a criterion necessary for the diagnosis of 
silicosis. 

2. Radiological findings.—The series of films in case 1 
illustrate the progression from reticulo-mottling , to 
coalescence and final dense fibrosis. The initial basal 
distribution is unusual ; it suggests the predominance of 
interstitial fibrosis associated with silicosis due to mixed 
dusts as against the nodulation seen in pure silica 
inhalation. The films of the two other cases represent 
the advancing stages of coalescence; the appearances 
are not so well defined as in the first case, and the 
infective element strongly suggests itself. The distribu- 
tion is, characteristically, mid-zone. It is to be noted 
that the root shadows are not abnormally enlarged. 

3. Clinical history and examination.—Poor physique 
and cough with sputum were noted in each case, but 
dyspnoea on exertion was the main symptom. Pain was 
also a well-marked feature, probably associated with the 
formation of adhesions. The loss of weight in the last 
two cases may arise from an infective element, especially 
as they are brothers, although so far tubercle bacilli have 
not been found in the sputum. Physical signs in the 


‘first case suggested chronic bronchitis and emphysema ; 


in the second case they were indefinite ; in the third they 
were suggestive of tuberculosis. It will be seen, there- 
fore, that the clinical history and examination is typical 
of silicosis, but the diagnosis cannot be based on clinical 
examination alone, although this is essential in assessing 
incapacity. 

* * * 

It seems reasonable to suggest that these clayminers 
should benefit from the provisions made for the compen- 
sation of silicosis. It is possibie that they are already 
covered by the Various Industries (Silicosis) Scheme 1931, ` 
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especially having regard to a decision in the House of 
Lords (1935), when workers breaking down shale, which 
though not silica rock in itself, contained small lenticles 
of quartz, were considered to be in an occupation 
sohedulga under that. act. 


SUMMARY 


Stourbridge clayminers are exposed to dust containing 
free silica. 

A case is described in which the autopsy reveals tbat 
the pathological condition is silico-anthracosis. 

Two other cases are described with similar occupational 
and medical histories and radiological appearances ; 
these are therefore presumed to be suffering from the 
same pathological condition. 

These clayminers should be eligible for compensation 
under the provisions made for cases of silicosis. 


My thanks are due to Dr. A. Meiklejohn for standing 
godfather to this paper; to Dr. W. Stewart and Dr. Leslie 
Bold for their coöperation ; to Mr. H. E. Monk, F.I.C., and 
- Mr. E. R. Ninad, F.I.C., for their work on the chemical analysis, 
and the colliery authorities for their courtesy and help ; 
finally, to Mr. F. Fitzhugh for his help in the preparation of 
this paper. | 
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THE MEA of recorded cases of syphilis of the lungs 
. may partly be due to the infrequency with which it is 
recognised and the belief that antemortem diagnosis 
cannot be established.1. The object of publishing this 
_ case is to show that a diagnosis can be arrived at during 
the patient’s life and to help in establishing clinical data 
on which a diagnosis can be made. 


-A widow, aged 54, was asked to attend a clinic under the 
tuberculosis scheme because she had been notified as suffering 
from “ tuberculous disease of the malar bone.” Her occupation 
was domestic duties. -Apart from an intractable ulcer on her 
left leg in 1927 she had always been healthy until 1936, when 
she began to suffer from cough, with small amounts of sputum 
streaked from time to time, lassitude and dyspnea. 
Dyspneea had only become pronounced during the previous 
' few months, when her duties had become too much for her. 
Has one grown-up son. No history of miscarriage. Her 
husband died in 1919 at the age of 37 from “ growth on the 
brain.” First sought medical advice for a swelling over the 
left temporo-frontal region which developed in 1937 and for 
which she received treatment from her doctor for 8 months. 
The swelling was excised at the local hospital in January, 
1938, but a chronic discharge persisted until December, 1938. 
About this time she developed a similar swelling over the left 
malar bone which was incised at the same hospital in November, 
1938. 

At her first attendance at the clinic on March 2, 1939, the 
lower of the two incisions was weeping slightly while the 
upper had healed completely. Weight 8 st. 54 lb.; best 
known weight 10 st. The chest was symmetrical. "Some 
restricted movement of the left upper half where the per- 
cussion note and air entry were impaired but no adventitious 
sounds were detected. Apex-beat in normal position. Heart- 
sounds normal. B.P. 145/95 mm. Hg. Pulse-rate 70 per 
min., regular. Mentality and memory good. Pupils equal 
and reacted eto light and accommodation. No objective 
sensory changes. Complained of pain over left femur not 
unlike tabetic pains. No rombergism. Tendon reflexes 
normal, Healed ulcer with tissue-paper appearance over 
upper end of left fibula. No tubercle bacilli found in 
sputum (no further examinations made because cough had 
gone by next attendance). Blood Wassermann and Kahn 


1. Karshner, R. G. and aerate o F. Syphilis of the Lung. 
_ Ann. Med. Hagertown, 1920, , 371. 
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reactions ++. Radiogram of chest on March 2 (fig. I, plate) : 
arch of aorta slightly prominent and contains a calcified 
plaque ; left upper zone contains a large opaque area irregular 
in outline from which radiate processes connecting it with. 
a similar but smaller opacity in lower zone lying near root. 

For various reasons only ambulatory treatment could be 
undertaken. Antisyphilitic treatment was instituted im- 
mediately the true cause of the lesion was suspected. She 
attended a local treatment centre—and still continues to do 
so, for her Wassermann and Kahn reactions are. still positive. 
She was asked to attend for X-ray examination fortnightly 
but failed to do so, and her second attendance was not.until 
April 20, 1939, when the film (fig. II) already showed consider- 
able absorption of the opacities originally noted. Her 
symptoms, too, were much improved; she could do a day’s 
work and walk upstairs without undue dyspnoea ; her cough 
had- disappeared ; the sinus over her left malar bone had 
healed. Further radiograms showed progressive improve- 
ment. At her last attendance on Jan. 20; 1941, she was in 
“ better health than ever ” (fig. III). Despite ‘ ‘ winter colds ° 
there is no persistent cough. Weight 8 st. 10} Ib. 


This appears to be a case of the gummatous form of 
lung syphilis.2, The criteria on which’ the diagnosis is 
based are : 

(1) Length of history. 

(2) Positive serological findings. 

(3) ‘Absence of tubercle bacilli in sputum. 

(4) Prompt relief of symptoms and progressive, rapid 
and maintained improvement in X-ray appearances 
following antisyphilitic treatment. 

(5) Presence of syphilitic lesions elsewhere. 


I should like to thank Dr. T. W. Stallybrass, the county 
M.O.H., for permission to publish this case, and Dr. T. V. 
the county pathologist, for the laboratory 
investigations. 
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THE gastric antacids and sedatives constitute an 
important group of therapeutic agents, and it is com- 
paratively easy to confirm their effectiveness. In certain - 
kinds of gastroduodenal disease temporary relief of pain 
consistently follows the administration of an antacid 
in a high proportion of cases. The action of these 
compounds on the pH of the gastric contents is also 
demonstrable by observations made in the course of 
fractional test-meals. 

Bismuth carbonate and bismuth subnitrate are in- 
cluded in this group of drugs. The employment of these 
basic salts of bismuth dates from the use of tbe subnitrate 
by Odier in 1803. It is noteworthy, however, that he 
used this salt in doses of only one grain and always 
prescribed with it magnesia (gr. 10) and sugar (gr. 10).* 
Odier thought this compound powder an infallible remedy 
for gripe, and since then bismuth preparations have en- 
joyed a vogue in the treatment of gastroduodenal lesions. 
MacKenna (1931), in a paper on the history of bismuth, 
mentions that in 1852 Chambers in England, and Kuss- 
maul in Germany, advocated bismuth salts in the treat- 
ment of gastric ulcer; Kussmaul recommended the 
subnitrate in doses of 10-20 grammes daily. In recent 
years bismuth subnitrate has fallen into disrepute, after 
the publication of a number of cases of nitrite poisoning 
attributed to the reduction of the nitrate by intestinal 
bacteria. Bismuth carbonate, on the other hand, is still 
widely used in the treatment ‘of gastroduodenal disease, . 
especially in cases of peptic ulcer and gastritis. Accord- 
ing to standard works on pharmacology (Cushny 1941, 
Poulsson 1940, Dilling 1940) this insoluble salt acts 
mainly by coating the gastroduodenal mucosa, thus 
behaving as a protective in much the same way as a 


2. Shanks, S. C., Kerley, P. and Twining, E. W. Text-book of X-Ray 
Diagnosis, London, 1938. Vol. 1, p. 269. 

* In the third edition of Odier’s Manual, published in 1831, the 
author is less conservative and recommends the ‘**‘ white oxide 
of bismuth ” in doses of gr. 6-12 four times dally. He also 
states that he discovered the remedy in 1786. 
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dusting powder soothes an irritated skin. Hurst (1929), 
however, describing @ series of radiological observations 


made by his collaborator Dr. P. J. Briggs, states that - 


“half an ounce of bismuth oxycarbonate taken in sus- 


pension on an empty stomach does not as a rule adhere to 


MIST. MAGNES. 
peas 


NORMAL 


BISM. CARB. 
gr 30 


V2 l 2 o0 Y2 l vz 2 
HOURS 
Fie. I—Consecutive fractional test-meals from one patient. 
(a) Normal record. (b) With bismuth carbonate 30 gr. acidity 
continues to rise. (c) With mist 


st. magnes. hydrox. m 120 
there is a large immediate fall in acidity. l 


the ulcer crater surface of even a large gastric or duodenal 
ulcer.” Bismuth carbonate is also reputed to have an 
astringent action on the stomach (Adams 1939), and to 
act as a weak antacid (Diling 1940, Whitla 1933). The 
antacid value of bismuth carbonate has been carefully 
studied by Freezer, Gibson and Matthews (1928). They 
have shown that when 0:3% hydrochloric acid (pH 1) is 
mixed with an excess of bismuth carbonate the solution 
never attains neutrality, but remains. persistently acid 
(pH 4); and no further reaction takes place after one 
minute. They also tabulate their conclusions regarding 
the relative efficiency of the ‘‘ alkalis ” expressed as a 
comparison with sodium bicarbonate, which is assigned 
an arbitrary value of 100; the figures for magnesium 
oxide, calcium carbonate and bismuth carbonate are 317, 
20 and zero. Again, Clark (1940) points out that the 
acidity of the gastric juice secreted by a normal person 
in 24 hours corresponds to about 5 g. of pure hydrochloric 
acid ; and whereas this is neutralised by 3 g. (gr. 45) 
of magnesia, as much as 136 g. (gr. 2000) of bismuth 
carbonate would be required. 


PRESENT INVESTIGATION 

The object of this investigation was to determine the 
value of bismuth carbonate in relieving the pain of 
gastroduodenal disease, and to examine the views 
eommonly accepted as to the fate of this salt in the 
stomach. 

Antacid action.—The in-vitro experiments of Freezer, 
Gibson and Matthews referred to show that, although 
the addition of bismuth carbonate to weak hydrochloric 
acid raises the pH the reaction of the mixture never 
approaches neutrality. My own observations were made 
using open test-tubes instead of the closed apparatus 
described by these workers, but the results were substan- 
tially the same. -A quantity of bismuth carbonate 
(B.P.) weighing 1-5 g. was shaken up in a wide tube with 
15 c.cm. of distilled water, and 15 c.cm of N/10 hydro- 
chloric acid (pH 1) was then added. The mixture was 
filtered and the pH of the filtrate was found to be in the 
region of 3-3. The same result was obtained when similar 
mixtures had been allowed to stand for intervals ranging 
from 1 to 10 minutes. Hydrogen-ion concentration was 
determined by means of chemical indicators and the 
Lovibond comparator, and the figures are regarded as 
being only approximate. These rough estimations 
of the neutralising power of bismuth carbonate on 
decinormal HC! were carried out merely as a preliminary 
to similar observations on gastric juice. It was found 
that the addition of an excess of bismuth carbonate to 
gastric juice in vitro produced only slight changes in 
acidity, as is shown by the following example :— 


Decinormal HCl c.cm. % 


FreeHCl Total acidity pH 
‘Before addition of bism. 
carb. .. y ive 40 K 55 A 2 
After excess bism. carb. 32 dies 50 a 2-1 


The feebleness of the antacid action on gastric juice is 
probably partly due to the buffering effect of muco- 
protein. 

The third method of investigation consisted in making 
observations during fractional test-meals. In any in- 
dividual, however, day to day variations in fractional 


test-meal results are so considerable that experiments of . 
this type necessarily lack controls that are completely 
satisfactory. The nearest approach to obtaining ade- 
quate contro] readings consists in using the first three 
or four of a series prior to the administration of the drug 
under investigation. Although this method is imperfect 
its value is increased when applied to a drug whose 
potentialities are already known from in-vitro experi- 
ments; and the negative results from bismuth carbonate 
are more convincing when compared with the effect of 
the powerful antacid magnesium hydroxide (fig. I).. 
In all, 9 patients ‘were investigated by means of fractional 
test-meals, using half-drachm doses of bismuth carbon- 
ate. It was found that the acidity was unchanged or 
continued to increase in 7. In 2 who had very low acidity 


(corresponding to 10 and 20 c.cm. N/10 NaOH% respec- 


tively) the curves fell to zero after the administration of 
the salt; that these falls were spontaneous rather than 
the effect of the bismuth carbonate is suggested by the 
fact that the addition of an excess of bismuth carbonate 
to gastric juice in vitro never reduced the acidity by 
more than 10 c.cm. N/10 HCI%. ` = 
The effect of administering a single large dose of 
bismuth carbonate was also studied. Two fractional 
test-meals were performed on a healthy medical student. 
During the first he received an average dose (gr. 15). It 
will be seen (fig. IIa) that the fall in the gastric acidity was 
negligible ; indeed the curves reveal that spontaneous 
alterations were greater than the change attributed to the 
action of the bismuth carbonate. On another occasion 
he was persuaded to take a very large dose (gr. 210). 


~The effect on the gastric acidity was more impressive 


(fig. IIb) but it lasted only half an hour. My colleague 
Mr. J. B. Pettigrew estimated the hydrogen-ion concen- 
tration of the samples electrometrically and found that — 
the change was comparatively small (pH 1:67 to pH 2-16). 
The bismuth carbonate and bismuth oxychloride which 
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Fia. II—Consecutive fractional test-meals from one patient 
showing effect of (a) gr. 15 and (b) gr. 210 of bismuth 
carbonate on gastric acidity. _ 


were present in all the samples of gastric juice appeared 
to have caused the mucus to form curd-like masses. 
Astringent actton.—Bismuth carbonate can act as an 
astringent in the stomach only if it is sufficiently soluble 
in the gastric juice. Dissolved bismuth can be detected 
by adding to it a freshly prepared solution of stannous 
chloride in strong caustic soda; the bismuth salt. is 
immediately reduced and is precipitated as metallie 
bismuth, which gives colours ranging from jet black to 
light brown according to the quantity of the metal 
present. The test is sufficiently sensitive to detect 1 part 
of bismuth in 400,000. By this means it was found that 
after mixing 0:3% hydrochloric acid with an excess of 
bismuth carbonate the amount of bismuth in the filtrate 
was not more than 1 part in 160,000. To test the 


_ astringency of this concentration of bismuth, a sample of 


the filtrate was added.to an aqueous solution of egg- 
albumin. No coagulum was produced, indicating that 
the astringent effect of the dissolved bismuth was 
negligible. The question arises as to whether bismuth 
carbonate is soluble in the organic acids of the gastric 
juice. It has been shown that lactic acid is formed in 
the stomach only when free hydrochloric acid is absent 
or diminished—less than 20 c.cm. N/10%. The solu- 
bility of bismuth carbonate in N/10 lactic acid was 
estimated. It was found to be approximately 1 part in 
300,000. Here again, no astringent action was perceptible 
when measured by the effect of the solution upon 
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‘egg-albumin. As a control, the same solution of egg- 
albumin was used to demonstrate the astringency of dilute 
solutions of tannic acid (B.P.). Coagulation of the 
protein was readily produced by a 0-05% solution of 
tannic acid. | 

The solubility of bismuth carbonate in gastric juice was 
investigated. Samples of juice were obtained from 4 
patients; the total acidity ranged from 10 c.cm. to 
56 c.om. N/10% and the free hydrochloric acid from 
zero te 48 c.cm. N/10%. The samples were mixed with 
an exress of bismuth carbonate and kept at body- 
temperature for two hours. Some of the juice was then 
decanted. and tested for dissolved bismuth. The 
_ stannous-chloride test gave a negative result in all cases. 

The conclusion that only a minute trace of bismuth 
dissolves in weak hydrochloric acid is not incompatible 
“with the observation that bismuth carbonate can increase 
the pH of the solution. In the presence of hydrochloric 
acid -bismuth carbonate forms bismuth oxychloride, 
and thus, within certain limits, it diminishes the hydrogen- 
ion concentration. The following test was done to 
demonstrate this action. 


An excess of bismuth carbonate was added to about 50 
c.cm. of hydrochloric acid which had a pH of 0:7. The 
mixture was shaken and set aside for a few minutes. It was 
then filtered and the filtrate was found to have a pH of 1:1. 
The residue was washed with distilled water until free of 
hydrochloric acid—that is, until the washings failed to give 
& precipitate with silver nitrate—and it was then dissolved in 
nitric acid (B.P.). About 5 c.cm. of the nitric-acid filtrate 
was tested for chloride by means of silver nitrate. A heavy 
white precipitate formed, proving that abundant chloride was 
now present in solution. As a “ blank ” bismuth carbonate 
was dissolved in strong nitric acid; this solution gave no 
precipitate with silver nitrate. 


Radiological findings.—Seventeen observations were 
made on 12 patients, 2 of whom had large penetrating 
ulcers (about 1-5 cm. in diameter) situated on the lesser 
curvature approximately 7 cm. from the pylorus (fig. III, 
plate). On screening while the patient was standing, 
the aqueous suspension of bismuth carbonate was seen 
to trickle in a narrow stream to the most dependent part 
of the stomach where it formed a shallow pool (fig. IV). 
A small proportion remained in the track between the 
cardia and the lowest part of the greater curvature. 
There appeared to be no tendency for the drug to dis- 
tribute itself over the whole lining of the stomach ; 


and no evidence was obtained for Cushny’s (1941) 


statement that bismuth carbonate ‘‘ is later distributed 
evenly over the surface and forms a continuous sheet 
over any ulceration. ...’’ Even after appropriate 
manual palpation and alteration of the patient’s 
posture the distribution of the bismuth carbonate was 
not permanently altered; with the resumption of the 
erect posture the pool immediately reappeared in the 
original position. 
craters failed even after giving gr. 90 of the drug. 

Nine of the patients were investigated to discover the 
effect of taking a meal about half an hour after a dose of 
bismuth carbonate. They received 2 g. (gr. 30) of the 
salt about half an hour before breakfast and a radio- 
logical examination was made 2 hours later. In of this 
series there was no sign of the drug; apparently it had 
mixed with the foodstuff and was carried through the 
pylorus during the early stages of emptying of the 
stomach. In the remaining 4 patients a variable amount 
of the drug had been retained at 2 hours; it was invari- 
ably confined to the prepyloric region of the greater 
curvature as in fig. VI. Complete disappearance of the 
salt was accelerated by the taking of more food. In one 
patient, however, it persisted for at least 28 hours 
although five meals had been taken during this time 
(fig. VII). When there was food in the stomach at the 
time of administration of the drug, the suspension of 
bismuth carbonate was seen to follow the usual course, 
-but the stream was soon broken up into several smaller 
ones by the food masses, and the bulk of the salt accumu- 
lated about the middle of the body of the stomach. 
-Thereafter the drug gradually dispersed and became 
intimately mixed with the gastric contents (fig. V). 

Therapeutic tests—Observations were made on 21 
male patients admitted to a medical ward of Stobhill 
Hospital on account of abdominal pain thought to be 


Repeated efforts to fill the large ulcer . 


- powders. 


associated with abnormalities of the stomach or duo- 
denum. After the usual clinical examination the 
patients were investigated radiographically, a fractional 
test-meal was done, and the stools were tested for occult 
blood. The patients were given the ordinary ward diet. 
Each patient was then presented with a batch of 18 
powders ; 6 of these contained bismuth carbonate gr. 30, 
coloured pink with a trace of azorubrum (B.P.C.) ; 
6 were composed of lactose, the quantity (gr. 40) having 
a similar bulk to the bismuth carbonate powders, and 
these were tinted with methylene-blue ; 6 were made of 
dried milk, which had a natural light yellow colour. 


The choice of substances that can be used as controls is very 
limited. Many compounds which are inert when applied 
externally act as adsorbent antacids in the stomach. Lactose 
appears to be the only substance, easily obtainable, which is 
entirely satisfactory. Milk is an antacid, neutralising its 
own volume of gastric juice (Freezer et al. 1928), and powdered 
milk must be regarded as an antacid when adequate quantities 
aré used. In doses of about gr. 30, however, this effect is 
hardly likely to be appreciable. This view is supported by 
the results of the present investigation, and milk powder in 
small doses was regarded as an inert substance and was 
accordingly used as an additional control. | 


The patient was directed to take the powders in any 
order and to decide in the course of a week or ten days 
which of them, if any, gave relief from pain. It was 
emphasised that he must not take a powder unless he 
had pain; and in the event of a powder failing to give 
relief he was to wait for half an hour before trying one of 
the others. Effects other than the action on pain-were 
ignored. The composition of the powders was not dis- 
closed to the patients, or to the nursing staff with the 
exception of the ward-sister ; the powders were referred 
to only by colour. The group of patients was not 
selected except in.so far as it was found necessary to 
abandon the investigation in a few patients who were not 
sufficiently intelligent to codperate satisfactorily. No 
precautions were taken to prevent conversation between. 
patients who were receiving treatment with the powders 
at the same time. The patients’ descriptions of the 
effects of the powders were roughly classified as (a) no 
relief; (6) doubtful ; (c) definite relief; (d) pronounced 
relief. The last two were considered to be significant. 
In 16 patients there was objective evidence of disease : 
duodenal ulcer or scarring 10; gastric ulcer 2; gastritis 
1; gastric spasm 1; simple hyperchlorhydria 2. In 5 
patients no signs of disease were discovered. The answers 
are summarised in the following table; several of the 
patients reported relief from more than one powder, and 
therefore the number of answers exceeds the number of 
patients. . 


EFFECT ON GASTRODUODENAL PAIN OF BISMUTH CARBONATE 
AND CONTROL POWDERS 


= Whole Disease picass not 
series proved | proved’ 
Relief from— S 
Pink powder (bism. carb.) .. 6 6 | 0 
Blue powder (lactose) 8 6 | 2 
Yellow powder (dried milk). . 6 5 | í 
. Unrelieved by any of powders 5 3 | 2 


Among the 6 patients who appeared to get relief from 
the bismuth carbonate, 4 were also relieved by taking 
lactose or dried milk, and 2 experienced no relief from 
either of these pharmacologically inert powders. None 
of the patients said that the three powders gave equal relief. 

. Hight of the patients, after completing the course of 
treatment with the coloured powders, were given a 
similar opportunity to express an opinion on the effective- 
ness of a “white powder ”. which was magnesium oxide 
given in doses of gr. 6 (Mist. magnes. hydrox. M 120). The 
object of using this substance was to determine whether 
the pains were amenable to treatment by a drug which is 
known to have a powerful antacid action. Six of these 
reported immediate relief from pain, and the benefit far 
exceeded any that had been obtained from the coloured 
It is noteworthy that lesions of the stomach 
or duodenum had been demonstrated in all of these 6 
patients; in the other 2 patients no disease had been 


THE LANCET] 


discovered, and neither of them benefited from the 


. magnesium hydroxide. 


These results were examined statistically by Dr. 
Richard A. Robb of the mathematics department in the 
University of Glasgow, and his findifgs may be sum- 
marised as follows. P 

The effects of the inert powders (lactose and dried milk) 
is shown by contingency tables where the 21 patients are 
classified according as they have or have not disease, and 
according as they do or do not get relief from the powders. 
As is to be expected, the classificatioùs are independent, using 
the x? test; that is to say, these inert powders gave as much 
relief to patients with disease as to those with disease not 
proved. The same analysis when applied to the results 
obtained from bismuth carbonate again shows that the 
classifications are independent—the response of the patients 
was the same as when the inert powders were used. 

It was found possible to distinguish between the 
degrees of relief obtained from the treatment, so that 
further analyses of the data were made. Again the 
figures indicate that there was no difference in the 
response of the patients to the three powders—bismuth 
carbonate, lactose and dried milk. Ifthe 5 patients with 
no evidence of disease are excluded from the series and 


the analysis confined to those known to be suffering from 


gastro-duodenal disease, the results are the same. 


DISCUSSION 


. The investigations provide no evidence in favour of the 
view that bismuth carbonate in therapeutic doses is a 
reliable means of protecting the gastric mucosa. After 
administration by mouth, the salt collects in the most 
dependent part of the stomach and there is a tendency 
for it to adhere to the mucous membrane in a relatively 
small area in the prepyloric ‘region; but the ulcer- 
bearing area of the stomach is rarely affected. 

Bismuth carbonate may exert an astringent action on 
the empty stomach, but the investigations show that 
even under favourable conditions this must be very 
slight; and in practice it must be rendered negligible 
by the combination of the minute amount of bismuth in 
solution with the mucoprotein of the gastric juice. It 
is clear that when a gastric astringent is required other 
drugs offer a much more reliable method of treatment— 
Sp F acid in the form of glycerin of tannic acid 

Previous workers have shown that the chemical 
properties of bismuth carbonate make it an unsatisfactory 
antacid for. clinical purposes, and this conclusion is 
confirmed. The antacid effect following therapeutic 
doses of bismuth carbonate is seen to be trivial or entirely 
absent. Although very large doses produce appreciable 
changes in gastric acidity, even these are transient, and 
the side effects of such large quantities, especially con- 
stipation, cannot be disregarded, There seems therefore to 
be little justification for the view that bismuth carbonate 
is a valuable adjuvant to powerful antacids such as 
magnesia. The negative results obtained in test-meals 
are in keeping with the conclusions drawn from the 
therapeutic trials in patients suffering from gastro- 
duodenal disease, when it was found that bismuth 
carbonate was no more valuable than powdered milk or 
lactose in relieving pain. The findings as a whole sup- 


port the view expressed by Hurst (1929): “ It seems very , 


improbable that the small dose of bismuth [carbonate] 
given with sodium bicarbonate in the usual alkaline 
mixtures, powders and tablets can exert an action of any 
kind in the stomach. Its use should therefore be dis- 
couraged, as it has the disadvantage of making the stools 
black so that the immediate recognition of slight melena 


by the patient becomes impossible.” 


SUMMARY 

The action of bismuth carbonate as an antacid was 
investigated in vitro, and also by fractional test-meals 
in healthy and ulcer subjects. Therapeutic doses were 
found to have only a negligible effect on gastric acidity. 

Hydrochloric acid or lactic acid of the strengths found 
in the stomach dissolve only a trace of bismuth 
carbonate. Such solutions were found to have no 
astringent action on egg albumin. 

In 12 patients who were screened after taking doses of 
bismuth carbonate the drug formed‘a pool at the most 
dependent part of the stomach, and showed no tendency 
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to distribute itself over the lining of the stomach or to 
fill the crater of an ulcer when one was present. 

Three powders consisting of bismuth carbonate, 
lactose and dried milk respectively were given to 21 
patients complaining of abdominal pain thought to be 
due to abnormalities of the stomach or duodenum, and 
they were asked to say which powder relieved their pain. 
No significant difference was found in the pain-relieving 
effects of the three powders. Six of the patients with 


` demonstrable disease of the stomach were then given 


magnesium hydroxide; all of them reported much 
greater relief than from any of the powders. 

It is concluded that in therapeutic doses bismuth 
carbonate has a negligible effect as an antacid or as an. 
astringent. dressing for the gastric mucosa, and that it is 
of no value for the relief of pain in gastroduodenal disease. 


I desire to thank Prof. Noah Morris for his interest in this 
work ; Mr. David T. Gibson, D.Sc., of the chemistry department 
in the university, and Dr. W. D. C. McCrorie, assistant radio- 
logist at Stobhill Hospital, for advice and criticism; and 
Sister H. D. Collins and Sister J. E. Rennie for their 
coöperation, 
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Mvucu attention has been given lately to the effects 
of the blast of high explosive on people in the immediate 
neighbourhood. Apart from its scientific interest a 
careful study of the subject is of great importance in 
deciding correct treatment, and we are therefore recording 
our experiences in the treatment of a series of cases 
of men suffering from blast injuries of varying severity. 

On Nov. 18, 1940, a high-explosive bomb dropped close 
to a wooden hut housing a number of soldiers. The hut 
was demolished and.almost all of the men within were- 
affected to some extent. Of those admitted to hospital 
9 were dead on arrival or died within a few minutes. 
The majority: of these 9 had no external injury and. 
had not been buried; no autopsy could be held on 
them because of pressure of work in looking after the 
living. A number of other men were picked up dead 
but were taken straight to a mortuary; they were 
examined by a medical officer who also reported little 
evidence of external injury. Of the men who survived 
for an appreciable time after admission, 8 were suffer- 
ing from severe pulmonary blast, 2 others had severe 
blast injuries associated with injury to the chest wall, 
and 7 had lesser degrees of blast injury from which they 
made uninterrupted recoveries. These 17. cases form 
the subject of this paper. 

The men were admitted within two hours of exposure 
to H.E. blast. The circumstances have been recon- 
structed with some care and there is little doubt that 
with two exceptions, cases 9 and 10, these men suffered 
from the effects of blast only. The men were billeted 
in wooden huts which formed part of a small pleasure 
fair ground. There was a bright moon with a thin layer 
of cloud. A sentry observed the descent of a parachute 
and ran'to warn his sleeping comrades. He did not 
succeed in rousing them before the bomb struck a wooden 
tower close to the huts. The explosion was of such 
violence as seriously to shake the hospital over two miles 
away. ‘The huts were completely demolished. Rescue 
work was begun immediately and many of the men were 
got out at once. Others were buried under debris which 
was not of a heavy character. None of the patients 
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included in-this paper were buried, so far as could be 
ascertained. Other patients, who were known to have 
been pinned under beams, have not been included ; some 
of these had injuries requiring surgical treatment, but 
one of the striking things about this incident was the 
absence of severe crushed or lacerated wounds. The 
men were in bed on the ground floor, and the complicating 
factors of trauma due either to falling debris or to being 
blown against walls were absent except in cases 9 and 10. 
. The circumstances of the injury comply with the criteria 
set up by Zuckerman (1940) in his experimental work as 
nearly as is likely to be found in human cases. 


SEVERE CASES 


Case 1.—Severely shocked and dyspneic; complained 
of great pain in chest and abdomen. Very restless in spite 
of morphia gr. 4. Great diminution of air-entry with numerous 
coarse rales over whole chest ; percussion unimpaired except 
at right base. Abdomen rigid and painful, and these signs 
dominated the picture. After resuscitation with warmth, 
oxygen and a plasma transfusion (] pint) was taken to theatre 
and laparotomy performed. Few small'subserous hemor- 
rhages found but no grosstrauma. Patient collapsed and died 
on table about 4 hours after original injury. 

Autopsy.—Well covered. No sign of injury except super- 


' ficial abrasion about 4 in. by 24 in. over right shin. Clean 


laparotomy wound. Neck. Carotid sheath and great vessels 
surrounded with partially clotted blood. No tear discovered 
in vessels. Thymus persistent, but appeared healthy and 
contained no hémorrhages. Thorax. Each pleural sac 
contained about 2 pints fluid blood, but no ruptured vessels 
found. No adhesions. Hzmorrhage had occurred outside 
parictal pleura, most obvious along line of ribs. Irregularly 
shaped bright red hemorrhages also seen beneath visceral 
pleura ; most extensive posteriorly. Mediastinum filled with 
blood mostly fluid. Trachea and main broncht exhibited 
intense congestion of mucous membrane with numerous small 
hemorrhages. Lungs on section were bright red, resembling 
congestive stage of extensive early lobar pneumonia. Con- 
gestion . best seen in peripheral portions, where elongated 
bands of dark red hæmorrhage were running parallel with 
pleura and about } in. beneath it. Numerous small rounded 
hemorrhages in other parts of lungs. On the whole, these 
appearances more definite in lower than upper lobes, and more 
in posterior than anterior portions. Nothing to suggest 
disease prior to injury. Pericardium showed no free blood, 
but small hemorrhages beneath visceral layer. Heart healthy 
but contained fluid blood in all chambers. Abdomen. Peri- 
toneum contained no free blood. Some small hemorrhages 
beneath serous coat over cecum and appendix and beneath 
peritoneum over psoas muscle on right side. Few subperi- 
toneal hemorrhages in left hypochondrium, and beneath serous 
-coat of small intestine, but bowel contained no blood and 
showed no ulceration. Small subcapsular hemorrhages in 
spleen, kidneys and liver, but these organs otherwise healthy. 
No lesions in suprarenals. Gall-bladder healthy ; no hemor- 
rhages. Head of pancreas contained hemorrhages. Bladder 
healthy and contained clear urine. No fractures noted. 


Central nervous system. Brain congested with some small: 


submeningeal hæmorrhages over vertex and base. A little 
free blood in ventricles. No lesions in substance of brain. 

Histology.—Lesions in lungs,gpatchy. In places structure 
was little, if at all, altered; in others intense outpouring of 
erythrocytes completely obscured structure. Between these 
two extremes were areas, whose \air-spaces were still clearly 
outlined with intact capillary loops, and were filled with 
erythrocytes. Fibrin and free blood-pigment also present 
in small amounts, and scattered throughout the air-spaces 
were numerous polymorphonuclear leucocytes and macro- 
phages. Latter. contained considerable amount of blood- 
pigment, and were morphologically identical with heart- 
failure cell seen in passive congestion. Most of capillaries 
bounding air-spaces contained only a few red cells; somé 
loops contained none at all, Elastic fibres ruptured in several 
places. Some areas showed nothing but masses of erythro- 
cytes with isolated fragments of ruptured elastic tissue masking 
alveolar structure. Many respiratory bronchioles in these 
areas also filled with erythrocytes and fibrin, while small 
bronchi mostly showed desquamation of epithelium with collec- 
tions of leucocytes filling lumen. In sections of peripheral 
portions of lung, deep layer of pleura contained masses of 
erythrocytes lying between collagenous fibres ; in places, this 


outpouring of red cells had separated pleura from lung beneath. 
Few streptococci seen, but no areas of bronchopneumonia. 
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CasE 2.—Grossly shocked, dyspneic and cyanotic, com- 
~plaining of pain in chest retrosternally and in both flanks. 
Rather restless. Given usual resuscitation treatment of 
warmth, morphia and oxygen; on account of condition 
not moved from resuscitation ward for sixteen hours, when 
temperature wag 100° F. and he had recovered sufficiently 
to justify moving.: Diminished air-entry and coarse réles 
all over chest, without alteration of percussion note. Radio- 


` gram (fig. I, plate) showed heavy mottling in whole left lung 


field and a right mid-zone. ‘Abdomen rigid and tender. During 
next 12 hours was kept warm and recovered to some extent. 
Vomited several times coffee-ground vomitus, not examined 
for blood. Next day considered well enough for transfer to 
Chest Unit under care of Prof. R. V. Christie, to whom we are 
indebted for subsequent history. On arrival was restless and 
ill with high colour and some cyanosis; dyspneic; drank 
greedily but still vomiting large amounts of thin brownish fluid 
which gave faintly. positive guaiacum reaction. Diminished 
movement on left side of chest and many rales and rhonchi 
audible, especially in left axilla. During next few hours 
improved, though still irritable, dyspncic and rather more 
“ bubbly.” Venesection attempted twice, second time 
successfully, with a great relief of restlessness and dyspnea. 
Vomiting also ceased. Few hours later (48 hr. after incident), 
became restless and delirious. No réles then audible. Soon 
afterwards collapsed and died in spite of attempted blood- 
transfusion. l 

Autopsy. (Professor Hadfidld).—No gross injury. Some 
hemorrhages between parietal pleura and thoracic wall. 
At least two-thirds of left lung and half of right lung consolid- 
ated. Extensive dark subpleural hemorrhages, continuous 
with deeply seated hæmorrhages. Consolidated parts colour 
of dark venous blood-clot, but ‘‘ their ill-defined edges were 
bright red, fading off gradually into normally coloured lung. 
Throughout this dark coloured consolidated lung there were 
many scattered areas, ashen-grey in colour and sharply 
demarcated from the surrounding tissues.”’ a 

Histology.—Appearances bore striking resemblance to those 
found in hemorrhagic infarct. Little evidencė of widespread 
alveolar rupture and Hadfield took the view that bleeding 
was due to diapedesis. In the grey areas each alveolus 
“ contained a precisely staining close-marked film network in 
the meshes of which considerable numbers of wandering cells 
and partially hæmolysed red cells were lying. The general 
appearance bore a rather striking superficial resemblance to 
that of lobar pneumonia in the stage of red hepatisation.”’ 
Wandering cells predominantly monocytic. 


CasE 3.—Severe shock, pallor, dyspnea and cyanosis, 
with great pain in chest and back. Distant breath sounds, 
with coarse rales all over both lung fields. Morphia and 
oxygen given and some degree of recovery (T.104° F.). Next 
day appeared somewhat better, but still very ill (T. 102° F.). 
On 20th, 48 hours after injury, was again much worse. Im- 
paired percussion note and tubular breathing at right base— 
ie., clinically a lobar pneumonia. Scattered r&les still 
audible over rest of both lungs. Radiogram (fig. II) showed 
heavy mottling over both lung fields with consolidation at right 
base. Became worse and died about 55 hours after incident. 

Autopsy.—Massive hemorrhages into substance of lung 


‘tissue on both sides, with evidence of consolidation at right 


base. Mediastinal and extrapleural hemorrhages present. 
Unfortunately no portions of lungs preserved for section. 
No evidence of other injury. 


Case 4.—Shocked, though less so than previous cases; 
some dyspnea and cyanosis. Diminished air-entry at both 
bases and scattered rales over both lung fields. Percussion 
note normal. Complained of some pains in chest and 
abdomen, but these grew less severe after a time (T. 101-2° F.) 
.Next day much better. Still diminished air-entry at lung 
‘bases and scattered crepitations over whole of both lungs. 
Radiogram (fig. III) showed heavy mottling in left lung, less: 
in right. Transferred to care of Professor Christie who has 


‘provided subsequent history. On arrival no dyspnea or 


cyanosis. Nothing abnormal heard on auscultation anteriorly. 
Nov. 21: bruising of right chest wall ; diminished movement 
on left ; pulmonary second sounds (P 2) accentuated; B.P. 
140/88 mm. Hg. Nov. 23: vital capacity 2500 c.cm. Dec. 2: 
vital capacity 3800 c.cm.; Xray clear; P. 2 less accentuated. 
Dec. 9: P 2 more accentuated ; $ oz. bright blood coughed 
up; Xray normal; no abnormal physical signs. Dec. 15: 
coughed up dark red blood; P 2 still very loud. Jan. 5, 
1941: bright red blood intimately ntixed with mucus coughed 
up; P2+ +. | 
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The cause of the recurrent hzmorrhages and their relation 
to the accentuated pulmonary second sound are obscure. 


Case 5.—Severe shock; complained of pain in chest. 
Dyspnea but no gross cyanosis. Highly resonant percussion 
note and much diminished air-entry at left base. Elsewhere 
percussion note normal. Scattered réles over rest of both 
lung fields. Pneumothorax on left side diagnosed and con- 
firmed radiologically (fig. IV). Next day breath sounds at 
left base tubular paravertebrally and absent in axillary line. 
Few crepitations still audible elsewhere, notably at right base. 

Very gradual improvement in physical signs until on Jan. 7, 
194], chest appeared normal. General condition improved 
rapidly after first few days and patient made no complaints. 

Case 6.—Moderately severe shock ; considerable dyspnea 
and cyanosis. Complained of pain in chest and within an 
hour had brisk hemoptysis of 5 oz. which relieved his pain. 
Rhonchi all over chest and was wheezing like an asthmatic. 


- It was thought that condition might be due to inhaled dust, but 


no evidence of this either then or later. Resuscitation by 
oxygen and warmth; T. 99°6°F. Next morning much 
better ; still cyanosed but breathing more easily. Radiogram 
(fig. V) showed characteristic mottling in both lungs. Still 
rather wheezy. By evening, 36 hours after the incident, 
temperature 101° F.; clinical signs of consolidation at left 
base. Nov. 20: signs of consolidation at left base more 
definite and some rales audible; right base also congested ; 
rhonchi over rest of lung fields had diminished ; T. 104° F. ; 
dyspnoeic, cyanosed and delirious. Nov. 21: general condi- 


tion much improved ; left base still consolidated and crepita- | 


tions audible at right base; T. 101° F. Nov. 22: very much 
improved ; left base clearing; basal.crepitations on both 
sides ; still a little wheezy. 

' Thereafter the patient made a good recovery though air- 
entry remained weak at the bases for several weeks. The 
final radiogram showed complete resolution. 


_ »CasE 7.—Severe shock, pallor, cyanosis and dyspnea. 
Complained of pain in chest and abdomen. 
measures: warmth and oxygen and plasma transfusion. 
Air-entry poor and rales present all over both lungs. Most 
striking clinical feature was completely rigid and painful 
abdomen. Laparotomy decided on; nothing found except 
few small subserous hzemorrhages ; abdomen closed. Nov. 19: 
air-entry into right base diminished and percussion note 
impaired ; spitting up small quantities of dark blood; 
T. 104° F., P. 142; later in day tubular breathing became 
audible at right base. Nov. 20: very ill; right base dull fo 
percussion and tubular breathing still a feature; T. 105° F. ; 
complained of diplopia and had a convulsive movement of 
frontalis muscle, apparently a tic. Nov. 21: dull in right 
axilla and base; breath sounds weak with some rales; few 
rhonchi at the left base, where breath-sounds also weak. 
Nov. 22: signs as before; radiogram (fig. VI) shows collapse 
of right lower lobe; T. 102° F. Nov. 28: general improve- 
ment; breath-sounds still weak in right axilla and at base; 
tic still present ; diplopia remains, but only on lateral devia- 
tion of more than 45°; no obvious weakness of oculomotor 
muscles. "Nov. 29: T. 103° F., abdominal wound slightly 
septic; tubular breathing at right base with some rales ; 
breath-sounds weak in axilla, normal over middle lobe; 
mucopurulent sputum. Thereafter patient made gradual 
recovery with re-expansion of the collapsed lobe. | 

The diplopia is difficult to explain. It may have been due 
to a cerebral contusion. Eventually it disappeared completely. 


Casa 8.—Some shock, bruising and pain in chest, particu- 
larly on right. Breath-sounds weak at both bases ; no added 
sounds. Nov. 21: some cough and pain; mucopurulent 
sputum ; no blood; nodyspnea. Nov. 23: still coughing ; 
mucopurulent sputum; no added sounds. Some pain. 
X ray showed no abnormality. Nov. 27: pain in region of 
right base and axilla; breath-sounds weak, percussion note 
normal ; no added sounds; pain in side on deep breathing ; 
T. up to 100° F. and has not settled since. Nov. 24: general 
malaise ; pain on breathing; no definite signs except weak 
breath-sounds at right base. Nov. 29: nochange; T. 102° F. 
Nov. 30: T. 101° F.; pain in chest still; impaired note at 
right base with weak tubular breathing and few rales ; sputum 
purulent. Dec. 1: much improved ; less pain; breath- 
sounds very weak; no added sounds. Thereafter there was 
gradual resolution, still incomplete 6 weeks later. 


CASES WITH DAMAGE TO CHEST WALL 


Both cases 9 and 10 had injuries to the chest wall. 
Their clinical appearance, however, was that of blast 


Resuscitation ~ 
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injury to the lungs. Case 9 had all the characteristics 
of severe pulmonary injury and damage to the chest 
wall was discovered only at autopsy. 


CasE 9.—Severe shock, dyspnea and cyanosis. Pain 
retrosternally and on both sides of chest, particularly on deep 
breathing. Complained continually of severe pain in abdomen. 
Normal percussion note with poor air-entry all over chest, 
particularly at bases. Coarse réles all over both lungs. 
Abdomen rigid and tender; no shifting dullness. After 
resuscitation improved: slightly but remained’ dyspneic . 
and cyanosed. Pulse rapid and of poor volume. Patient 
died 14 hours after explosion. . 

Autopsy.—Well covered. No external evidence of injury. 
Simple transverse fracture of sternum and fracture of pelvis. 
Massive hemorrhages in posterior mediastinum in loose 
tissue behind and around great vessels; apparently due to 
rupture of small veins, for no damage to large vessels could 
be detected. Hæmorrhages also found in extrapleural 
tissues of intercostal spaces, so that inside of thorax appeared 
black. between white bands of ribs. No evidence of visceral 
injury in abdomen. Gross hemorrhages in psoas sheaths on 
both sides. Visceral pleuræ showed large irregular blotches 
of dark red hemorrhage and areas of ecchymoses. Lungs 
much congested with here and there large irregular hemor- 
rhages similar to those in pleura. Standing out clearly by 
contrast on congested background were many pin-point 
yellowish-white areas of early bronchopneumonia. Right 
apex and anterior free border of lung emphysematous; at 
base of lower lobe on this side was small collgction of dilated 
bronchi suggesting developmental bronchiectasis, unrelated 
to injury. Sections of bronchial wall showed intense infiltra- 
tion of mucosa and submucosal layers with blood-corpuscles 
and blood-pigment. Histological appearances resembled 
those of case 1, but rupture of elastic fibres less definite. 
Numerous areas of very early bronchopneumonia, containing 
short chains of streptococci. 


Case 10.—Moderate shock. Complained of pain in chest 
especially on right, Breath-sounds weak all over but especi- 
ally at right base. Crepitus audible and palpable ; diagnosis 
of fractured ribs made. Radiologically 8th and 9th right ribs 
seen to be fractured ; small hemothorax. Areas of mottling 
in both zones. Pain and poor air-entry continued for some 
days but patient made uninterrupted recovery. X-ray 
appearances cleared up in a few days. ' 


SLIGHT CASES 


The remaining cases are not recorded in detail, since 
on account of pressure of work no other investigations 
were carried out. They are none the less to be con- 
sidered as mild cases of blast injury. 


Cases 11-17.—These 7 men were obviously less ill than any 
of foregoing. Came in somewhat shocked and dyspneeic, with 
some cyanosis and. pain in chest and back. Breath-sounds 
distant ; no added sounds. Percussion note normal. Symp- 
toms disappeared in a few days and recovery was smooth. 


CLINICAL FEATURES 


The ‘features of the cases which impressed the clinical 
observer were as follows. 


Shock was profound in the 5 more serious cases. Blood- 
pressures were not taken, but fallor, cyanosis, and rapidity 
and poor- volume of the pulse were noted. The other 5 
patients described in detail were severely shockea, 
though less so than the foregoing. The remaining cases 
were definitely though not dangerously shocked. 

Dyspnea was a constant feature of all the patients. 
The difficulty of respiration was due in part to pain and 
in part to extreme bulging of the chest, which appeared 
to be in, the position of almost full inspiration. This 
bulging has also been noted by Dean, Thomas and 
Allison (1940). Dyspnoea continued till death in fatal 
cases ; it remitted to some extent after 24 hours in cases 
5, 6 and 7, and became noticeable again as the signs of 
pneumonia developed ; in cases 4 and 8 it disappeared 
-within 24 hours. 

Cyanosis was obvious in the most severe cases and 
presént in all the others. In cases 1, 2, 3 and 9 it re- 
mained till death. In cases 5, 6 and 7 it disappeared 
within 24 hours. Thereafter the picture was confused 
by the administration of sulphapyridine.. The other 
cree had cyanosis on. admission but lost it after 24 

ours. 
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Pain in the chest.—Great pain was complained of by 
cases 2, 3 and 9, all of whom died. The pain was of two 
distinguishable types—a central deep constant pain 
which was especially severe in ¢ases 2 and 9 and a less 
severe pain felt more laterally and made worse by deep 
breathing. The other patients complained of pain of 
both types, but it was noticeable that the less severely 
injured made little complaint of the central pain while 


complaining that the lateral pain was preventing them ` 


from breathing. The central pain disappeared in the 
recovering cases after a few days, while the other pain 
remained for at least a week. ‘The cause of the pain in 
the chest is not clear. . The’ deep central pain may be 
' related to the mediastinal hemorrhages. The innerva- 
tion of the loose tissues of the mediastinum does not 
seem to have been well worked out, nor is it clear what 
is the effective pain stimulus. The pain felt in the sides 
may have been due to contusion of the intercostal 
muscles, since at autopsy hemorrhages into the spaces 
extrapleurally was a constant finding. These hemor- 
rhages may also account for the bulging of the chest wall. 
Contusion of the muscle might well result in spasm and 
contraction of the intercostal muscles causing the chest 
to assume the inspiratory position. 

Pain in the abdomen was an important feature of this 
series. This was particularly striking in cases 1, 2, 3, 7 
and 9. Cases 1 and 7 presented the appearance of acute 
abdominal disaster, having great pain and tenderness 
and rigid abdominal walls. It was decided that laparo- 
tomy was ne@essary but nothing abnormal was found 
except a few small subserous hemorrhages. The 
abdomens were closed at once. Case 1 died on the 
` operating table. It was then decided that the other 
cases who were not less like acute abdomens should be 
left. Case 2 vomited at intervals during the first 24 
hours, at times bringing up a brown vomit. He was 
transferred to the care of Professor Christie, who noted 
the condition but decided to await events. Cases 3 and 
9 retained their abdominal tenderness and rigidity till 
death, but the signs ceased to dominate the clinical 
picture as they had done in the early stages. Autopsies 
were carried out on cases 1, 2,3 and 9. In each of these 
hemorrhages were found extrapleurally when the. 
viscera were removed from the thorax, the intercostal 
spaces appearing black in contrast to the white bands of 
the ribs. It seems possible that these hemorrhages 
caused irritation of the intercostal nerves with consequent 
rigidity of the abdominal wall. Zuckerman (1940) 
reports that this finding is also present in some experi- 
mental animals and finds the hemorrhages continuous 
with those in the sheaths of the intercostal nerves. He 
agrees that this may be the cause of the abdominal signs. 


Another possible cause of the rigidity is that the. 


abdominal muscles have themselves been damaged. No 
investigation of this point was made. Stress is laid on 
the clinical findings pointing to acute abdominal injury 
because of the logical course of treatment which they 
suggest. The two laparotomies were undertaken in 
men whose lungs were known to be damaged and the 
negative findings were an unpleasant surprise. At 
autopsy in. case 1 lesions were found which made it 
unlikely that he would have lived. Case 7 survived 
after a stormy period. 

Hemoptysis.—Free hemoptysis was observed in 
cases 4 and 6. The amounts of blood were about 4-5 oz. 
Both men were seriously affected by the blast, but neither 
at any time gave cause for grave anxiety. Both men 
were undisturbed mentally by the hemoptysis and both 
seemed somewhat easier after it. The blood was noticed 
about an hour after the blasting and the duration of the 
free hemoptysis was about 15 min. Thereafter only 
small amounts of stained sputum were brought up. 
Case 1 was noticed to have brightly stained froth in his 
air-passages while under the anesthetic for his laparo- 
tomy. Case 7 brought up a little dark-stained sputum 
during the day after the incident. A few of the other 
men brought up dark blood in the sputum after 24—48 
hours, but no other cases had free hemoptysis. Some of 
the men brought in dead or dying had blood staining in 
the nose and mouth without visible injury. This 
accords with the more detailed observations made by 
Hadfield in his autopsies. Other men who were operated 
on for lacerations and other injuries and are not included 
here were found to have blood-stained secretion in the 
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trachea. These patients were certainly suffering from 
blast. Apart, however, from the 2 cases mentioned 
hemoptysis was not a prominent symptom. 

Cough and sputum.—None of the men were noticed to 
be coughing during the first twenty-four hours after 
After this a number had coughs, some of 
which were troublesome. The sputum was moderately 
thick, muco-purulent, and in several cases stained with 
dark blood for 24-48 hours. In uncomplicated cases, the 
cough and sputum disappeared in ten days; .. they 
persisted in the cases with severe late effects or com- 
plications. 
_ Restlessness was extreme in some cases. Case 1 was 
quite uncontrollable even after repeated doses of morphia. 
At autopsy some subarachnoid hzmorrhage was present 
in the vertical region. There was no evidence of cranial 
injury. Case 2 was restless during the first few hours 
l After transfer -to the . 
Chest Unit he was again restless and continued so most 
of the time until his death. Case 3 was exceedingly 
restless and controlled only by repeated doses of morphia. 


Case 9, although in severe pain, was less restless than, the 


foregoing. He too had some subarachnoid hemorrhage 
without obvious cranial injury. The other cases were - 
restless in proportion to the degree of injury but they were 
all controlled by morphia. 

Restlessness is therefore a constant symptom of blast 
injury and bears a direct relation to the severity of the 
damage. The pathological findings suggest that it is 
not due to the pain but rather to an irritative lesion 
within the cranium. This is supported by the observa- 
tion that other victims of this incident whose principal 
injuries were caused by violence (e.g., falling debris) were 
restless out of all proportion to the severity of their 
injuries. The most extreme case was that of a man with 
a fractured femur who was almost maniacal for a week 


` after the injury. There was no gross evidence of cranial 


injury or pulmonary damage and the femur was success- 
fully reduced a few jours after injury. Certain other 
men with cranial and facial injuries gave no special trouble 
and one lad with extensive and pai burns was kept 
quiet without difficulty. It seems justifiable to conclude 
4 extreme restlessness is a result of blast injury to the 
ead. - l 

Ruptured ear-drums were found in 25 men. Some of 
these developed purulent otorrhœa which in a few cases 
proved very resistant to treatment. 


PHYSICAL AND RADIOLOGICAL SIGNS 


The physical signs in the chest varied with the severity 
of the condition, but some were common to all patients 
in this series. The chest was held about three-quarters 
expanded. Respiratory movement was, therefore, much 
reduced, but was generally equal on the two sides. 
Attempts at deep inspiration were limited by the expan- 
sion of the chest and the fact that the movement was 
painful. Palpation gave no additional information. 


The percussion note was resonant at all areas in the early 


stages. On auscultation, the breath-sounds were notably 
weak especially at the bases. Coarse rales were audible 
over the whole of the lung fields, numerous in the fatal 
cases 1, 2, 3 and 9 and less numerous in the other severe 
cases 4,5 and 7. Case 6 was peculiar in that the added 


‘sounds were rhonchi. The man was wheezing like an 


elderly bronchitic, though he had had no bronchitis 
previously. The less severe cases, 8 and 10-17 inclusive, 
had no added sounds. The rales persisted until death in 
cases 2, 3 and 9, where observations were made, though 


. they became less numerous in the period of partial 


recovery which each patient showed. Case 1 died 
without further observation on this point. In cases 4, 5 
and 7 the generalised rdles became less numerous and 
disappeared in the course of a few days. They appeared 
to persist longest at the lung bases. 

A. striking feature was the development of the clinical 
appearance of lobar pneumonia at one lung base. This 
was heralded by a more or less sharp rise of temperature. 
Case 3 had a temperature of 104° F. 12 hours after the 
blast. After 48 hours the percussion note at the left 
base was much impaired with tubular breathing ; this 
clinical finding was confirmed by X ray; he died a few 
hours later. Case 5 showed a similar condition at the 
left base paravertebrally 30 hours after the blast, though 
here the picture was complicated by a small clinically 


“in cases 2, 3, 4, 5, 6, 7 and 10. 
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and radiologically demonstrable pneumothorax. Case 6 
developed pneumonia at the left base 36 hours after the 
blast. He had a temperature of 101° rising to 104° F. 
and had some hours of delirium. Case 7 had clinical signs 
of pneumonia 24 hours after the blast. This was con- 
firmed radiologically, though it was shown shortly after- 
wards that he had collapse of the right lower: lobe. 
Case 8: was peculiar in that his lungs were clear for 8 days 
after the explosion, though he had some pain, cough 
with sputum and an irregular temperature. He then 
complained of sharp pain in his right side, worse on 
inspiration, and after a further 36 hours had typical 
clinical and radiological pneumonia of the right lower 
lobe. All the cases were treated with sulphapyridine 
and the duration of the pneumonia was short, with the 
exception of case 7 who was seriously ill for some days. 
Pathologica] examination of case 9 showed, however, that 
the inflammatory condition was a bronchopneumonia. 
The correct explanation seems to be that the physical 
signs are largely due to the effusion of blood which 
corresponds roughly to the stage of red hepatisation of 
lobar pneumonia and may be expected to give rise to the 
same physical signs. 

The less severely blasted cases 11-17 showed no definite 
physical signs except the bulging of the chest wall: with 
its associated limitation of movement and respiratory 
excursion. The condition became normal in 7-10 days. 

Radiograms of the chest were taken within 72 hours 
Cases 1 and 9 were too 
ill to disturb. The severe cases 2, 3 and 4 all show 
similar pictures (figs. I, II and III). There is heavy 
mottling over large areas of the lung fields. In case 2 
it extends through the whole of the left lung field. 
The right middle lobe is seriously affected and to a lesser 
extent the upper and lower lobes. The picture reproduced 
in fig. I was taken within 12 hours of injury. 

The radiogram of case 3, taken about 48 hours. after 
the injury (fig. II) shows the mottling scattered through 
both lung fields. The dense shadow seen at the right 
base corresponds with an area of pseudo-pneumonic 
consolidation which was evident clinically and was found 
at autopsy. 

Case 4 was X. rayed about 30 hours after injury. 
Fig. III shows the mottling scattered throughout the left 
lung and less densely through the right lung. Next day 
the condition had cleared considerably except at the left 
base, where the shadowing was denser and more homo- 
geneous. Five days later the lung had largely cleared 
and subsequent radiograms showed no abnormality. 
This heavy mottling must be taken as the characteristic 
radiological appearance after severe blast injury. It is 
due to the interstitial and alveolar hemorrhage and 
varies in density and extent with the clinical and patho- 
logical findings. In severe non-fatal cases it clears 
rapidly pari-passu with the clinical signs, translucency 
of the lung being normal within 7 days. A rather less 
severe case (case 6) shows similar mottling of both lung 
fields 24 hours after injury (fig. V). These were still 
present four days after injury when the radiological 
appearances of a right basal pneumonia confirmed the 
physical signs; 10 days after the injury the mottling had 
disappeared though the lung striation was rather heavy. 

Case 5 showed a small spontaneous pneumothorax at 
the left base together with some mottling in the left 
mid-zone (fig. IV). Both cleared up in the course of a 
few days. 7 

A radiogram of case 7 taken about 54 hours after 
blasting showed heavy mottling in the left mid-zone and 


_ collapse and consolidation of the right lower lobe (fig. VI). 


After treatment the mottling cleared up in the course of 
10. days while the collapsed lobe gradually re-expanded 
completely. 

Case 8 had no radiological lesions when first X rayed 
a week after the explosion; 4 days later he had some 
consolidation at the right base which resolved very 
slowly. Case 10 showed similar mottling in the early 
stages, but cleared rapidly. 


PATHOLOGICAL FINDINGS 


The most striking feature in the autopsies was the 
effusion of blood. ‘This varied from capillary oozing to 
large hemorrhages, in one case filling both pleural sacs 
and the tissues of the neck around the carotid sheath. 
For the most part this blood remained fluid. 


' used as B.L.B. mask were not supplied until later. 


Histologically the chief characteristics were (a) an 
extensive outpouring of erythrocytes, in places accom- 
panied by fibrin formation and the accumulation of 
blood pigment, though these were not constant; (b) 
rupture of elastic tissue and capillaries in the most 
affected parts ; and (c) secondary infection with strepto- 
cocci and bronchopneumonia. The function of the lungs 
must obviously have been impaired by the filling of 
respiratory bronchioles and air-spaces of large areas with 
blood, and by the rupture of the elastic tissue and 
capillaries. If the initial period of shock could have been 
overcome, the blood corpuscles would presumably have 
been removed from the air-spaces by the tissue defences 
as they are in pneumonia, but ruptured elastic fibres 
and capillaries would not be likely to undergo repair. 
Blast lung, therefore, may suffer both a temporary and 
permanent impairment of function, varying with the 
extent of the initial hemorrhages. 

The presence of. streptococci and bronchopneumonia 
is noteworthy. Probably very few lungs are completely 
free from organisms even in health, and the risk of 
secqndary infection in blast lung is not negligible. 

These investigations were made before Robb-Smith’s 
paper (1941) on fat-embolism was published. Subse- 
quent investigation of the material with frozen sections - 
did not show any emboli. No pictures of the post- 
mortem specimens or slides can be reproduced owing to 
the destruction by enemy action of all the pathological 
material with the exception of one rather unsatisfactory 
specimen, R 

TREATMENT 

Shock.—All cases of shock were treated by standard 
resuscitation methods—heat and morphia. Heat was 
applied to the most serious cases by means of electric 
cradles, to others by ‘hot bottles. Morphia was given to 
control restlessness. The initial dosage was gr..4. This 
kept the majority of cases fairly quiet. Cases 1 and 2 
however were violently restless and complained of very 
great pain, and further doses of morphia gr. 4 had to be 
given. It has been argued that morphia in shock has 
its dangers, particularly when there is damage to the 
lungs. It seems likely, however, that the restlessness and 
distress of the patient are far more dangerous, and 
morphia is the only drug which will control them. 

Oxygen.—Cases 2, 3, 4, 5, 6, 7 and 9 were given con- 
tinuous oxygen. Nasal catheters and: spectacles Peeks 

ome 
difficulties were experienced on account of the restlessness 
of the patients, but the relief afforded by oxygen was 
obvious. Later, when B.L.B. masks were available, 
they were used, particularly in the treatment of the 
pneumonias. ' 

Transfusions were given to cases 1, 2,3, 7 and 9. The 
transfusion fluid was plasma for cases 1, 2 and 3, and 
blood for case 9, while case 7 received both plasma and 
blood. None of the patients received more than 2 pints 
and the immediate transfusion of large quantities of 
plasma as recommended by Whitby and his co-workers 
(1941) was not undertaken. It seems doubtful whether 
blood should be given unless there is concomitant 
hemorrhage. Christie observed that there was dilatation 
of the veins of the neck in one of the cases transferred to 
him (case 2). This man was much relieved both of his 
restlessness and the congestion of his lungs by venesection. 
Christie further noted that prior to venesection, the 
hæmoglobin was 125%. The indication is for plasma and 
not blood. These conclusions are confirmed by the 
pathological findings. It is difficult to see how a lung 
containing large areas of effused blood, often with 
rupture of the elastic tissue and capillaries, can benefit 
by blood-transfusion. i 

Sulphapyridine was given prophylactically to cases 3, 
5,6 and 7. The dose was two tablets 4-hourly. Case 8 
received three tablets followed by one tablet 4-hourly. 
This dosage appeared to have no effect in preventing the 
development of pneumonia. When the pneumonia 
developed the dosage was increased to two tablets 
3-hourly. The temperature dropped to. normal within 
48 hours in cases 5 and 6. Case 7 had pyrexia lasting 
6 days and settled down gradually. Case 8 was treated 
for 48 hours, and then, as the temperature -had more or 


. less settled, the sulphapyridine was stopped; it was 


started again when he developed signs of pneumonia 
9-days later. 
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REVIEWS OF BOOKS 


[ocr. 11, 1941 


DIAGNOSIS | 
The diagnosis of blast injury of the lung is not difficult 
in the most.severe cases. Gross shock, out of proportion 


to the degree of injury, pain in the chest, restlessness,. 


dyspncea and cyanosis are the main symptoms. Blood- 
stained sputum or free hemoptysis may be present. 
Bulging of the chest wall, poor respiratory excursion, 
normal percussion note with perhaps impairment in one 
locality, distant breath-sounds in all zones and numerous 
coarse rales or sometimes rhonchi are the main physical 
signs. In milder cases the degree of the symptoms is 
less, and restlessness and cyanosis may be absent. 


The physical signs are similarly less prominent and added 


sounds are few or absent. X-ray appearances are charac- 
teristic. They resemble in some measure a patchy 
pheumonic consolidation to which they are histologically 
very similar. In favourable cases resolution is very 
‘ rapid, the lung clearing in 4-7 days. s 

The principal difficulties arise in cases where there are 
gross other injuries, particularly injuries to the chest 
‘wall. Fractures of the sternum and ribs may ‘confuse 
the picture. Hzsemothorax gives a similar picture to 
blast injury but produces dullness on percussion. Pneu- 
mothorax similarly may give rise to difficulty, but the 
hyper-resonant percussion note will point to the diagnosis. 
Hemothorax and pneumothorax may both be due to 
blast injury. Most blast injuries occur in cases which 
have also contusions or crush injuries of the chest. 
Osborn (1941), contends that since they are so often 
found together they should be described together. 
But since blast injuries and crush injuries can be studied 
separately in animals it seems desirable that they should 
be kept separate as far as possible in human material 
also, at. least until it can be shown that the pathology 
and treatment are the same. : 

No confirmation is supplied by this series of cases of 
Osborn’s view that blast injury is best marked in the 
phrenico-costal sinus. The severe cases had contusions 
in the deep parts of the lungs and at the edges. The less 
severe cases had Jesions in the thicker parts of the lungs, 
and showed no lesions in the sinuses. With regard to 


Osborn’s “attempt to show that the same lesion may: 


result from a sudden diffuse compression by bombs and 
mechanical means,” it is perhaps a little premature to 
regard the distinction as only academic. 

The importance of making a diagnosis of blast injury 
is great, since rest is of prime importance, and anesthetics 
are contra-indicated. er pos 

SUMMARY 


Eight severe cases of blast injury to the lungs without 
external injury and 2 associated with injury to the chest 
wall are described in detail ; seven less severe cases are 
also recorded. The main symptoms were grave shock, 
prostration and restlessness, respiratory difficulty and pain 
in the chest. The principal physical signs were bulging of 
the chest wall, congestion and consolidation of the lyngs. 
Bronchopneumonia wasa commonsequel. Theradiological 
appearances: are characteristic. The treatment consists 
of heat, morphia, oxygen and plasma-transfusion. Blood 
is only indicated if there is anemia. Chemotherapy should 
be started as soon as the patient has recovered a little. 

Five cases showed severe abdominal signs, and two 
were explored. Operation is contra-indicated unless the 
signs oe to a specific lesion. A general anesthetic 
should be postponed as long as possible. The patients 
should not be moved more than is absolutely necessary. 

Pathologically, there was gross effusion of blood into 
the mediastinum due to rupture of capillaries. Naked 
eye, the lungs exhibited patches of intense congestion 
‘resembling early lobar pneumonia. Histologically, there 
was (a) extensive outpouring of erythrocytes, (b) rupture 
of elastic tissue and capillaries, and (c) secondary infec- 
tion with streptococci causing bronchopneumonia. No 
evidence of fat-embolism was seen. . 


We are indebted to Dr. W. A. Bullough, county medical 
officer, for permission to publish these cases. 
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Reviews of Books 


Bone Graft Surgery in Disease, Injury and Deformity 
Frep H. ALBEE, M.D., F.A.C.S., president of the Inter- 
national College of Surgeons. London: D. Appleton 
Century Co. Pp. 403. 35s. / 
TEE wide use which is now made of the bone graft in 

the surgery of disease, injury and deformity is so much | 


taken for granted that one is apt to forget the debt 


owing to Albee for his pioneer work. Albee’s name is 
associated with a fusion operation for spinal tuberculosis, 
and he still claims that this method of treatment sup- 
panis conservative measures, a view which has never 
een shared by British surgeons who find the chief value 
of the bone graft rather in the prevention and treatment 
of ununited fractures and in the ankylosis of joints. 
In this book Albee makes it clear that the success of any 
graft depends on the perfection of its fit. Inaccuracy 
spells failure. The ingenuity with which he has devised 
means of accurately fitting grafts deserves the highest 
praise and to the young surgeon who wishes to learn 
bone grafting surgery this book is indispensable. The 
author has drawn on a lifetime of experience and the 
methods described cover the widest range. As an 
account of the technique of bone graft surgery the book 
issupreme. Itis attractively written and well illustrated. 
Medical Diseases of War j 

(2nd ed.) Sir ArtHur Hurst, D.M., F.R.C.P. ` London : 

Edward Arnold and Co. Pp. 427. 18s. 

THE experience gained in this war since the first 
edition in January, 1940, has increased this volume by 
100 pages. Additionsinclude: a fųll account of meningo- 
coccal fever, with the importance of the non-menin- 
gitic type stressed ; a clear and well-illustrated section 
on malaria ; an addition to the skin section on impetigo ; 
the return of the chapter on amoebic dysentery from the 
parent volume of 1918; and a review of the “ gastric ”’ 
situation, probably the most important medical problem 
of thiswar. This is the only existing book on the purely 
medical aspects of war, and the appearance of a new 
edition to cover the altered situation is welcome. It is 
to be hoped that future editions will continue to cater for 
new aspects with further inclusions, even if some omis- 
sions have to be made to keep the work of serviceable 
compactness. For example, shock, resuscitation methods 
and blast injuries might displace subjects which have not 
been prominent in this war, such as trench fever and the 
dramatic type of hysteria. We would be sorry to see 
these last pages go on account of their interest and 
originality, but economy and price are important points 
in such a book, which has been invaluable in past war 
years and should continue to be so. 


The Medico-Legal Post-Mortem in India : 
(2nd ed.) D. P. Lambert, M.D., D.T.M. & H., major, 
I.M.S. London: J. and A. Churchill. Pp. 113. 58s. | 
THE previous edition of this little book has evidently 

achieved the end which the author had in view when it 

was written, for & second edition now appears with but 
the slightest alteration in the general matter or arrange- 
ment of the text. We previously remarked on the value 
of Major Lambert’s personal observations on the practical 
aspects of his subject. The book remains an excellent 
aid to the performance of medicolegal autopsies in India. 


Plant Science Formulæ 

R. C. McLean, D.Sc. Camb., F.L.S., professor of botany, 

University College, Cardiff; and W. R. Ivimey Cook, Ph.D. 

Lond., F.L.S., lecturer in the department. London: 

Macmillan and Co. Pp. 203. 7s. 6d. 

THIS is, as stated in the subtitle, a reference book 
intended for the use of plant science laboratories, inclu- 
ding bacteriology. It contains a collection of formulse 
which the authors have selected on the basis, of their 
experience and that of others as of proved value. In 
addition to those concerned with the fixing, preservation 
and staining of material, formule for the preparation of 
the more customary reagents, nutrient media, photo- 
graphic requirements and other laboratory needs are 
included. Whilst there will naturally be diversity of 
Opinion as to what ought to be included or omitted from 
such a selection the work should prove a useful addition . 
to the laboratory bookshelf. ! 
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WINTER INFECTIONS 


The Prophylactic Use of Vitamins 


A. question exercising the minds of many authori- 
ties to-day is the effect of widespread dietary 
deficiency, with a consequent loss of protective 
vitamins and minerals, and the- possibility of an 
increased liability to a variety of infections. 

The word “‘variety’’ is important. For since 
these deficiencies are so often of a multiple nature, 
and since the action of many of the deficient elements 
is inter-related, a supplement which provides one or 
two vitamins only can give little more than partial 
protection. ‘These considerations are doubtless re- 


sponsible, in some degree, for the success of 
Complevite—the only preparation in which all the 
Vitamins and minerals known to be commonly 
deficient are combined in the actual quantities needed 
to make good the‘ deficiencies revealed by recent 
surveys. The wide range of its effectiveness can be 
judged from the chart. It will be readily seen that 
Complevite is an ideal preparation to prescribe for the 
many patients whose poor general health and undue 
liability to infection follow upon years of multiple 
dietary deficiencies. i 


EFFECTS OF MILK LIMITATION 


There are good grounds for believing that dental 
caries is one of the results of the dietary deficiencies 
30 prevalent to-day. Apart from the influence of 
bad teeth upon the digestion and general health, 
their carious condition is a sign to the physician 
that faulty diet has played at least a part in the pro- 
duction of the patient’s other symptoms. 

In support of this belief may be quoted, amongst 
other findings, the recently-published results of an 
investigation in the Island of Lewis in the Outer 
Hebrides, where 28 per cent. of the country children 
were found to be entirely free from caries, compared 
with 1.9 per cent. of children in London, and “ all 
the positive indications support the view that only 
differences in diet can explain the facts.” 

The physician is only too well awate of the pre- 
valence of dental disease, particularly among lower- 
paid workers; and it is interesting to note that a 
very recent examination of 1,352 male workers 
revealed that only 25 were free from dental disease 
(Lancet, 1941, 1, $1). 
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The possible limitation of milk supplies during 
the ‘winter months will still further increase the 
calcium deficiency of wide groups of the population. 
One result will be seen in the teeth—more particu- 
larly in children. The shortage can be met effectively 
and inexpensively by prescribing Complevite. 
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Dietary Deficiency Complevite supplies 
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* The iron in Complevite exceeds the calculated deficiency expressly to combat the 
nutritional anemia so common in children and in women of child-bearing age. 
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THE ECONOMICS OF DIETARY SUPPLEMENTS 


In cases of aoute illness it is natural that the cost 


of the necessary remedies should not be regarded 
as of primary importance. But in the all-too- 
prevalent cases of dietary deficiencies, where a 
prolonged course of treatment is indicated, the cost 
of the prescription has to be considered. 

Hitherto, the physician has been faced with the 


unwelcome necessity of prescribing simultaneously 
more than one supplement—e.g., liver oil, calcium, 
iron, etc., the total cost of which may prove an 
obstacle to the faithful observance of the doctor’s 
directions. 

Since the introduction of Complevite, this is no. 
longer necessary. . 


THE PRODUCTS OF VITAMINS LTD. | 


BEFORTISS (Brand) Vitamin B Tablets.—200 i.u, 
and 2 mg. per gm. For high dosage of the B complex. 
Ampoules—2, 10, and 25 mg. For high Vitamin B, 
dosage. 

COMPLEVITE Tablets.—A multiple vitamin 
and mineral supplement. To make good the known 
deficiencies of vitamins and minerals in the average 
daily diet. 

FERTILOL (Wheat germ oil) Capsules.—A 
highly active stable source of Vitamin E. For the 
treatment of habitual abortion, dietary sterility and 
certain neuro-muscular degenerations, etc. 


20 


PREGNAVITE Tablets—A multiple vitamin 
and mineral supplement. Ensures an adequate 
supply. of vitamins and minerals to meet the special 
requirements of pregnancy. 

BEMAX.—Stabilised wheat embryo. The richest, 
natural source of Vitamins B,, B,, and E (320—420 
i.u. B, per ounce). 


Vitamins Limited will be glad to supply literature 
and clinical sample of Complevite, Pregnavite, Bemax, 
Fertilol, Befortiss Tablets and Ampoules on request. 
Please state product in which you are interested. 
Vitamins Limited (Dept. LXF), 23, Upper Mall, W.6. 
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BIPP AND ITS FRIENDS 


Towakps the end of 1915 RUTHERFORD Morison 1 


first introduced bipp cream, consisting of one part of 


bismuth subnitrate and two parts of iodoform made 
into a paste with liquid paraffin, for the treatment 
of war wounds. At the time he was stationed in 
England, and most of his cases being late he merely 
enlarged the wound or abscess cavity and after 
complete hemostasis dried the cavity with spirit and 
applied a small quantity of this paste to the walls. 
He then sutured the wound. He was astonishingly 
successful although, as he admitted, he had acted 
contrary to the canons of surgical teaching. A little 
more than a year later intermittent irrigation with 
Dakin’s solution, as introduced by CaRREL, became 
the popular method of wound treatment. To keep 
the wound under observation and see the pus washed 
away made a strong appeal, and, as THomas once 
wrote of other things, it is difficult to cure that 
** hankering to interfere.” 
used by many surgeons although its effectiveness 
remained a puzzle. The bacteriologists have pointed 
out that in broth streptococci can actually be grown 
on the paste. Morison was of course aware of this 
and he repeatedly referred to the fact that the wound 
discharges contained numerous organisms. A full 
bacteriological investigation of bipped wounds by 
CHAMBERS and GOLDSMITH ? at that time showed that 
aerobic and anaerobic organisms could invariably be 
recovered but that there was no free proliferation. 
Yet these wounds healed as if they were surgically 
clean—there was no redness, no induration, and the 
granulations were vascular and firm. Similar obser- 
vations on the healing of wounds despite a multiplicity 
of apparently virulent organisms have been made in 
this war by Orr-Ewine, SCOTT and GARDINER,’ in 
their bacteriological investigations on wounds treated 
in plaster. 

Lately Gurp and McKim‘ have recorded their 
successful experiences in the use of bipp for 25 years. 
They explain its action on a physical basis rather 
than from any special antiseptic rôle of iodoform or 
liberated iodine. They describe it as “ curtain 
drainage.” If on.a smooth surface such as glass 
water is poured it will fill the area’ and stay. But if 
oil is poured on the glass first, water then applied 
will immediately float off. Thus on the walls of the 
abscess cavity or incised wound oiled with bipp the 
lymph will not adhere and clot but will continue to 
flow and there will be a continuous discharge of fresh 
leucocytes and antibacterial products. It is like the 
paraffined syringe of old for blood-transfusion, where 
the blood would flow without clotting. Morison and 
others who use bipp have all commented on the free 
flow of leucocytic discharge. This lymph lavage— 
a “‘ lymph leech ”? to prevent any stanching of the 
1. Oxford War Primers, London, 1918; Brit. J. Surg. 1917, 4, 659. 
2. Chambers, H. and Goldsmith, J. A. Lancet, 1917, 1, 331. 


3. Orr-Hwing, J., Scott, J. C. and Gardiner, A. D. Brit. med. J. 
1941, 1, 878. 


4. Gurd, F. B. and McKim, L. H. Amer. J. Surg. 1941, 3 573. 
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lymph outflow—was ALMROTH WRIGHT’S © concept 
of the physiological approach required for wound 
treatment. The drying of the wound with spirit, the 
use of only a small quantity of bipp to coat the walls 
(MoRISON recommended that no more than two 
drachms should be used)—these are the rules that 
must be observed. . GURD and McKim do not agree 
with the principle of wound suture. They make 
certain by further incisions that the wound tissues 
are relaxed—especially the fascise—and after being 
lined with bipp the cavity is firmly packed with gauze 
soaked in liquid paraffin and containing a little more 
bipp. If it is a limb that is wounded it is either 
splinted or encased in plaster. A remarkable feature 
has been the absence of sinuses and the rarity of 
sequegtrum formation’ in the compound fractures. 


Sarr ê has also remarked that little or no sequestra- ` 


tion followed in his tases of osteitis thus treated. 
DoUBLEDAY ” has recently advocated the use of bipp 
in injuries and abscesses of the jaw. In this war there 
has as yet been no report on the late results of the 
closed-plaster treatment of compound fractures, but 


' when closed plaster was used in Spain D’HARCOURT ° 


and others reported that sinuses and sequestra were 
definite late problems which still required an 
answer. i 

There has always been one bogy dangling before 
the users of bipp—poisoning. Tachycardia, delirium 
or mental aberration, emaciation and signs of bismuth 
metallism, such as gingivitis, stomatitis and diarrhea, 
have been the main symptoms recorded in cases where 
bipp poisoning was suspected. Neither MoRISON nor 
GURD and McK, out of thousands of cases, had any 
deaths that could possibly be attributed to it. It was 
the misuse of bipp that was responsible for the rare 
intoxication. The latter’ record seeing knee-joints 
packed with bipp, and an empyema cavity filled with 
6 ounces of the paste. With bipp properly used the 
danger of poisoning is remote, but most surgeons 
urge special care in children. The poisoning symp- 
toms seem nearly always to be due to the bismuth, 
and gingivitis or stomatitis long precedes any others. 
Washing out the wound with hydrogen peroxide and 
giving alkalis, GORDON WarTSON ° points out, ensures 
an ample margin of safety. Ten years ago CONNELL 
and BucHANAN substituted zinc oxide for the bismuth 
subnitrate and CONNELL ?° claims that in his “ zip 
the action of bipp has been retained with no risk of 
toxic symptoms. He has employed zipp extensively 
in the tropics and finds that the problems of maggots 
and smell in wounds treated in plaster are thus 
overcome. _When wounds are plugged with soft 
parafin maggots will almost certainly appear in 
abundance inside the plaster, and although they do 
no harm (and even good) yet patients justifiably 
protest. Zipp is now being employed in East Africa 
and further reports will be of special interest. 
HorrMan" has gone further and sought to add an 
antiseptic punch to the paste by substituting zinc 
peroxide for bismuth and adding sulphanilamide 
powder. This he calls “ zisp.” He claims that zinc 


peroxide liberates oxygen and thus deals with the 


5. Wright, A. E. Wound Infections, London, 1915. 
6. Saint, J. A. Lancet, 1937, 1, 1211, 1263. 
7. Doubleday, F. N. Guy’s Hosp. Gaz. 1941, 45, 122. 
8. D’Harcourt, J., Folch, A. and Oriol, A. Brit. med. J. 1940, 1, 652. 
9. Gordon-Watson, C. Ibid, 1941, 1, 211. 
10. Connell, W. K. Lancet, 1940, 2, 22. 
11. Hoffman, S. J. Brit. med. J. 1941, 1, 785. 
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anaerobic organisms, but a fair proportion of his cases 
nevertheless developed gas-gangrene. 

The curtain-drainage action ‘of bipp depends on the 
paraffin being liquid ; paraffinum molle must not be 
used since this will not adhere to the wound walls. 
This fact should be borne in mind in preparing other 
applications for packing wounds.. Moreover, Loca- 
TELLI and BowpDEN ! say that sulphanilamide in an 
ointment base is inert but in liquid paraffin its full 
‘bacteriostatic action is sustained.: Now that local 
sulphanilamide is being extensively used it seems 
therefore that liquid paraffin, or some oil of like 
consistency, is the rational packing required so as 
to obtain both the bacteriostatic action of, the 
sulphanilamide and the curtain drainage. 


CARE OF*THE TEETH 


DENTAL students, like medical ones, are inspecting 
their world with a view to alteration and redecoration 
throughout. They have set about it in a mature 
and workmanlike manner which might be taken as a 
model for students of all professions ; for their 
Memorandum on the Nation’s Dental Services * is 
packed, not with ungrounded enthusiasms or pious 
hopes, but with solid information obtained by careful 
inquiry. The committee represents five London 
dental schools (Guy’s, London and King’s College 
and both the special dental hospitals) and is working 
in codperation with some dental schools in the 
provinces. The memo reviews prewar and present 
conditions in dental education and in dentistry as a 
public service and as a career. Medical officers of 
health and school doctors are often enthusiastic about 
teeth, but otherwise the medical profession has 
remained curiously apathetic towards public dental 
services, here shown to be full of serious defects. 
Nor are the public properly educated in the care of 
the teeth ; those attending dental clinics know quite 
a lot about fillings, but unfortunately public conserva- 
tive dentistry in the past fell short of the best 
standards. Fillings have so often failed that people 
have become sceptical, and have in many cases 
reverted to the view that the dentist only exists to 
extract teeth. Thus the profession is faced with the 
difficult task of regaining their confidence and 
re-educating them. Some headway is evidently 
being made, for the numbers of insured people seeking 
conservative treatment are beginning to rise. The 
cost of conservative treatment, however, is often 
beyond the means of the uninsured, and it is useless, 
as the committee points out, to train the public to 
demand good dental treatment unless the dental 
services are adequate. The care of the teeth should 
begin before birth with the diet of the expectant 
mother ; it is important that she should be taught 
this, but it is at least equally important that she 
should be introduced to the advantages of conserva- 
tive dentistry before the child is born. In some 
L.C.C. hospitals all antenatal patients: are seen .by 
the dental surgeon and invited to have any necessary 
treatment; and the Eastman Dental Clinic has a 
staff of women dental surgeons who treat expectant 
mothers attending the Royal Free Hospital. These 
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12. Dorata, A. M. and Bowden, S. Pharmaceut. J. June 7, 1941, 
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13. Issued by the Joint Planning Committee of Dental Students. 


Obtainable from the secretary of the committee, Royal Dental 
Hospital. 1s. 
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are exceptions, however; in most antenatal clinics 
there is no routine inspection by a dental surgeon. 
The child, before he goes to school, gets little dental 


- supervision beyond that. given by the welfare doctor ; 


though at a few welfare centres various degrees of 
dental treatment have been arranged. At school he 
is under the care of the school dental service. In 
1939, it seems, 69% of the children inspected required 
treatment, but only two-thirds of these actually. 
received it. In most cases dental inspection is only 
made once a year, and treatment can only be carried. 
out if the parent consents and brings the child to 
keep the appointment. Local authorities usually 
employ only one full-time dental surgeon for 4000— 
6000 children. The provision is made for the numbers 
of children ordinarily accepting treatment; thus in 
a school population of 5000 only about 2300 children 
might be expected to accept. Good simple treatment 


can be given by one dentist to about 1450 children — 
yearly ; if that number is increased the standard of . 


work suffers proportionately. This has been respon- 


. sible for much of the unpopularity of conservative 


work in school dentistry ; the parents can scarcely 
be blamed for refusing it in such circumstances, and 
that it often is refused is evident from the school 
reports. In Kent it has been noticed that many 
parents, though unable to afford private dental 
treatment for their children, are yet unwilling to take 
advantage of the clinics; in Holland, Lincolnshire, 
caries of the temporary teeth is increasing ; and one 
Nottingham mother who had agreed to send her child 
overseas withdrew him when she was told that dental 
treatment was essential. Such incidents could have 
been avoided, perhaps, if the dental profession had 
resisted from the start any attempt to burden them 
with more work than they can do with credit. Some 
local authorities, however, are aware of the inadequa- 
cies of their services, and are doing their .best to 
improve them. On leaving school at 14 the child 


can get no more dental benefit until he becomes 


eligible under National Health Insurance at 19. 
Much ill health and unnecessary loss-of teeth result 
from this gap in treatment at a period of life when 
dental caries is most rife, and a large part of the 
work of the school dental service is wasted. There 
is a scheme for dental inspection and treatment 
of adolescents at Cambridge—apparently the only 
one in England. Coupled with their fine school 
service this has an opportunity to do invaluable 
work. 


As things are, 13 million of our people get N.H.I. 
dental benefit and 5-6 million children and infants 
are covered by the school and infant-welfare services ; 
this leaves 24 million for whom there is no regular 
provision of dental treatment by the state. 
comparatively small proportion of these can afford 
to pay the full dental fees, yet most dental surgeons 
serve only this group. The dental register has 
remained stationary at -14,000-15,000 practitioners 
for the past fifteen years. The committee estimates 
that probably about 343 million people need regular 


dental treatment, and that even if each of them 


visited their dentist only once a year, every dentist in 
the country would have to see at least eight patients 


‘aday. There are dental clinics, so-called commercial 


practices, which cater for the poorer sections of the 


community ; these, run on efficient and economical 
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lines and doing work of good quality, are financially 
very profitable. About seventy large firms provide 
dental services for their employees. It is significant 
of the present low standard of public education in 
the care of the teeth that a relatively small number 
avail themselves of N.H.I. facilities. 

The 15,000 dental practitioners in the United 
Kingdom vary greatly in the training they have 
received. The committee sent out questionnaires to 
11 English dental schools and received 8 replies. 
These showed that the average training in modern 
prosthetic techniques, orthodontics, radiography, 


anesthetics, minor oral surgery and conservative | 


dentistry for children is barely sufficient for the 
demands of good dental practice; and that the 
standard demanded of the student varies widely. 
Thus the numbers of dentures which students were 
required to complete ranged from 6 to 25 in different 
schools, and the hours spent weekly in conservation 
work varied between no fixed number of hours, 20 
hours enforced, and 27 hours not enforced. In many 
hospitals there was lack of modern equipment, 
shortage of tutors and demonstrators, tendency to 
neglect backward students, and insufficient supervi- 
sion. In addition the status and training facilities 
for dental mechanics are said to be poor, and the 
help that dental students receive from these skilled 
craftsmen is often inadequate. The committee 
promises to publish later a final section on planning 


for post-war dentistry. A remark in their last 
chapter des serves the attention of our medical 
planners: “The education of medical students in 


dental matters is meplorably neglected,” 
COOLING DRUGS AND COOLING CENTRES 


In the region of the hypothalamus there are centres 
which exert such a profound influence on temperature 
regulation that they have been designated the 
temperature centres. Their identification has stimu- 
lated a great deal of research on the physiology of 
thermal equilibrium and has provided a foundation 
for hypotheses purporting to explain pyrexia and the 
mode of action of antipyretics. The centres appear to 
act as a thermostat which in the human subject is set 
at about 98-4° F. but permits of a diurnal fluctuation 
of approximately 1° F. They are themselves sensitive 
to thermal variations in the fluid that bathes them—if 
_the blood in the carotid artery is made excessively hot 
the skin reacts as it would to a sharp rise of external 
temperature. Mechanical. irritation of the heat 
centres in experimental animals also causes a rise of 
temperature ; the thermostat readjusts itself to 
operate at a higher level. This curious phenomenon 
made possible the classical experiments of GOTTLIEB 

on the pharmacology of the antipyretics. He showed 
that quinine and drugs of the phenazone group 
abolished this artificial pyrexia, but whereas quinine 


achieved its effect by, depressing tissue metabolism | 


(letting the fire burn low) the newer antipyretics 
struck at the heat-balancing mechanism; he also 
showed that these drugs shared with morphine and 
chloral hydrate a narcotic action on the thermogenic 
. centres, which so upset equilibrium that thermolysis 
became urgently necessary in order to restore the 
balance. The loss of heat from the skin under these 
conditions is so brisk that cooling may be compared 
to flinging open the windows. The hypotheses of 
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early workers receive corroboration from the fact 
that direct application of antipyretics to the hypo- 
thalamus is even more effective than intravenous 
administration. It is noteworthy that the antipyretic 
action of the phenazone group of drugs is seen only 
when the temperature is raised ; they have no action 
on the normal subject. Such was the rage for anti- 


“pyretics which prevailed in the closing decades of 


last century that attention was focused almost 
exclusively on drugs that produced dramatic effects — 
which could be represented by precipitous curves on 
temperature charts. Pharmacologists of the time 
were slow to elaborate the conception of hypothalamic 
centres governing temperature regulation, but in:1901 
HARNACK and his associates showed that picrotoxin, 
aconitine, veratrine and santonin lowered body tempera- 
ture in apyrexial animals and they suggested that the 
action ‘was probably due to stimulation of a cooling 
centre. The discovery that section of the cervical cord 
abolished the action of these drugs suggested an 
anatomical relationship to the other temperature- 
controlling centres, and it was found that a rise or a 
fall of temperature could be produced by electrical 
stimulation of various parts of the hypothalamus. 

Localisation was carried a step further by the dis- 
covery that lesions of the hypothalamus behind the 
corpora mamillaria produced a fall of temperature. ' 
The fact that the cooling action is diminished by 
hypnotics suggests that the centre responsible shares 
certain physiological properties with the thermogenic 
centres. The cooling action is accompanied by a — 
decrease in oxygen consumption and a fall in. the 
metabolic rate. . Thus there is a resemblance between 
the action of quinine in non-malarial pyrexia and the 
effect of the picrotoxin group of drugs on the normal 
animal. Whether the resemblance amounts to any- 
thing more than a superficial likeness it is difficult to 
say ; but perhaps it would be worth while to investi- 
gate the antipyretic action of quinine again from this 
point of view, using the new technique based on the 
thermocouple and’ the string galvanometer for 
measuring skin temperatures. 

Lately RosrnTHaL,) working on rabbits, ,has con- 
firmed that picrotoxin and aconitine, injected into the 
infundibular region, have a cooling effect on the 
animal; the fall of temperature amounted to 4-1° C. 
after 1 pg. of picrotoxin and 5-6°C. after 0-03 yg. 
of aconitine. The cooling effect of the two drugs 
injected simultaneously was greater than the algebraic 
sum of the effect of each. Arguing from observation 
of the side-effects of aconitine on the heart rhythm 
and on the electrocardiogram, ROSENTHAL suggested 
that the simultaneous disturbances of cardiac action 
are almost certainly due to stimulation of hypo- 
thalamic centres, and therefore that the cooling effect 
of the drug is also attributable to central stimulation 
rather than paralysis. The grounds for this hypo- 
thesis are hardly satisfactory. He mentions the 
side-effects on the heart as evidence suggesting the 
site of action of the drug, and anticipates the criticism 
that even the fall in temperature may be due to a toxic 
action on the cardiovascular system by stating that 
even when “no cardiac changes ” occurred the body 
temperature fell considerably. It should be remem- 
bered, however, that normal electrocardiograms may 
be obtained even when cardiac efficiency has 


1. Rosenthal, F. E. J. Pharmacol. April, 1941, p. 305. 
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diminished to the point of circulatory collapse. 
Furthermore, the rapid onset of hyperglycsemia. which 
ROSENTHAL shows as an accompaniment to the fall of 


temperature after aconitine suggests a sympathetico-. 


Inimetic action rather than vagal overactivity ; 
indeed, a fair interpretation of this phenomenon is 
that the sharp fall of temperature stimulated the 
adrenal to staunch the flow of radiant heat by means 
of vaso-constriction, and that the accompanying 
hyperglycemia reinforced this mechanism, which 
aimed at restoring thermal equilibrium. The well- 
known antagonism between picrotoxin and the 
barbiturates is illustrated by RosSENTHAL’S experi- 
ments ; the cooling action of picrotoxin was practic- 
ally abolished by the simultaneous injection of 
phenobarbitone. The fact that these two drugs 
cancel one another out in the pharmacological sense 
rather than by chemical union is confirmed by the 
observation that either of them alone is capable of 
producing a fall of temperature. Moreover, the 
‘masking effect of the phenobarbitone on the picrotoxin 
cooling phenomenon proves that this cooling action 
must be the result of stimulation of a separate centre 
and not merely the consequence of paralysis of heat- 
production centres. One of the dangers of being under 
the influence of narcotics is that these drugs produce 
‘increased susceptibility to changes in temperature in 
one’s surroundings. HERRMANN ? has shown that sub- 
hypnotic doses of depressants to the central nervous 
system, including morphine, 
paraldehyde, cause loss of control over temperature 
regulation ; and the toxicity of these drugs was found 
to be increased by low environmental temperatures. 
These results, obtained in animals, may have some 
therapeutic application in the management of patients 
who are allowed to go about while receiving hypnotic 
drugs—epileptics, for example, who are taking several 
grains of phenobarbitone daily. Furthermore, a few 
years ago we were assured by “the trade” that every 
sailor knows that rum keeps the cold out, and 
pharmacologists were bewildered by this contradiction 
to their own teaching. Certainly if HrRMANN’s 
results are applicable to the methane series of 
narcotics generally rum is more likely to let the cold 


in, though the sailor with rum inside him may not 


care either way. 

So far the drugs which have been shown to possess 
this cooling action are also noteworthy for their high 
toxicity. Picrotoxin is finding its way back’ into 
therapeutics merely as an alternative to strychnine 
in the treatment of barbitone poisoning, but even 
here the drug is rightly classified among the desperate 
remedies. Aconitine once enjoyed a considerable 
reputation as a diaphoretic and antipyretic, but a 
well-founded prejudice against cold sweats and 
increasing recognition of its harmful effects led_to its 
abandonment by the physician.. In any case, such a 
drug could hardly be expected to hold its own when 
aspirin was made available. Perhaps the main value 
of the recent precise work on cooling drugs is that it 
justifies a search for new substances—possibly syn- 
thetic products—with a pharmacological action on the 
hypothalamus comparable to that of the picrotoxin 
group of drugs, and yet having that margin of safety 
which PovLsson used to call ‘ latitude of therapeutic 
action.” 


2. Herrmann, J. B. Ibid, June, 1941, p. 130. 
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Annotations 


RADIOLOGY AS A CAREER 


THE events of the last two years have shifted many 
medical careers into other channels and have raised 
doubts about the prospects after the war of this or that 
branch of medicine. There is however little doubt that 
there will be a shortage of radiologists unless newly 
qualified men turn their thoughts now in that direction. 
The Ministry of Health is prepared to enrol in the 
Emergency Medical Service radiology house-surgeons at 
Appli- 
cants must satisfy the deans of their medical faculties or 
schools that they intend to take up radiology and are 
prepared to enter for a diploma in medical radiology at 
the termination of their course of study. ‘The selected 
hospitals will be so situated that attendance at courses 
of instruction will be practicable, and successful appli- 
cants will be required to undergo the appropriate course 
of instruction, paying the necessary fees. Applicants 
must have held a house appointment at a hospital for 
at least six months, and preference will be given to those 
with longer clinical experience. The salary will be at 
the rate of £200 a year with an additional £100 for board 
and lodging if the officer is required to live outside the 
hospital. Applications should be made (through the 
deans or group officers) to the Director of Establishments, 
Ministry of Health, Caxton House, London, 8.W.1. 


FOUNDATION OF THE NUTRITION SOCIETY 


NUTRITION, more than almost any other subject, 
concerns scientists of widely different training and 
outlook. The clinician has always been concerned with 
dietetics, and in the last 25 years he has come to recognise 
more and more diseases caused by nutritional deficiencies. 
The study of the digestion, assimilation and metabolism 


chemists are engaged more on nutritional problems than 
on any other single branch of their science. Economists, 
sociologists, public-health officials, agriculturists and 
chemists too are all deeply concerned with the science 
of nutrition, but there has hitherto been no common 
meeting ground for discussion. Even the Biochemical 
and Physiological Societies and the nutrition panel of 
the Society of Chemical Industry include only a minority 
of those who are interested in nutrition. Before this 
war workers engaged on nutritional research had often 
discussed the desirability of founding a scientific society 
that would embrace all who had a genuine interest in 
the various branches of the subject. A year ago an 
informal group composed of about twenty representatives 
of the main laboratories working on nutrition started to 
meet about once a month. But it soon became apparent 
that even in war-time it was desirable to have meetings 
that were more formal and had a much larger attendance. 
Representatives of the institutes interested therefore met 
at the Royal Institution and decided to form. the 
Nutrition Society, with the following provisional com- 
mittee: Sir John Orr, M.D., F.R.S., Rowett Research 
Institute (chairman); John Hammond, F.R.S., School 
of Agriculture, Cambridge (vice-chairman); Leslie 
Harris, D.Sc., Nutritional Laboratory, Cambridge (hon. 
secretary); A. L. Bacharach, Glaxo Ltd. (hon. treasurer ; 
Harriette Chick, D.Sc., Lister Institute ; Ethel M. Cruick- 
shank, Ph.D., School of Agriculture, Cambridge; H. H: 
Green, D.Sc., Veterinary Laboratory, Weybridge ; Prof. 
H.P. Himsworth, M.D., University College Hospital ; Prof. 
A. St. G. Huggett, M.B., St. Mary’s Hospital; Franklin 
Kidd, D.Sc., Food Investigation Board; $S. K. Kon, 
D.Sc., National Institute for Research in . Dairying ; 
B. S. Platt, M.B., Medical Research Council; H. M. 
Sinclair, D.M., Department of Biochemistry, Oxford. 
About 230 scientists who are or have been working on 
nutrition have been invited to become original members ; 
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this number includes about 50 medical men and women. 
During the war the society will hold meetings for the 
discussion of specific topics at various research institutes, 


and the first meeting is to be held at Cambridge on’ 


Oct. 18, when the subject for discussion will be ‘‘ The 
Evaluation of Nutritional Status.” The meeting starts 
at 11 a.m. with an introductory address by Sir Gowland 


: Hopkins. This is followed by Drs. Harris, Sinclair, 
- John Yudkin and G. W. Robertson on ‘ Assessment 


of the level of nutrition in man”; Dr. Platt, Dr. R. H. 
Dobbs; and Mr. W. C. W. Nixon oñ “ Clinical signs of 
dietary deficiency’’?; Drs. C. Crowther, Green and 


Hammond on “ Nutrition of farm animals”; and then — 


an open discussion. 

It has been difficult in the past for the dindaa to 
keep in touch with the advances made by the biochemist, 
and the agriculturist planning production has rarely 
been in direct contact with the dietitian who knows the 
community’s needs. This new society will bring them 
together in the same room. 


ELECTROLYTIC SODIUM HYPOCHLORITE 

In the treatment of wounds and burns by the envelope 
method, Bunyan? used sodium hypochlorite prepared 
by the electrolysisof brine in preference to Dakin’s solution 
or eusol. Carey? has described a simple apparatus by 
which the dispensaries of the smallest hospitals could 
prepare the solution. A platinum wire and a carbon 
rod serve as electrodes. The electrolyte is cooled by 
passing a stream of cold water through a piece of glass 
tubing suitably bent. Failure to prevent the solution 
heating leads to formation of sodium chlorate. The 
solution used is 18% sodium chloride in water. Electro- 
lysis sets free chlorine at the anode and sodium at the 
cathode. The sodium reacts with water immediately 
to form sodium hydroxide which in turn reacts with the 
chlorine liberated at the anode, forming sodium hypo- 
chlorite and sodium chloride. The process is continued 
until about 1% sodium hypochlorite is present. If the 
solution is then: diluted twenty times an isotonic fluid 
results. Continuous current must be used; Carey used 
a trickle charger giving a potential of 12 volts and a 


maximum output of 1 ampere but this was rather slow. . 


The yield depends on the amperage, and the reaction 
can be speeded up by using a higher voltage. The only 
limit is that set by the heating of the solution, which is 
also proportional to the amperage. 


THE RICKETTSIASES | 

ANYONE who tries to classify and describe the many 
diseases now known to be caused by rickettsias must 
face the fact that there are still gaps in our knowledge 
of their etiology, pathology and immunology, though on 
the clinical side there is a fairly broad basis of substantial 
fact. An attempt to summarise the present position 
has been made by Blumer.’ The rickettsias are a widely 
distributed group of organisms primarily occurring in 
insects ; possibly they may represent bacteria modified 
by generations of existence in insects, although it must 
be .remembered that insects are also parasitised by true 
bacteria which show.no similarity to the rickettsias. 
Some include the agents of psittacosis, trachoma, inclu- 
sion conjunctivitis, lymphogranuloma venereum and 
conjunctivitis in cattle, sheep, pigs and pigeons among 
the rickettsias, but at present it seems better to regard 
these organisms as viruses, for though they have certain 
morphological and tinctorial ‘similarities to rickettsias 
there is no evidence that they are in any way associated 
with insects. Some of the rickettsias are pathogenic to 
man, to their insect hosts and to susceptible animals, 
while others are apparently harmless symbionts. Blumer 
sa out that there are a similarities between the 

. Bunyan, J. Brit. med. J. 1941, 2, 1. 
2. Carey, J. Pharmaceut. J. Aug. 23, 1941, 
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rickettsiases seen in man and animals. Thus all rickett- 
sial infections are transmitted through vectors—lice, 
ticks, larval mites or fleas. <A given rickettsia, however, 
may be transmitted by more than one genus of vectors 
or by different vectors of the same genus. In some 
rickettsiases there is a primary lesion at the point of 
inoculation ; this is true of fiévre boutonneuse, South 
African tick-bite fever and Japanese river fever or 
tsutsugamushi disease but not of others. All the 
rickettsiases tend to present clinical resemblances in a 
sudden and often severe onset, a tendency to terminate 
by crisis, sometimes skin eruptions of a hemorrhagic 
type and often involvement of the central nervous system. 

Recent observations suggest that many rickettsial infec- 
tions involve the lungs setting up a pneumonitis or 
interstitial pneumonia. The essential pathological feature 
common to all rickettsiases is an involvement of endo- 
thelial cells.. In the blood-vessels this involvement 
causes proliferative and degenerative changes that are 


chiefly responsible for the skin eruptions and hemorrhages 


as well as for the changes in the central nervous system. 
It is curious that despite the frequency of typhus epide- 
mics there is still no agreement as to the leucocyte 
changes in this disease, though there is evidence to show 
that a polymorphonuclear leucocytosis is more common 
than in any virus infection. In one important point 
exanthematic typhus shows a similarity to many virus . 
diseases—in the occurrence of inapparent infections. 
In a Belgrade epidemic it was found that the serum of 7 
13% of a group of apparently healthy people gave a 
positive Weil-Felix reaction in dilutions ranging from 
1: 100 to 1 : 800, and only one of the group had previously - 
suffered from clinical typhus fever. The blood of some 
of them was still infectious for guineapigs. 


OSTEOMYELITIS OF THE SPINE 


Lannelongue? first described a case of osteomyelitis of 
the spine in 1879, but the difficulties of diagnosis and 
treatment have yet.to be overcome. Three main clinical 
types have been described aecording to the degree of 
virulence of the disease process. In the fulminating 
cases the picture of septicemia is uppermost, local signs 
being masked by the severity of the general symptoms. 
Blood-culture is almost always positive, and few 
reported cases have recovered. The subacute type is 
marked by early abscess formation in addition to the 
general signs of infection, and symptoms referable te the 
affected vertebrez are usually evident. Symptoms sugges- 
tive of an infection of the urinary tract are constantly 
seen when the dorso-lumbar region is affected, and may 
give rise to errors in diagnosis. Bony changes on X-ray 
examination are not seen until the third week, although 
radiography may be of value in disclosing deeply lying 
abscesses as early as the seventh day of the disease. The 
chronic type is more rare, but is of particular importance 
owing to the danger of confusion with Pott’s disease. In 
differentiation age, rate of progress and the radiological ` 
appearances will help. ` Osteomyelitis mainly affects 
adults, tuberculous caries mainly children ; even in the 
chronic type osteomyelitis progresses more ' rapidly than 
tuberculosis ; radiologically, osteomyelitis destroys the 


intervertebral disc earlier and spreads more quickly to 


the adjacent vertebra. - Regeneration of bone is seen 
during the healing stage of tuberculosis, but this is more 
definite in osteomyelitis and usually goes on to new bone 
formation and even bony union. The three types of 
osteomyelitis were clearly differentiated by Butler, 
Blusger and Perry,? who described a case which was 
unaffected by sulphapyridine but steadily improved on 
Holmberg? has described seven cases, 


1. Lannelongue, O.-M. Acute Osteomyelitis during the Period of 
Growth, Paris, 1879. 
25 Pauer EC. B., Blusger, I. N., and Perry, K. Lancet, 1941, 1 
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one of which he suggests was influenzal. He maintains 
that the rarity of osteomyelitis in the vertebre when 
compared with the long bones is due to a local immunity 
of the vertebral red bone marrow. He points out that a 
focus of infection is often present‘and mentions that 
Fraenkel demonstrated bacteria in some patients who 
had died from infections although there had been no 
local symptoms during life. Apart from chemotherapy, 
whose value in this condition has yet to be confirmed, 
treatment consists of immobilisation in a plaster bed or 
jacket in the later stages, with drainage of abscesses and 
(rarely) with removal ‘of free sequestra. 


GROWTH OF THE OVARIAN FOLLICLE 


As follicles grow they first sink into the ovary, and as 
they increase in size and develop thecæ and an antrum 
they move again to the surface. According to Strass- 
= Iman,’ who has published a full account of his laborious 

research on follicular growth, the downward growth of 


the small follicle is due to the lesser resistance of the 


interior of the ovary as compared with the ovarian 
cortex. On the other hand the return of the follicle to 
the surface is due to eccentric growth of the theca 
interna, which develops a thick growing cone, overlaid 
by a thin and. non-resistant layer of theca externa, 
towards the surface of the ovary. On the opposite 


` pole of the follicle the theca interna is thinner but is . 


overlaid by a thicker theca externa. The theca interna 
cone has a definite tropism to the nearest point of the 
ovarian surface; the granulosa cells can push their way 
more easily among the soft cortical cells than they can 


towards the deeper parts of the ovary. This conception 


of the way in which the follicle moves is different 
from older views which related the return of the follicle 
to the ovarian surface purely to mechanical growth. It 
will be interesting to discover whether the theca interna 
also plays an active réle in ovulation, rather than the 
passive one which is generally ascribed to it. 


PLANTAR RESPONSE IN HEALTHY. INFANTS 


THERE are said to be seventy articles in eight languages 
on the plantar response in infants, but Dr. Myrtle 
McGraw ? of New York has usefully made the number 
seventy-one in a study of 75 normal children ranging 
from the newborn to the five- -year-old. Repeated 
examinations were made at monthly or longer intervals 
and records of 1011 observations were obtained, of which 
74 were on motion-picture film and 937 were written 
protocols. The stimulus consisted of a light stroke with 
a toothpick along the lateral aspect of the sole and across 
the metatarsal arch to a point proximal to the great toe. 
Notes were made ‘of the reactions observed, including 
movements of the leg as well as flexion and extension of 
the toes. The types of response elicited could be 
broadly divided into three groups. In the younger 
children, and characteristic of the first four months of 
life, was the mass-reflex. Here, dorsiflexion of the toes 
is accompanied by movements of the entire leg—contrac- 
tion of the flexor muscles at the hip, knee and ankle as 
well as dorsiflexion of the toes. The most consistent 
part of the response is a sudden, total withdrawal of the 
whole extremity. Next comes the transition phase: 
the speed of withdrawal is diminished and consists 
- principally of an abductor response of the leg. Plantar 
flexion of the toes is more common, although there is 
considerable variation in the movement of the toes and 
* the great toe. This'transition phase develops slowly and 
is predominant by the end of the first year. The third 
phase, termed the “‘ segmental reflex phase,” was common 
to all the children after the age of two and a half years. 
The response to plantar stimulation becomes increasingly 
restricted until it consists of movements of the ankle and 


1. Strassman, E. Amer. J. Obstet. Gynec. March, 1941, p. 363. 
2. Amer. J. Dis. Child. June, 1941, p. 1215. 
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toes only. . Ankle movements are flexion, inversion and 
eversion, and the common response of the toes is plantar 
flexion, movements being much slower than those 
In a few children the 
type of plantar response was correlated with the develop- 
ment of erect locomotion, and in 26 out of 33 the onset 
of the third phase, the ségmental reflex phase, oecurred’ 
about the time of deliberate walking. Although in - 
most children this third phase had been reached by - 
three and a half years, dorsiflexion of the toes was 
elicited occasionally as late as four or five yeats. In 
these later age-groups, however, such extensor responses 


_ Were not accompanied by the mass withdrawal reaction 
characteristic of the newborn infant. — 


SYPHILIS OF THE LUNG 
THE clinical diagnosis of acquired pulmonary syphilis 
is never easily made. This is due partly to the propensity 
of syphilis to mimic other conditions and partly to the 


rarity with which treponemata can be demonstrated 


before and after death. Pulmonary manifestations are 
unusual in the secondary stage. When they do occur 
they resemble, in the bronchial mucous membrane, the 
lesions found higher in the respiratory tract; a lobar 
pneumonic form has also been described at this stage. 
It is, however, in the tertiary stage that the parenchyma 
of the lung is most often involved and the standard . 
works on respiratory medicine portray distinct patho- 
logical guises in which the infection appears. Pneumonia 
(sometimes with a lobar distribution), an indurative or 
fibrotic form, and gummata either large or miliary are 
all recognised. Pearson and De Navasquez,! from per- 
sonal observations and a study of the literature, have 
lately sought to harmonise these multiple manifestations . 
into the changing sequence of a single process. They 
regard an acute interstitial pneumonia as the starting- 
point ; this may organise to produce a diffuse sclerosis 
or may undergo necrosis with gumma formation. The 
differences encountered, therefore, become one of degree 
and of time rather than of a fundamental type of reaction. 
They view the whole process of parenchymatous pul- 
monary syphilis as dependent on a disease in the medias- 


` tinum, and of all the organs that can act as a pivot point 


the aorta takes pride of place. Thus Carrera? found 
syphilitic infection in the heart and aorta of all the 12 
cases of lung syphilis that he studied and the same was 
true of the case reported by Pearson and De Navasquez. 
The association is too constant to be solely due to chance, 
even when allowance is made for the high incidence of 
aortitis in syphilis, and it is now becoming axiomatic that 
the diagnosis of pulmonary syphilis, either during life 
or after death, is open to question unless there is found, 
in addition, reasonable evidence of specific aortitis or . 
of aneurysm. The criteria for the successful clinical 
récognition of parenchymatous pulmonary manifesta- 
tions of acquired tertiary syphilis can be summarised 
thus: (1) an anomalous history of pulmonary disease 
that may be brief or may be measured in months or even 
years ; (2) the exclusion, by recognised methods, of other 
causes for the lesion, especially tuberculosis ; (3) the 
presence of syphilis in other organs or the stigmata of 
past infection; (4) positive serological findings; (5) a 
ready response to antisyphilitic treatment particularly 
when revealed by serial radiograms; and (6) evidence 
of mediastinal disease, especially aortitis and aneurysm. 
Appraisal of all the evidence in the light of these points 
will do much to prevent the diagnosis of lung syphilis 
from resting on an insecure foundation; conversely, 
Dr. Clark’s case reported in this issue comes as a 
reminder of how sometimes the spirochetal origin of 
an obscure pulmonary illness can confidently be 
inferred. 


1. ow R. S. B. and De Navasquez, S. Guy's Hosp. Rep. 1938, 
2. Carrera, J. L. Amer. J. Syph. 1920, 4, 1. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


‘THERE must be quite a number of people who move in’ 


circles far higher than I have ever had hopes or wishes of 
attaining who get a lot of quiet fun out of the present 
Anglo-Soviet accord. Some of us humbler ones have 
for many ‘years tried to persuade our fellows that the 
inhabitants of the U.S.S.R. were not barbarians. We 
had tried to disillusion those of our colleagues who clung 
to the belief that savages with whiskers, blouses and 
top-boots, bloody in deeds and crude in ideals, were the 
rulers of the real U.S.S.R. We had tried to tell our 
fellow-workers in science and medicine that we did ill 
- Service to our calling in closing our minds to the remark- 
able contributions to knowledge made by the workers in 
the Soviet Republics. Now, I and those others who 
have striven to obtain some recognition for the Russian 
contributions to science, to medicine, to art and literature 
have the laugh of our fellows. It is almost pathetic to 
follow the painful efforts of our journals to fall into line 
_ in an inglorious unanimity for praising Russian scientific 
achievements. But to one who has striven in the days 
_of that stupid blindness of British orthodox outlook 
towards these things, the whole business seems pitiful 
beyond the last dreams of cynicism. It is not a laugh 
that one gets from these reflections—it is a heart-wrung 
tear and a soul-felt prayer. Are we all so small that, 
because some of us by background, traditions, possessions 
or privileges disliked the Russian political regime, we 
fancied we could despise the scientific advances made by 
these people ? Surely the world has been disillusioned 
py oN That the military organisation of the U.S.S.R. 
warfare is a small thing. To surprise a Blimp is a trivial 
attainment. But that science, in the person of thousands 
of British scientific workers should be surprised, now 
that it has come to realise the advances made in, the 
Soviet Union, is surely a matter for regret. It is a pitiful 
satisfaction to indulge in that lowest form of asserting 
one’s justification by saying ‘‘I told you so’’: but at 
times it is difficult to avoid doing it. 
* * * 

Cecil Houses—only three now instead of five—have 
held by their bargain: women still find there tea and 
bread-and-butter night and morning, a clean bed, a hot 
bath, facilities for washing clothes and the use of a warm 
gay sitting-room, for a shilling a night with no questions 
asked. But for the first time since the original house 
was opened in 1927 the trust has ended up the year with a 
balance on the wrong side. Once the foundation costs 
are paid the houses are normally self-supporting ; but 


nowadays rates, gas, light, fuel and provisions have all. 


risen in cost; blackout materials have been a recurrent 


expense as blast and broken glass take their toll of them. 


The show house in Boswell Street was an air-raid casualty 
' and has had to be closed until reconditioning is possible. 
The Kensal Road house is not easily reached in the 
blackout ; the women hesitated to cross the dark canal 
bridge, and the reduction in numbers made running 
costs too heavy to keep open. It has been rented to the 
Ministry of Pensions during the war. The remaining 
three houses, though knocked about, have been able to 
carry on in spite of adventures in which they lacked gas, 
water and light, or contended with broken windows. 
No-one was hurt in these raids, but first-aid repairs to 
the houses have been costly. i 

Yet the houses are needed more urgently than ever. 
They provide for many women their only security, and in 
the circumstances it has become impossible to restrict the 
time each one stays. Some have settled in as permanent 
guests, ensuring their lodging for 7s. a week; others 
are temporary guests seeking lodgings between jobs, or 
women staying in London to catch sight of relations or 
friends in the forces as they pass through; others are 
themselves on leave from the Services. Nearly all are in 
work ; they come back in the evening to cook their meals 


in the communal kitchen and exchange gossip of the day’s | 


doings before adjourning to share the sitting-room fire or 
—the younger ones—to enjoy dancing and music in a 
downstairs room. Before the war the houses were shut 
during the day, but now this regulation is relaxed ; the 
houses are open in daytime, and those on leave can rest 


‘best of military reasons, it is the rule. 


rised our wretched Blimps by its efficiency in - 


or read there. A fund is kept for those who cannot 
afford to pay the shilling, but it is rarely drawn upon ; 
and there is a wardrobe for fitting out those who need 
them with clothing, hats and shoes. Women can bring 
their young children, paying 3d. for a cot beside the bed ; 
mothers and children occupy a separate dormitory, so 
that a crying child will not disturb the other guests. - 
To prevent the danger of spread of vermin or disease 
the beds are inspected every morning; if vermin or 
traces suggesting disease are found, bed and bedding 
are sent to a disinfecting station. The occupant of the 
bed, next time she comes, is taken aside and asked in the 
first case, whether she is willing to go to a-cleansing 
station, and in the second whether she will attend a 
doctor free of charge. She rarely declines but if she 
does it is explained to her that she cannot be admitted 
because of the danger to other lodgers. 


* * * 

The worst thing about Army doctoring is the little 
medicine in it. The work of an R.M.O. is invaluable 
and it couldn’t be done by anyone else ; but profession- 
ally it’s unstimulating routine and clinically it hardly 
ẹxists. Men must be kept healthy : if they misbehave 
by becoming sick off they go to hospital. In civil life 
the ‘‘ diagnosis, ill; treatment, hospital” sort of 
practice was exceptional. In the Army, and for the 
Now, the 
prevention of disease and promotion of health is a fine 
philosophy, and one to which I fully subscribe. Until 
the Golden Age arrives, however, it will still be useful 
for doctors to know quite a lot of medicine. Many of 
us in the Army, it seems to me, are in danger of disuse 
atrophy, of becoming stale and rusty, of forgetting the 
little that was acquired at such great pain, of finding 
ourselves on demobilisation with a necessary job done 
but worse doctors than we were on enlistment. This 
is a problem that wants tackling, and not by cosy 
planning but straightaway. Postgraduate education 
has never been a highlight of British medicine ; it was 
never so badly needed as now. ‘The answer seems . 
obvious. In this country the hospital is the.centre of 
medical education. Although this is strictly speaking. 
not a military responsibility at all, the military hospital 
could take over this function for the military doctors 
and district it serves. Clinical meetings are already 
fairly common though there is plenty of room for 
expansion. Much more to the point, one hospital I know 
of organises regular week-end schools. The specialists do 
their stuff and the local M.O.s.at the least enjoy it. Half 
lecture, half clinical, the two days are packed with strepto- 
coccal fevers, resuscitation, eyes, feet, vitamins, Vincent’s 
angina, effort intolerance, mental deficiency, gas, oxygen, 
running ears, scabies, and soon. There’s not much time 
for digestion in this rather Stakhanovite sort of effort 
but that happens afterwards, it is hoped. Schools like 
this, and on a larger scale, would be a great help. | 

The Army Medical Department itself issues excellent 
bulletins and leaflets from time to time, and courses 
are organised on many military subjects. Why not on 
just ordinary medicine and surgery ? And run perhaps 
by the universities on the lines of the ‘“‘ intensive ”’ 
weeks at Hammersmith ? Of course everyone concerned 
is terribly busy. . . . Probably the most useful measures 
of all would be a wider sharing of G.D.O. appointments 
at the hospitals and part-time attachments to the hos- 
pitals. But these involve all sorts of issues on which I 
haven’t the knowledge to speak. . 

* * * 

Twice I have decided that this war really has gone on 
long enough—once on the awful morning when there was 
no marmalade for breakfast, and again at the week-end 
when the family joint was beef and there was no mustard. 
Being bombed in one’s hospital or being called out as a 
member of a mobile unit to attend to air-raid casualties 
was all in the day’s work and somehow rather imper-— 
sonal; but these other matters brought the war very ° 
near home. Fortunately neither crisis lasted long; 
marmalade reappeared next morning and the mustard 
shortage was definitely overcompensated, since within a 
week our maid had produced a small tin, my grateful 
grocer patient a large tin and my sister turned up on 
leave with yet another large one. i 

This ‘‘ grateful patient ’’ of mine rather worries me. 
I had not seen him since well before the war, indeed I 
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had forgotten all about him till the other’ week when 
one of these minor food crises which are continually 


cropping up reminded me of him. I hesitated a long © 


time. Could I really have the brass neck to call on him, 
inquire after his health and gradually lead up to the 
major question of whether he could help me? In the 
end the domestic shortage of biscuits won the day—I 
took the plunge and the next time I was in his neighbour- 
hood boldly entered his shop. I am sure he saw through 
me at once, but he played his part like a gentleman, 
and a weekly call now seems part of the routine of a visit 
to town. The result is that I am never so popular at 
home as on the day of my London visit, whence I now 
return with a medley of biscuits, jellies, tinned fruit 
blancmanges or lime Juice—all those little extras utterly 
unessential to life but so delectable to the palate of a 
child. Actually my youngsters do not do too badly, as 
I usually manage to produce a weekly ration of chocolate 
from the enterprising steward of one of my hospitals 
who keeps a secret, if small, store of confectionery. 
Another minor shortage which is threatening to modify 
our social habits is the scarcity of sherry. I must confess 
to a certain disappointment when twice within a week 
I was invited out to dinner and both times had to sit 
down to a completely teetotal meal, and when this was 
followed by an invitation to coffee, because ‘‘ sherry is so 
difficult to get these days,’’ I felt that life really was 
becoming rather hard. But when I tackled my own 
wine merchant he said he could Jet any of his customers 
have half a dozen bottles of sherry a week, and if any 
Lancet reader has the price of half a dozen I will reveal 
his name. I shall expect a non-teetotal dinner in return. 


,* * xk 

There have been a lot of letters in the Lancet lately 
about the treatment of venereal diseases in the Forces. 
It is all very well the military saying that opportunities 
are given for treatment, when necessary even by doctors 
who are not in uniform in establishments administered 
by civilian authorities. I know that most commanding 
officers do their best for their men, but there is still the 
idea that a man with v.d. is a defaulter. There is no 
point in arguing about this; it is certain that he is also 
sick and that to deprive a man with gonorrhcea of his 
treatment because his unit is going on manceuvres is not 
only unfair to the man but military shortsightedness, for 
it may lead to his permanent invalidism and loss from his 
unit. If the military really think (which I don’t) that 
punishment has a prophylactic effect let it be given when 
he is cured and let his cure be expedited in every way. 

There is anather side to the question which seems to be 
almost completely neglected. There are concentrations of 
men in isolated rural districts which have only a very rudi- 
mentary public-health service. The soldiers get their treat- 
ment (and perhaps their punishment) without difficulty. 
In the case of their contacts the situation is reversed. The 
incidence of untreated female v.d. in certain rural districts 
is truly horrifying. It may be said that medical men as 
scientists have no business to be horrified, but what 
horrifies me is the attitude of local health authorities which 
refuse to recognise the very existence of the problem. 


x x% * 

_My wife has remarked that it’s all very well my being 
high falutin’ but what about infant’s food. Admittedly 
we have an allergic daughter (Freud never explained why 
doctor’s daughters are allergic) but the difficulty today 
in obtaining any artificial baby-food seems dispropor- 
tionate. No doubt brands of artificial food are more 
numerous than the physiological needs of infants 
demand, but something should be done to standardise 
the position. There are times when we cannot buy any 
brand of cereal food in a market town of 12,000 inhabitants 
for a year-old child. Surely the manufacturers could 
agree among themselves and produce several standard 
products suiting various age-groups and requirements 
and thus remove at one blow present distribution 
difficulties and the artificial complexity of an advertise- 
ment-controlled market. While we are on this subject, 
why should not oranges be only purchasable on production 
of an infant’s ration card? That would do more good 
to our war effort than using them as a diluent for gin in 
an A.T.S. subaltern’s cocktailat aThames-sideinn. Yes, 
I can hear you asking what I was doing there. The 
. answer is that I would’nt drink a Bronx if you stood me 
one. I like my alcohol recognisable. 
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Parliament 


FOOD PRODUCTION AND DISTRIBUTION 
CONVERSATIONS everywhere in England now turn often 


and eagerly to food. Our legislators also take at least an 


administrative interest in the topic for last week it was 
the subject of debate in both houses. In the Lords on 
Sept. 30 Viscount BLEDISLOE took as the text of his 
appeal for more feeding-stuffs for livestock the I.C.I. 
bulletin (No. 3) on ‘‘ Home Production and Use of 
Feeding Stuffs in War.’’ He asked whether the Govern- 
ment were in general agreement with its arguments and 
deductions; and whether in the light of them they 
contemplated amending their estimate of the number 
of livestock, especially poultry, we could maintain. 

The bulletin urges that the Government’s plans 
extend our acreage under wheat at the expense of crops 
grown for livestock, with an inevitable shrinkage of the 
stock and their products. Lord TEVIOT commended 
the words of Dr. Norman Wright! to the Government 
and urged that farmers should be allowed to keep at least 


. 10% of their wheat for their animals. 


Lord DawsoN said that experts did not always speak 
with a single voice and that he thought the Minister of 
Food, acting on misleading data, had over-penalised the 
hen, since it was a competitor for human food. But the 
intensive hen was a very remarkable creature, producing 
180 eggs a year, and second only to the cow as a converter 
of feeding-stuff. Milk and eggs were a very tower of nutri- 
tion strength and especially useful in the preparation of 
light foods for workers beginning to get weary in. mind 
and weak in their digestions. It was right that children 
and invalids should have priority but we also needed eggs 
to keep our active population fit and well, and housewives, 
a forcible group when they got going, were demanding 
that the production of the egg, an important appanage of 
their homes, should be maintained. It was important, 
Lorg Dawson continued, that we should produce protein- 
rich food for our animals and hens, not next year, but 
In the manu- 
facture of acetone there was a by-product containing 
large quantities of protein which had been used to feed . 
pigs and other animals in the last war, but at present 
was being wasted. There was also a synthesised 
protein of high value, made in part of dried yeast, which, 
he believed, was ripe for manufacture on a large scale. 
He urged the Ministry of Food to hustle this on. Trial 
was being made with sheep cheese, and a higher nutrition 
value was to be obtained from the ewe in terms of cheese 
than in terms of mutton. Lord Dawson also pleaded 
that tuberculin-tested herds should be protected. 
Certain food officers did not seem to realise that these 


cows had been gathered together for years past and if 


anything happened to the herds it would take years to 
undo the evil. Yet an order had been issued to reduce the 
quantity of tuberculin-tested milk by 200 gallons a week 
by Oct. 18. It was ironical for such a thing to happen 
when concern was being felt at the increased incidence of 
tuberculosis, and he felt there must be some mistake. 
We should endeavour to stay the down-grade process in 
the production of milk, for production is like virtue. It -` 
is easy to make a reputation, still more easy to lose it, 
and once lost it takes a long time to rebuild. The 
Marquess of CREWE declared that the Ministry of Food 
was an expedient, not an institution, but that manure was 
the pivot of British agriculture. 

The Duke of NORFOLK in his reply said that the 
Government was in agreement with the arguments but 
not the deductions of the I.C.I. pamphlet. It was true 
that we could not live by bread alone, but it was also true 
that we could not live by meat and eggs alone. Lord 
BLEDISLOE, while not pretending to be wholly satisfied, 
agreed to withdraw the motion. 

The debate in the House of Commons on Oct. 2 dealt 
with the distribution of our food and Mr. JAMES 
GRIFFITHS made a strong plea for extra food rations for 
miners, quarrymen, railwaymen, and for women entering 
factory life for the first time. He spoke for the workers 
and said, ‘‘ Give us the food and we will do the job.” 
Prof. A. V. HILL gave scientific support and emphasised 
that vitamins could not replace energy in the diet of 
heavy workers. The science of nutrition must not be 


1. See Lancet, Sept. 27, 1941, p. 373. 
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invoked to cover up Ministerial deficiencies by unintelli- 
gent uniformity. Major LLOYD GEORGE heartened the 
House by his sympathetic and cheering reply. From 
Nov. 17, he said, the domestic fat ration will be increased 
temporarily from 8 oz. to 10 oz. per week and the sugar 
ration from 8 oz. to 12 oz. He hoped the dried fruit 
position would be much better. He wanted to. en- 
courage the provision of canteens for heavy workers and 
to allocate to them substantially increased quantities of 
somefood. Catering establishments for essential workers 
would be treated in the same way. In the heavy industry 
canteens it was hoped to double the meat ration and to 
treble the sugar allocation. In trades where the work 
was not so heavy, meat allocation would be increased by 


a half and the sugar allocation doubled. He hoped also M.B 


to make available increased supplies of bacon and ham, 
cooking fats, processed eggs, and cheese. 

Sir E. GRAHAM-LITTLE said the diet of the heavy 
worker was better a hundred years ago when he had eaten 
wholemeal bread, milk and green vegetables instead of 
meat and white bread. He could not understand why 
the Government did not make our national wholemeal 


loaf. compulsory. Today it is not even in general 
supply. 


Dr. EDITH SUMMERSKILL thought it was 
unfortunate that malnutrition was not accompanied by 


a rash and reminded the Minister of Food of the increase 


in tuberculosis among young women. She pointed out 
that the expectant mother is expected to sustain two 
lives on one ration. | 


Plans for Tomorrow 


Speaking in the debate on the war situation Dr. HADEN 
GUEST said that the problems of the future were already 
reaching back to us in the present. One tremendous 

roblem would be health in Europe and in this country. 
far our health had been good but the report on public 
health in Scotland and other information showed that 
war conditions had caused an increase in tuberculosis. 
Our rationing and living and working conditions were 
good, yet in Glasgow there was an increase of 10% in 
tuberculosis due to the strain of war which would be 
multiplied in Europe and in the Soviet Union. Dr. Guest 
acclaimed the plans made at the conference of allied 
nations to send help and food to Europe as soon as 
hostilities stopped, but felt that Parliament might in 
principle go a little further. It would give heart to all 
people of good feeling if we began now to make plans 
on a world-wide scale to deal with the world health at 
the end of the war. 


{ Wives without Children 


On Sept. 30 Captain C. C. PooLE asked the Secretary 
of State for War whether he was aware of the poverty 
and hardship suffered by many wives and children of 
members of the Forces, and why these dependants were 
placed in a less favourable position than the dependants 
of those who remain in industry. Sir ROBERT GOWER 
also asked him if he was aware that experienced social 
workers reported that numbers of families of serving men 
find it impossible’ to manage on the present scale. 
Captain- GESSON referred both members to the 
PRIME ISTER’S reply to another question when he 
said that, while the recent revision of family allowances 
of junior officers was the first general improvement in the 
emoluments of officers since before the war, the family 
allowances of other ranks had been improved several 
times since that date and the pay of all N.C.O.s and men 
increased last year by 6d. a day war pay. But he was 
examining the suggestion that some of the families of 
other ranks are experiencing hardship and difficulty and 
he would make a further statement as soon as possible. 

In this parliamentary backchat the emphasis is rightly 
laid on the family, for it is the soldier’s wife with a brood 
of children who is having the hardest time today. Even 
with schools and day-nurseries it is difficult for her to get 
really remunerative work, and yet give her children the 
care and attentionsthey need. But the wife without chil- 
-dren can supplement her allowance with a well-paid job— 
indeed the Government is anxious that she shall volunteer 
to help build a spitfire or a tank. Or she may join one 
of the women’s services, where she not only gets her 
board, lodging, and pay but also receives an allowance, 
contributed jointly by her husband and the Government. 
With plenty of work for everyone and not enough money 
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to give as much as we would like to the soldier’s children 
should we not think again about the distribution of our 
pennies and consider making motherhood and not 
marriage the qualification for an allowance ? 


QUESTION TIME 


Medical Advisory Committees 


In answer to a question from Sir ERNEST GrRAHAM-LITTLE 
the Minister of Health said that none of the members of his 
medical advisory committees receives remuneration for their 
services. Their membership is as follows :— | 


Central Medical War Committee.—H. S. Souttar, F.R.C.S. 
(chairman) ; - Guy Dain, M.B.; J. W. Bone, M.B.: H. W. 
Pooler, M.B. ; Colonel A. H. Proctor, M.D. ; Prof. R. M. F. 

.B.; W. E. Thomas, L.R.C.P.E.; E. A. -C.P.1, ; 
D. G. Greenfield, F.R.C.S.; P. Macdonald, M.D. ; J.C. Matthews, 

D.; Prof H S.; J. B D.; G. E. 
F. W. Grant, L.R.C.P.E.; F. Gray, M.B. ; 
J..M. Johnstone, M.B. ; Sir Kaye Le Fleming, M.D. ; 'S. A. Win- 
stanley, M.B. ; Charles Newman, M.D.; Sir Charles Wilson, 

©. Girling Ball, F.R.C.S.; Sir Alfred Webb-Johnson, 
P.R.C.S.; Prof. W. Fletcher Shaw, P.R.C.O.G.; T. G. H. Shore, 
M.D. ; Russell J. Reynolds, M.B. ; D. Embleton, M.B.; J. D. M. 
Cardell, F.R.C.S.; A. A. W. Petrie, M.D.; C. B. Heald, M.D. ; 
Prof. Harry Platt, M.S. ; G. Lilico, M.B.; Janet Aitken, M.D. ; 
Sir Francis Fremantle, M.D.; Z. Mennell, M.B.; P. N. Panton, 
M.B.; J. Alison Glover, M.D. ; Sir Hubert Bond, M.D.; R. W. 
Craig, M.D. ; Prof. Sydney Smith, M.D. ; and F. M. B. Allen, M.D. 

Emergency Hospital Medical Service Commitlee.—Sir Robert 
Hutchison, M.D. (chairman); Colonel H. Letheby Tidy, M.D. ; 
Sir Hugh Lett, F.R.C.S.; Sir Alfred Webb-Johnson; Prof. W. 
Fletcher Shaw ; J. P. Hedley, F.R.C.O.G. ; H.S. Souttar; F. Gray, 
M.B. ; Charles Newman ; Prof. Picken; Sir Girling Ball; H. E. A. 
Boldero, D.M.; Sir Charles Wilson ; Prof. Burgess; K. W. 
Monsarrat, M.B. ; Prof. L. G. Parsons, M.D.; W. Allen Daley, 
M.D. ; Sir Maurice Cassidy, M.D. ; R. M. Vick, F.R.C.S.; R. St. L. 
Brockman, F.R.C.S. ; F. W. Grant; and T. H. G. Shore, M.D. 

Committee on Physical Medicine.—Sir Robert Stanton Woods, 
M.D. (chairman); C. W. Buckley, M.D.; Sir Henry Gauvain, 
F.R.C.S.; F. S. Cooksey, M.D.; E. J. Crisp, M.B.; 

M.B.; and J. G. Johnstone, M.B. 

Committee on Rehabilitation.—Prof. F. R. Fraser, M.D. (chairman); 
R. I. Stirling, F.R.C.S.; J. F. E. Prideaux, M.R.C.S. ; «As Ts 
Fairbank, F.R.C.S.; Sir Robert Stanton Woods; G. Riddoch, 
F.R.C.P.; H. E. Griffiths, M.S.; J. Rhaiadr Jones ; Lord Dawson, 
M.D.; Bernard Hart, M.D.; Gordon Holmes, M.D.; and Prof. G. 
Jefferson, F.R.C.S. 

Committee on Tuberculosis.—Sir Percival Hartley, M.D. (chair- 
man); J. H. Harley Williams, M.D.; J. B. McDougall, M.D.; 
D. A. Powell, M.D.; G. T. Hebert,’M-D.; N. Lloyd Rusby, B.M. ; 
J. Ferguson, M.B.; W. Allen Daley; and Norman F. Smith, M.D. 

Shelter Health Committee. —Lord Horder (chairman); Miss Cres- 
wick Atkinson, R.R.C.; Sir Wyndham Deedes; C. Cox, 
M.Inst.C.E.; and Colonel P. G. Stock, F.R.C.P. 


C.M.W.C. and Home Guard ; 

Replying to a question Mr. Brown said that to avoid undue 
interference with the medical organisation of the locality, 
Army Council instructions provide that no medical practitioner 


J. Cowan, 


_is to be enrolled in the Home Guard unless previous per- 


mission has been given by the local medical war committee. 
It is open to any practitioner aggrieved by the Committee’s 
decision to communicate with the C.M.W.C. under whose 
general directions the local committees act. If he is dis- 
satisfied with the conclusion of the central committee and 
wishes to make representations to me I shall of course be 
prepared to consider them. There is no representative of the 
Home Guard as such in the membership of the central com- 
mittee but an observer attends on behalf of the War Office. 


‘Medical Man- power 


An interim report has been received from the Shakespeare 
Committee and action is being taken on the recommendations. 
These include suggestions for the establishment of regional 
committees to promote the maximum coöperation between 
civil and service medical establishments, the continued 
recruitment for the time being of medical officers for the 


-Forces at the rate at which they are now being recruited, the 


compilation of particulars of bed accommodation and 
staffing for all civil hospitals and measures to secure greater 
mobility of resident medical staffs as between one hospital and 
another. (Mr. Brown replying to Sir FRANCIS FREMANTLE.) 


Alien Doctors i 


Under a recent order an alien doctor who fulfils the other 
necessary conditions may be placed temporarily on the 
Medical Register if he is to be employed as an assistant to a 
British doctor in private practice. The employment is in 
each case subject to the approval of the Home Secretary. 
(Mr. Brown replying to Miss E. RATHBONE.) ' 


Milk in Schools 


In answer to a question addressed to the President of the 
Board of Education, Mr. J. C. EDE stated that in May, 1941, 
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the number of public elementary school-children in England 
and Wales receiving milk under the scheme was 2,700,000 
compared with approximately 2,100,000 in March, 1940. 
Including schools other than public elementary schools, it is 
estimated that in May, 1941, nearly 3,000,000 children were 
taking milk in school under the scheme. 


Milk for the R.A.F. and Others 


Replying to Flight-Lieut. RALPH ETHERTON, who asked 
whether it was proposed to modify the present nil issue of 
fresh milk to R.A.F. units, Major LLOYD GEORGE said that 
the present demand for milk is considerably greater than the 
estimated production during the winter months and to ensure 
adequate supplies for mothers, infants, children and invalids, 
& Sremo of controlled distribution will be introduced on 
Oct. 12 on the lines indicated in his reply of Aug. 6. Adult 
consumers will receive part of their supplies in the form of 
condensed milk which will be available in much greater quan- 
tities than last winter, and it has been arranged that, save in 
special circumstances, the supply of milk to the Services shall 
be in this form. 


Medical Prisoners of War 


Mr. D. Sandys, financial secretary to the War Office, stated 
that some 500 medical personnel and chaplains are entitled 
to repatriation under the International Convention of 1929. 


Increase in Tuberculosis 


Replying to Dr. E. SumMERSKILL Mr. Brown said that he 
had arranged for a special inquiry to be made, with the 
assistance of the Medical Research Council, into the causes of 
the war-time increase in tuberculosis. The latest information 
available shows that on June 30 there were 1763 persons in 
England and Wales who had been on local authority waiting- 
lists for institutional treatment for upwards of 10 days. 
Arrangements were being made to release some E.M.S. beds, 
but it was not merely a question of beds, but of nurses. 

Answering a further question, from Sir E. GRAHAM-LITTLE, 
Mr. Brown gave the following table of female death-rates 
(per million) from tuberculosis in England and Wales. 


` Respiratory Other forms 
Ages 15-20 | Ages 20-25 | Ages 15-20 | Ages 20-25 
|] | |] | a 
1936 670 1039 129 97 
1937 652 1029 130 116 
1938 605 931 132 -93 
1939. 601 955 137 90 
1940* 692 1103 146 132 


* Provisional, based on the 1939 population. 


Medical Aid for China 


Mr. A. EDEN announced that the Government have agreed 
to make a grant-in-aid of £50,000 to the British Fund for the 
Relief of Distress in China. 


Annual Reports 


Replying to Sir F. ĘẸREMANTLE, the Minister of. Health 
stated that the regular series of reports of his department and 
- of his chief medical officer will be suspended till after the war, 
but a summarised report will probably be ready within the next 
two months. The President of the-Board of -Education 
proposes to defer the annual reports of his chief medical 
officer until after the war. The Minister of Labour hopes to 
issue the report of the chief inspector of factories for 1940 
within the next three or four weeks. 


Hospitat SURVEY IN BRISTOL AND District.—The new 
Bristol Hospitals Commission is sitting at the Council 
House, Bristol, Oct. 6-9 to initiate a survey of hospitals, 
voluntary and municipal, and of teaching services in 
the area with a view to.meeting current needs and the 
expansion and reconstruction desirable after the war is over. 
The Lord Mayor has invited local contributory schemes to 
submit observations to help solve the financial problem of 
the voluntary hospitals. The commission consists of 
Sir Farquhar Buzzard, Sir George Martin, Prof. G. E. Gask, 
. Dr. M. T. Morgan, Dr. John Buchan, Dr. J. P. Candler, 
Dr. A. Q. Wells, Alderman W. Hyde and Mr. S. Clayton 
Fryers. 


MEDICAL ASPECTS OF BOXING 
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Letters to the Editor 


MEDICAL ASPECTS -OF BOXING 


Srr,—In an excellent book J. Q. Crowther (1940) 
maintains that one of the outstanding scientists of the 
last century was Sir Humphry Davy. Davy was the 
first scholar who ‘sold science to the industrialists,” 
who applied to a practical purpose @ mass of expert 
information, making available to the people the fruits 
of a hitherto exclusively academic field of learning. The 
present state of physical education reminds me of that 
of British science in the time of Davy, Faraday and 


‘Joule. `. Physical education is one of the youngest 


children of science, unknown in its scope not only to 
the general public but to the majority of educated 

eople. There are few whose concept of its medical 
implications enables them to apply our present know- 
ledge. Physical education and sport are today still 
based on empiricism, not on scientific information, and 
many years must elapse before a rational attitude 
determines our policy. 

Of all important branches of physical education, 
boxing is the only one in which injuries are not accidental 
events but form the essential aim of the sport. Every 
boxer tries to disable his adversary by hurting him, 
preferably through inflicting a head injury of such an 
intensity as to produce a state of unconsciousness. The 
fact that the various ring injuries have been dignified 
by popular terms such as “ knock-out,” ‘‘ groggy,” 
“ punchdrunk ” and others can, of course, not obscure 
the true picture. This was the essential point I 
endeavoured to bring out in a book which you have 
critically reviewed (Lancet, June 14, pp. 756, 759) 
without even mentioning my main argument. In my 
book I laid stress upon the unavoidability of head 
injuries being produced in amateur as well as professional 
boxing fights conducted under ‘“ regulation conditions.” 
Ample evidence was presented to the effect that blows to 
the head, even if they do not lead to the immediate 
collapse of the fighter, very commonly are followed by 
serious after-effects; that the chin knock-out ‘is a con- 
cussion of the brain notwithstanding the fact that it is 
caused by a specific traumatic mechanism and that its 
clinical sequele distinguish it in some respects from other 
forms of concussion. | 

Surely, Sir, all this is ‘‘ incontrovertible medical 
evidence ”? which, incidentally, has been accepted“ by 
leading neurologists, among them Fulton and Hassin, 
who have expressed their agreement with my views. 
At a recent Air Force boxing tournament five bouts 
ended through knock-outs. Three of the unfortunate 
victims hit the floor with their occiputs while falling to 
the ground in an unconscious state. I am at a loss to 
understand how ‘‘ repeated neuropsychiatric examina- 
tions ’’ should be able to make such routine injuries 
impossible. I challenge any flight surgeon who wishes. 
to tell me that the above mentioned Air Force boxers 
would not be severely handicapped in the course òf their 
duties during the days following the knock-outs. No 
logically thinking physician can fail to see the difference 
between athletic accidents in general which are accepted 
as unavoidable accompaniments of every manly sport, 
and the deliberate infliction in the ring of brain injuries, 
many implications of which we have only recently 
learned to understand. Against this danger of head 
injuries other boxing injuries play a much less significant 
rôle, as my survey has revealed for the first time. The 
conclusion at which I arrived was clearly stated thus : 
“ The dangers of boxing can only be eliminated by the 
total abolition of this sport.” More especially, I felt it 
my duty to press for the immediate removal of boxing 
from the recreational programme of the armed forces. 

The evidence on which I base my thesis that boxing 
must go divides itself into several categories. Primarily 
I rely on personal experiences and' observations as well 
as the results of experimental and clinical investigations 
over twelve years. Taking a rather unorthodox view 
with regard to the extent to which medical information 
should be applied to practical issues, I have not hesitated 
to make use of descriptions given by boxers and other _— 
non-medical persons. While the quality of such contri- 
butions, naturally, varies within wide limits, I agree 
with Brend (1938) that whenever we deal with a social 


e ^ rm eee 


 punch-drunkenness. 
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problem we are bound to take cognisance of lay views 
and opinions. For many years I have systematically 
collected the medical literature on the subject and read 
it. There is no scarcity of articles on boxing ; the value 
of most of these articles, however, is limited. At the 
present stage of development of this new branch of 
medicine efforts must be concentrated on presenting 
well-studied case-histories. The “ critical ” and ‘“‘ syste- 
matic ” publications of other more established branches 
of medicine are simply not available. + Case-histories are 
in fact the medical equivalent of the measurement of 
quantities in the pure sciences. 

Some medical writers (Winterstein 1937/38, Knoll 
1938), more especially those who are extensively quoted 
in the lay press, abound in general statements about the 
medical implications of boxing but fail altogether to 
satisfy the above demand. Winterstein, for example, 
instead of presenting evidence, gives highly speculative 
psychological i@terpretations of. incidents in the ring. 
On the other hand, experienced research workers like 
Parker, Guttmann, Bowman and Blau, Carr and Moody, 
and the Director-General of Health of New Zealand 
(Dr. Watt), have presented admirable case analyses. 
In evaluating the evidence I have laid emphasis upon 


this latter category. Every good case description was- 


carefully considered and, if deemed advisable, included 
in my book. I did not hesitate to describe in detail 
Guttmann’s excellent history of a case of paralysis of the 
right anterior serratus muscle in a boxer, while rejecting 
unsupported and medically valueless statements on 
With regard to the latter condition, 
my ‘own observations as well as a critical review of the 
few case-histories available in the literature showed me 
that we are not dealing with a clinical or pathological 
entity but with a multitude of conditions which still await 
an analytical neurological study. This is in agreement 
with the view expressed, for the first time, by E. 
Guttmann and myself in 1933. I therefore confined 
myself in my book to the presentation of original 
evidence never before collected, without drawing 
premature conclusions on its pathological significance. 
I abstained from discussing topics of which I have no 
personal experience ; that is why the manifold ophthal- 
mological problems of boxing are not treated in my book. 

inally, I asked myself whether the evidence at my 
disposal allows the drawing of definite practical conclu- 
sions. In the past the reluctance of research workers 
to apply conclusive scientific evidence to practical issues 
has been to the disadvantage of medicine. Notwith- 
standing that our knowledge of the medical aspect of 
boxing is as yet incomplete—knowledge is never complete 
—it is my considered opinion that the collected evidence 
warrants the demand tha boxing be eliminated from all 
educational institutions and from the armed forces. - 

ERNST JOKL. 
Witwatersrand Technical College, Johannesburg. 


‘Crowther, J. Q. British Scientist of the Nincteenth Century, ~ 


Penguin, 1940. Winterstein, C. E. Lancet, 1937, 2, 719; Med. 
World, Lond. 1938, 11, 427. Knoll, W. G. Med. Klin. 1938, 34, 
1125. Parker, H. L. J. Neurol. Psychopath. 1934, 15, 20. Gutt- 
mann, L.. Deut. Z. Nervenheilk. 1937, 114, 83. Bowman, K. M. and 
Blau, A. in Brock’s Injuries of the Skull, Brain and Spinal Cord, 
Baltimore, 1940. Carr, J. L. and Moody, A. M. Calif. West. Med. 
1939, 51, 227. Watt, M. S. personal communication. Jokl, E. 
and Guttmann, E. Münch. med. Wschr. 1933, 80, 560. 


EXCLUSION OF NEUROTICS FROM THE FORCES 

Sm,—May I endorse Dr. Minski’s letter of Sept. 27 ? 
It is by now becoming obvious to those of us who work 
in the field of psychiatry that the psychotic and psycho- 
neurotic are unsuitable persons for active service in the 
Forces. I believe this view to be shared by combatant 
officers. I admit that such a generalisation is capable 
of modification in individual cases. Dr. Minski’s sug- 
gestion that a psychiatric examination should be 
available at the time of medical examination appears 
entirely reasonable and not too difficult of arrangement. 
That medical examination boards should have all 
specialist services at their call is surely desirable. 

To the story of the epileptic who had enlisted five times 
I would add that within an hour of reading Dr. Minski’s 
letter I heard that a youth whom I had examined in 
1939 when he was a schoolboy, and whom I considered 
to be a schizophrenic with a bad prognosis, had just 
been ‘‘ discharged from the Army.” 

Taunton. — l R. Sessions HODGE.. 


EXCLUSION OF NEUROTICS FROM THE FORCES 


` in my area. 


(oor. 11, 1941 439 


HOME GUARD PROBLEMS 


Sır, —Mr. Abel seems to have been singularly unfor- 
tunate in his relations with the Red Cross. In my case, 
far from proving “ so exsanguinated by red tape as to be . 
almost invisible on its white background,” the Red Cross ` 
has proved an exceptionall? full-blooded friend in need 
to the Home Guard. Not only has the Red Cross Society 
accepted the responsibility. of completing the equipment 
of casualty collection posts to a rather more exacting 
standard than that laid down by Mr. Abel but they have 
also relieved at least one Home Guard medical officer of a 
great amount of the office work involved in the setting 
up of these posts. Whilst a thinly populated rural 
district does not call for the establishment of a C.C.P. 
at intervals of not more than one mile, it does demand a 
sufficiently high standard of equipment and staff to 
enable casualties to be cared for at posts over a period of 
possibly many days, and it is solely due to the energy 
and freedom from red tape complexes shown by the 
British Red Cross Society that this has been accomplished 


H. Marcus BIRD. 


_ Sim,—Your correspondents agree that in case of 
invasion casualties are most likely to occur in isolated 
country districts where there are few facilities for coping 
with them, and that Home Guard M.O.s should equip 
casualty collecting posts wherever they may be needed. 
May I endorse Dr. Sinclair-Loutit’s suggestión that they 
will find competent assistants in the local district nurses 
—women who by training and experience are equipped 
to cope with any emergency, to assume responsibility in 
the absence of a doctor, and to improvise when orthodox 
material and methods are not available ? The district 
nurse knows the neighbourhood, the buildings, the people. 
She can advise on the choice of a post, and organise her . 
own local team of helpers. Most important of all, she can 
be left, under instructions, to deal with the casualties 
while the sorely pressed M.O. goes to other places more 
urgently needing him. The doctor could have no more 


reliable deputy. J. ELISE GORDON, 
London, S.E.1. | Éditor, Nursing Mirror. 


CORROSIVE STRICTURE OF THE, STOMACH 

Sır, —The interesting account given by Mr. C. A. R. 
Schulenburg in your issue of Sept. 27 reminds me that 
I haye been remiss in not reporting a case of this nature 
which occurred at the Royal Free Hospital in 1938. 


Man aged 32. Admitted under Dr. Lee Lander June 3, 


- 1938, having swallowed “considerable quantity ” of strong 


HCl. Usual remedies applied at once. June 6, began to 
vomit. By the 16th, when he had a hematemesis, vomited 
practically everything he took. Hemoglobin, 54% five days 
after haematemesis, rose slowly to 60% on Campolon and 
ferrous salts. 

July 8: test-meal showed complete achlorhydria. Blood 
present on this and other occasions. June 28: barium meal 
revealed normal cesophagus but advanced atresia of pyloric 
end of stomach, little evidence of barium passing through. 
July 8: barium meal showed more gastric dilatation, no 
barium was passed through in 24 hr. July 15: I carried out 
a partial gastrectomy for almost complete stenosis extending 
from pyloric ring proximally for nearly 2 in. Mucosa of this 
portion of the stomach completely replaced by vascular 
granulation tissue, proximal to which was abrupt transition 
from inflamed part to normal gastric wall. 

Aug. 4: patient left hospital in excellent condition having 
gained 5 Ib. following operation. f 


As in Mr. Schulenburg’s case the onset of stenosis was 


‘rapid, indeed it appears to have been nearly complete 


at the time of the first barium meal. I have not had the 
time to search the literature but as partial gastrectomy is 
not mentioned in Mr. Schulenburg’s article presumably 
it has not been adopted before, yet it appears to me to 
have advantages over mere short-circuiting operation 
since it extirpates a segment’ of the stomach that is 
extensively damaged and the site of changes which may 
well develop into chronic ulcer of a peptic or even malig- 
nant nature. In my own case there were no special . 
technical difficulties to overcome and the light percaine 
spinal anzesthetic with which I am accustomed to work — 
was well borne. 


Harley Street, W.1. CECIL A. JOLL. 
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INGROWING TOENAIL 
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STRETCHER SUPPORT FOR THOMAS SPLINT 


Sir,—Mr. W. G. Morden, of the Beckenham civil 
defence service, has designed the simple piece of ap- 
} ' paratus here 

illustrated for 
the use of 
stretcher 
parties trans- 
porting a 
patient wear- 
ing a Thomas 
splint. The 
cost of mate- 
rial is neglig- 
ible and the 
fitting can be 
made by any 
handy man 
within an 
hour. The fit- 
ment is in- 
tended for 
use with the 
standard 


stretcher. It 
eliminates 
the need for 
the regula- 
‘tion suspen- 
sion bar and requires no delicate adjustment. Made 
from } in. iron rod and a piece of sheet tin it can be 
instantly adjusted to give support at any point along the 
length of the splint by a simple flexion movement. It 
measures 10 in. by 10 in. by 9 in. high. 
Beckenham, Kent. T. PHILIPS COLE. 


WASP AND BEE STINGS 


Sır, —In Dr. Dyke’s interesting paper in your issue of 
Sept. 13, in the report of case 2, this sentence occurs : 
“« One of the girls, with commendable presence of mind, 
put ammonia on the site of the sting. . . .? So used I 
to do, and the last time this resulted in my wife having 
the worst wasp-sting'I have ever seen. Now that I 
know better I put vinegar on and have never had a 
moment’s anxiety since adopting this method, even with 
what I should once have considered serious stings of the 
lips, tongue or fauces. As far as I know the necessity 
for using dilute acids for wasp-stings and dilute alkalis : 
for bee-stings was first pointed out by Mr. Edward R. 
Speyer in a letter to the Times of Aug. 20, 1919, which 
was commented on in the Lancet for Sept. 6, 1919 (p. 445). 
An interesting correspondence on this subject ran in the 
Times from Aug. 20 to Sept. 9, 1938. . 


Guildford. OsMOND H. BROWN. » 


INGROWING TOENAIL 
Sir,—Mr. Nuttall’s article of July 26 and Mr. Bonnin’s 
letter the following week renewed an interest in ingrowing 
toenail which I have long felt. With Mr. Bonnin I 
consider that Mr. Nuttall’s summary of the etiology— 
“ tight shoes ’—does not cover all the cases. Like 


Mr. Bonnin I have noticed a decidedly familial tendency | 


‘ 


and cannot believe this is due to tight 
shoes. Choyce’s ‘‘System of Sur- 
gery ” states that it generally occurs 
in young adults ; in men more often 
than.women. My own experience 
accords with this view both as regards 
the age and sex of the majority of 
these patients. If. the etiology is 

solely tight shoes would it not be reasonable to expect 
that the cases would be much more numerous among 
women and that many cases would be found in later 
life ? Both the occurrence in several members of one 
family, parents and siblings, and the shape of the nail 
lead me to believe that a certain proportion of cases are 
congenital defects or rather variations from what we 
consider normal. It does not seem accurate to say that 
‘‘there is no ingrowth of the toenail” in this group of 
cases. Although many ingrowing toenails are flat and 
cannot be said to be ingrown a certain proportion are 


definitely curved in the horizontal plane and this varia- 
tion seems to run in families. The free border of the 
nail, as viewed from beyond the tip of the toe, is not 
merely slightly curved but forms almost half an ellipse 
as shown in the drawing. The abnormality commonly 
occurs in children. This curvature of ‘the nail must 
produce an exceptionally deep lateral nail fold which 
would surely not increase the pressure on the skin from 
the edge of the nail if the shoes are tight but rather 
decrease it, since now the nail border is parallel to the 
lateral nail fold and the lateral pressure would appear to 
be less likely to cause ulceration by pressure on the nail 
edge. A case I have recently seen caused me to query 
the effect of tight shoes. <A lad of twenty had been in 
bed in this hospital suffering from rheumatic carditis, 
and of course had worn no shoes of any kind ; immediately 
before this illness he had been in the R.A.F. for fifteen 
months. After fourteen months in bed he developed 
“ ingrowing toenail ”?” with severe sepsis*on both sides of 
both big toenails. He had deep creases on either side 
of the nails which were exceptionally curved, and he 
denies ever wearing tight shoes; we know.that this is 
true for at least 24 years before his:toes began to cause 
trouble. Can medical officers with wide cdlonial or 
other native experience tell us whether the condition 
we call ingrowing toenail is found in races who do not 
wear shoes ? 


Horton Emergency Hospital. E. J. RADLEY SMITH. 


Obituary 


CHARLES LEONARD DIGBY ROBERTS 
M.B. EDIN., D.T.M. & H. 


Dr. Charles Roberts, who remained in Guernsey -to 
look after the civilian sick during the German occupation, 


died in St. Peter Port on April 12 soon after undergoing a ` 


major operation. He was born in Exmouth in 1882 


_ and graduated from Edinburgh University in 1908. 


He came to Bart’s to study for the English fellowship, 
and passed the primary examination. But he became 
interested in tropical medicine and went out to India, 
where he spent the greater part of his professional life. 
For some years he was medical officer at the Charteris 
Hospital in Kalimpong, a remote outpost’which was 
the railhead for many Mount Everest expeditions. ‘At 
the outbreak of the last war he joined the Indian Medical 


_ Service, and saw service in the Waziristan and Persian 


Gulf campaigns. After the war he practised for a short 
time in Darjeeling before he went to Assam, where he was 
medical officer to the Mariana Tea Association for many 
years. When he retired from India he went to practise 
in Gucrneey: where he had hoped to enjoy a well-earned 
rest. 

Roberts’s chief hobby was the study of natural history, 
and in India he amassed a fine collection of butterflies. 
Some of his specimens were new discoveries and are 
preserved in the: Natural History Museums in South 
Kensington and Bombay. His knowledge of the flora 
of the Channel Isles delighted those who accompanied him 
on his energetic walks along the cliffs and country lanes. 

Dr. Roberts is survived by his wife, daughter and three 
sons. The sympathy of all will go out to Mrs. Roberts 
in her lonely exile. 


Infectious Disease in England and Wales 
WEEK ENDED SEPT. 27 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox 0; scarlet 
fever, 1258 ; whooping-cough, 2247 ; diphtheria, 1066 ; 
paratyphoid, 100; typhoid, 32; measles (excluding 
rubella), 745 ; pneumonia (primary or influenzal), 485 ; 
puerperal pyrexia, 123; cerebrospinal fever, 94; 
poliomyelitis, 38; polio-encephalitis, 3; encephalitis 
lethargica, 6; dysentery, 89; ophthalmia neonatorum, 
98. No case of cholera, plague or.typhus fever was 
notified during the week. 


sepsis, 9; enteric fevers, 42; malaria, 1; polio-encephalitis, 2 
other discases (non-infectious), 35; not yet diagnosed, 76. 


| 


j 
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Deaths.—In 126 great towns there were no deaths 
from measles, 3 (1) from enteric fever, 1 (0) from scarlet 
fever, 15 (1) from whooping-cough, 28 (1) from diphtheria, 
48 (2) from diarrhoea and enteritis under 2 years, and 
3 (0) from influenza. The figures in parentheses are those 
for London itself. . 

Greater London, Watford and Blackburn each reported a death 
from enteric fever. There were 4 fatal cases of diphtheria and 3 of 
whooping-cough at Liverpool. 

The number of stillbirths notified during the week was 
187 (corresponding to a rate of 32 per thousand total 


births), including 14 in London. 
Medical News 


Royal College of Surgeons of England 


The following demonstrations, which are open to advanced 
students and medical practitioners, will be delivered at the 
college in Lincoln’s Inn Fields, London, W.C.2, during 
October at 2.30 p.m.: Oct. 13: Dr. A. J. E. Cave, constitution 
of the skull; 14: Mr. L. E. C. Norbury, benign neoplasms of 
the rectum; 15: Dr. Cave, vascular arrangements of the 
head and neck; 16: Mr. Norbury, malignant neoplasms of 
the rectum; 17: Dr. Cave, lymphatics of the head and 


neck; 20: Dr. Cave, surgical anatomy of the nasal fossa ;_ 


21: Mr. R. Davies-Colley, diseases of the testicle; 22: Dr. 
Cave, surgical anatomy of the mouth and jaws; 23: Mr. 
C. E. Shattock, tumours of the kidneys; 24: Dr. Cave, 
surgical anatomy of the pharynx and larynx; 27: Dr. Cave, 
surgical anatomy of the liver and bile ducts; 28: Mr. 
Davies-Colley, tumours of the intestines ; 29: Dr. Cave, surgical 
anatomy of the kidney and ureter; 30: Mr. Shattock, tumours 
of bone ; and 31: Dr. Cave, surgical anatomy of certain nerves. 


University of Birmingham 


Dr. Stanley Barnes has retired from the office of dean of the 
medical faculty which he has held for ten years. In accepting 


) his resignation the council passed the following resolution : 


For nearly 40 years, in addition to being actively associated with 


’ the local hospitals, Dr. Barnes held a pre-eminent position as a 


consultant. He sacrificed a lucrative practice to enable him to 
assist with the planning and building of the Hospitals Centre and the 
new buildings of the Medical School at Edgbaston. He always set 
for himself and others a high ideal of learning and scholarship, and 
staff and students for many years have owed much to him for the 
ability and anflagging zeal he has showed in promoting the interests 
of the Faculty with which he has been so closely associated. He 
has given liberally to the building funds of the Medical School, 
and the excellence of the building and equipment, generally 
acknowledged to be unsurpassed elsewhere, reflect in many directions 
the effect of his constant supervisory care. ; 


Prof. Leonard Parsons, who has been deputy to Dr. Barnes 
for some years, has now been appointed dean. Dr. Parsons 
will continue his work as Þhysician to the United and the 
Children’s Hospital and regional officer for the Midlands to the 
Ministry of Health. . 

Prof. Lancelot Hogben, F.R.S., who has held the chair of 
natural history in the University of Aberdeen since 1937, 
has been appointed to the chair of zoology at Birmingham in 
succession to Prof. H. Munro Fox. 


-C.S.M.M.G. Salaries i 


The Chartered Society of Massage and Medical Gymnastics 
has recommended the following scale of salaries. It has 


been approved by the Ministry of Health for members of - 


E.M.S. hospitals qualified in massage, medical gymnastics, 
medical electricity, and light therapy. 


. Resident 
Chartered masseuse or masseur £85-£10-£115° 
Where only one masseuse or 
masseur is employed . £115-£10-£145 
Charge masseuse or masseur— ; 
Where two masseuses or mas- 
seurs are employed . £145-£15-£175 
Superintendent masseuse or mas- 


Non-Resident 
£210-£10-£240* 


£240-£10-£270 
£270-£15-£300 


seur— 
Where three to ten masseuses 
or masseurs are employed £175-£15-£205 
W here more than ten masseuses 
or masseurs are employed £205-£15-£235 
Permanent part-time appointments (21 hours’ 
work per week) ee n aes E nari 
Sessions of 3 hours or less En Sah "n 
* After 5 years’ service with same authority, and 
3 further annual increments of £10. 


Members required to hold the additional certificate in 
hydrotherapy should be allowed a further £5 per annum, and 
those required to hold qualifications of other organisations, 
such as S.R.N., M.S.R., a further £20 per annum. Length of 
service and experience should be taken into consideration, 


£300-£15-£330 
£330-£15-£360 


£130 per annum 
10s. 6d. 


if recommended, 


and where no superannuation scheme is in operation the 
salaries given above should be increased. Where cost of . 
living additions are granted the special bonuses should be in 
addition to the minimum figures given on this scale. 


Naval Honours . 

The R.N.V.R. officers’ decoration has been awarded to 
Surgeon Commander George McCoull, M.D. Durh., and to 
Acting Surgeon Commander G. F. S. Parker, M.R.C.S. 


Medical Casualty 

Surgeon Lieut.-Commander C. D. D. de Labilliére, M.R.C.S., 
R.N., has been reported missing presumed killed, after the 
sinking of H.M.S. Fiji off Crete in May. 


Medical Society of London 

A meeting of this society will be held at 11, Chandos 
Street, London, W.1, on Monday, Oct. 13, at 4p.m. After 
the presentation of the Fothergillian medal there will be a 
pathological meeting. 7 


Shaftesbury Military Hospital Medical Society . 
A meeting of this society will take place at the hospital 
on Tuesday, Oct. 14, at 3 P.M., when Colonel J. M. Weddell, 
consulting surgeon to the Army, will survey the present 

position of surgery in the army. | | 
Royal Medical Society of Edinburgh 

Sir William Wheeler will open the new session of this 
society- on Friday, Oct. 17, at 8 p.m. when he will give an 
address on what society has gained by the progress of surgery. 
During the session addresses will be given by Colonel 
F. A. E. Crew, Prof. G. B. Fleming, Prof. A. T. Jurasz, 
Dr. J. Trueta and Prof. Samson Wright. The annual dinner 
will not be held this year. | 


Births, Marriages and. Deaths 


BIRTHS 


ALcocK.—On Oct. 1, at Oxford, the wife of Squadron-Leader N. S. 
cock, M.R.C.P.—a daughter. 
BURDEN.—On Sept. 29, at Alverstoke, Hants, the wife of Surgeon 
Commander A. J. Burden, M.B., R.N.—a daughter. 
CAMPBELL.—On Oct. 1, at Cambridge, the wife of Captain E. C. 
Campbell, M.R.O.S., R.A.M.O.—a daughter. 
HENDERSON.—On Oct. 1, at Pitlochry, the wife of Captain Walter 
Henderson, M.D., R.A.M.O.—a daughter. 
HiGgHAM.—On Sept. 29, at Didsbury, Manchester, the wife of Major 
R. C. Higham, F.R.C.S., R.A.M.C.—a son. Í 
Sept. 28, in Glasgow, the wife of Dr. W. Elder Inglis, 


MARRIAGES : 


BOWEN-JONES—CORBETT.—On Sept. 14, at Liverpool, John 
Anthony Bowen-Jones, M.B., surgeon lieutenant, R.N.V.R., to 
Eileen Anne Corbett. 

MANSON—MILLER.—On Oct. 1, at Streatham, London, Malcolm 
Manson, M.D., to Margaret Miller, M.B. 

MoLE—BRooK Fox.—On Oct. 2, at Halberton, Richard H. Burnell 
Mole, M.R.C.S., to Catherine Rosemary Brook Fox. 


DEATHS 


CrosseE.—On Oct. 5, at Brundall, Herbert William Crosse, M.D. 
Edin., barrister-at-law. y 

KERR.—On Oct. 5, at Edinburgh, James Kerr, M.A., M.D. Camb., 
D.P.H., sometime school medical officer of London. 

KERR RUSSELL.—On Oct. 5, William Kerr Russell, M.D. Durh., 
Ross-on-Wye, late of Harley Street, W.1. 

Woop.—On Sept. 27, Leonard Wood, M.R.C.S., colonel, late 
R.A.M.C., of Westbury, Wilts, aged 67. 

YounGc.—On Sept. 26, at Leeds, George Young, M.B. Glasg., late 

. of Cockermouth, Cumberland. i 


À. b 
INGLIS.—On 
& son. 


Appointments | 


BARKER, KATHLEEN, M.R.O.S.: R.M.O. at Ilford maternity home. 

Brass, J. C., M.R.C.S.: R.S.O. at Poplar Hospital. . 

COOKE, R. C. H., M.B. Dubl. : R.M.O. at Bromsgrove Hospital. 

DUNSMUIR, ALAN, M.B. Glasg. : temp. asst. M.O.H. and asst. school 
M.O. for Blyth. 2 

ELDER, Ca By M.B. Glasg., D.P.H.: deputy M.O.H. for Middles- 

rough. l 

FIRMIN, DOREEN, M.B. Camb., M.R.O.P., D.P.M. : temp. deputy 
medical superintendent at Caterham Hospital (L.C.C.). s 

LANDER, C. L., M.B. Lond. : examining factory surgeon for Maiden 
Newton, Dorset. 

PARIS, WILLIAM, L.R.C.P.E., examining factory surgeon for Alyth, 
Perthshire. be 

PETRIE, BERYL G., M.B. Aberd., D.P.H.: temp. M.O. (maternity 
and child welfare) for Blackpool. 

STEWANT: M. A., M.B. N.Z., D.M.R.: asst.M.O. at Sheffield radium 
centre. 

SWITZER, S. LE R., M.A. Camb., M.R.C.S., D.P.M.: first asst. M.O. at 
Tooting Bec Hospital (L.C.C.). i 

TIPPETT, G. O., M.B. Lond., F.R.C.S.: surgical registrar at the 
National Temperance Hospital, London. 

WILSON, A. C., M.R.C.S.: consulting psychotherapist to the State 
Criminal Lunatic Asylum, Broadmoor. 

WRIDE, FANNY, M.B. Lond., D.P.M. : temp. asst. M.O. for Holborn. 
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NOTES, COMMENTS AND ABSTRACTS 


-foor. 1, 1941 


Notes, Comments and. Abstracts 


HOME GUARD MEDICAL ARRANGEMENTS 
' Brigadier E. M. COWELL, F.R.C.8. 


SoME notes on Home Guard medical arrangements 
from the Corps point of view, prepared for the course 
recently held at St. John’s College, Cambridge, may 
perhaps be found useful for a wider circle. 


Regimental Medical Officer.—The Home Guard medical 
officers appointment is not a sinecure. He has an im- 
mense amount of work to do in the next few weeks. 
Instruction of the battalion, company and platoon officers 
in field hygiene, sanitation and first-aid is his first task. 
Secondly, he must train ‘his medical orderlies and 
regimental stretcher-bearers, the establishment of which 
' is authorised. He must see that he has the equipment 
to which he. is entitled and that it is tactically dis- 
. tributed. Company and platoon aid posts may possibly 

be required in addition to the aid posts and points of the 
Civil Defence Services. | i 


Administration and Organisation.—In each zone the 
appointment of a medical adviser is now officially 
recognised. In many areas it is agreed that this officer 
should be a member of the public health service, either a 
senior M.O.H. who has made the civil medical arrange- 
ments himself, or his deputy or junior who is familiar 
with the existing arrangements. By codpting the Civil 
Defence into the Home Guard many difficulties will be 
overcome. These zone advisers must work in close 
contact with the A.D.M.S. area, who will do everything 
to help. This officer is responsible to the D.D.M.S. 
corps for all details. : 

Invasion Commitiees.—An excellent plan has been 
initiated in East Anglia, whereby invasion committees 
have been established in counties, boroughs, urban and 
rural districts with smaller committees in every parish. 
These committees are completely representative and all 
invasion plans are prepared including defence, fire, food 
„and medical. Those counties and authorities who have 
not yet established these committees are urged to do so 
without delay. Medical representation is essential. 

First Aid Posts.—Keep the terminology simple. The 
Army Medical Services recognise R.A.Ps., C.A.Ps. and 
possibly platoon aid posts. The Civil Defence Services 
have F.A.Ps. which are posts or points. All these posts 
are ‘‘ collecting ’’; the term C.C.P. is confusing, redund- 
ant and unnecessary. A small “ medical packet ” con- 

ining the bare minimum of supplies should be sealed 
and kept in safe custody where it will be required. 

Conclusions.—The task is urgent and consists not so 
much in providing and establishing new organisations as 
in coordinating and ‘“ buttoning up ” existing arrange- 
ments which belong, for the most part, to the Civil 
Defence Services. Provision of medical supplies is 
adequate ; wise distribution must be carried out. 


. THE TOOTH OF THE DANE 


‘THE shaming partnership between civilisation and bad 
teeth has been freshly illustrated by Christophersen’s 
study of 316 skulls in the National and Anatomical 
Museums of Denmark.’ The owners lived in the bronze 
- and stone ages and champed away at the tough and 
simple diet which their essays in hunting and agriculture 
brought to the table—or possibly the floor. They had 
teeth which in occlusion, alveolar shape and position 
-resembled those of their descendants; but their molars 
were stout and strong, their incisors were up to their 
work, and the older the eater the better his teeth. 
Caries was found in only 1-6% of 3612 permanent teeth 
examined, and only 15% of 274 adults had any caries at 
all. Among children caries was present in only 7%, 
but was found in 2-4% of 168 milk teeth. A coarse diet 
evidently did its work in cleansing and strengthening the 
- téeth and in smoothing: away those irregularities, fissures 
’ and cavities which favour the development of caries. These 
rude forefathers make a fine contrast to their posterity, 
whether in Denmark or elsewhere. Frandsen,? who 
made a study of 1200 contemporary Danish children 


1. Christophersen, K. M. Nordisk med. Tidskr. March 1, 1941, 
DP. . ' 
2. Frandsen, O. Ibid, p. 688. 


- that concept.” 


found only 4 with completely sound dentitions. Regular 
dental care, it seems, falls to the lot only of children with 
well-to-do parents. The bad state of children’s teeth is 


.being used as an argument for establishing an organised 


national dental service in Denmark and for arranging for 
the systematic treatment of school children. 


SCIENCE AND ETHICS 


THE conference last month at the Royal Institution 
was evidence of the tremendous urge to find the right 
place of science în this disordered world. A symposium 
in Nature (Sept. 6) was directed towards definin 
the relations between science and ethics. Mr. C. H. 
Waddington, Sc.D., points out that increasing scientific 
knowledge, notably in the fields of anthropology, socio- 
logy and psychology (if this last is yet worthy to be 
called a science) has done much to destroy traditional 
ethical conceptions. Science is, however, in a position 
to make, and indeed cannot avoid making, a contribution 
to the new ethics since ethics are based upon facts of the 
kind with which science deals. So far few would wish 
to dispute with him, but he goes on to say that because 
a thing works it must be right and good. Thus, ‘‘ we 
must accept the direction of evolution as good, simply 
because it is good according to any realist definition of ` 
But some of his critics join issue with 
him here. Julian Huxley reminds him that the majority 
of evolutionary trends are irrelevant to progressive 
change and that evolutionary progress is a rare pheno- 
menom. This being so it would surely be wiser to accept 
evolutionary changes as a series of phenomena outside - 
the scope of ethical judgment. Dr. Waddington is con- 
vinced that ethics cannot be avoided since they are 
of the large system of compulsions and prohibitions 
which begins to develop in infancy. Here, he thinks, lies 
the practical difficulty. The young child may be taught 
that an aggressive attitude towards others must be 
controlled ; but how and when is he to be taught that 
aggression includes, for example, the adoption of an 
unscientific attitude towards the social problem of 
nutrition ? We should all like to have Dr. Waddington’s 
faith that the fundamental notions of the scientific out- 
look will seep into the minds of mothers and nurses and 
so be unconsciously transmitted by them to the young. 


‘He wonders whether an adequate psycho-analytical 


study of those who have grown up in Soviet nurseries 
might not provide interesting evidence on this point. 
It has been observed, with cynicism no doubt but also 
with truth, that when confronted with two or more 
courses of action we choose the one that we least dislike ; 
but it is the moral education we receive which determines 
what courses of action we like or dislike. It is surely one 
of the functions of science to equip us with the special 
knowledge to enable -us to think clearly and so to act 


morally. 
SHILLING A NIGHT. 


THE thirteenth annual report of Cecil Houses (Inc.) 
contains Miss Eleanor Farjeon’s account of an evening 


at one of them; to read it is to share in the party. 


Every evening in the Cecil Houses must be such a party 
—a meeting of friends at home to exchange news and 
views, sympathy and jokes. Not many of us can buy 
such a chance for a shilling a night ; but those who would 
like to keep the party going should write to Mrs. Cecil 
Chesterton, founder and hon. secretary, at 198, Gower 
Street, London, N.W.1. l 


Dr. James Macfarlane of the Department of Health for 
Scotland has been appointed medical liaison officer at the 
Scottish Office in London, and at the medical intelligence 
section of the Ministry of Health. He will maintain liaison 
with the medical branches of the service departments and 
other government departments in London. 

ROYAL COLLEGE OF OBSTETRICIANS AND GYNZCOLOGISTS.— 
On Saturday, Oct. 25, at 2.30 p.m, Mr. W. C. W. Nixon 
will deliver the fourth Blair Bell lecture. His subject will 
be diet in’ pregnancy. 

THe Loan or A Microscorz.—The education department 
of the Royal College of Nursing needs additional microscopes 
for laboratory work in the sister-tutor course. Owing to the 
present difficulty in procuring these the director would be 
grateful to hear from anyone willing. to lend or hire one or 
more microscopes to the college for the session. o» 
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WHEN Hans Fischer began the study of the pigments 
excreted in the rare condition of congenital porphyria, 
it could hardly have been foreseen that the extension of 
this work would lead to a more thorough understanding 
of the metabolism of respiratory pigments in general, 
including hemoglobin. Such investigations are difficult, 


and although Fischer and his co-workers synthesised - 


hemin in 1929 much further chemical groundwork has 
been needed before the results could be applied to the 
clinical problems of blood-diseases. 

Heemoglobin is formed by linking together a protein— 
globin—with an iron-containing pigment ‘‘ protohzem.”’ 
This protohem is a combination of ferrous iron with a 
substance ‘‘ protoporphyrin ’’ which is closely allied to 
the pigments excreted in congenital porphyria. Fischer 
and his school have shown that all the naturally occurring 
porphyrins are variations on one theme—the ‘‘ porphin ” 
nucleus which is made up of four pyrrol rings joined by 
methene bridges (formula A). When the eight H atoms 
on the bases of the pyrrol rings are replaced by four 
methyl (Me) and four ethyl (Et) groups an artificial 
compound called ‘“‘ etioporphyrin ” is obtained. There 


are four possible isomeric etioporphyrins, but the > 


naturally occurring porphyrins all correspond to series I 
(formula B) or series In (formula C). There is no simple 
chemical way whereby series I compounds can derive 
from series MI or vice versa; breakdown of the porphin 
nucleus and res, nthesis would be needed and this is 
thought to be a very unlikely occurrence. The different 
porphyrins have different side-chains replacing the eight 
atoms in porphin. Thus protoporphyrin has four— 
one CH,;, two CH = CH,, and two CH,- CH, -COOH 
groups. Coproporphyrin, the normal excretion form, 
has four CH;, and four CH, - CH, - COOH groups; 
uroporphyrin, with four CH,- COOH. and four CH,- 
CH,—CQOH groups appears only in the porphyrias. 
Now the protoporphyrin of hæmoglobin belongs to series 
Im, and Watson?! showed that the free protoporphyrin 
in reticulocytes is also series II. Normal people 
excrete small amounts of coproporphyrin, about two- 
thirds in the feces and a third in the urine; but all the 
fecal and at least half the urinary coproporphyrin is 
series I and cannot therefore have been derived from the 
breakdown of hemoglobin. Patients with hemolytic 
anæmia known to be destroying large numbers of erythro- 
cytes excrete relatively large quantities of copropor- 
‘phyrin, but surprisingly this again is all series 1. This 
unexpected finding that the excreted porphyrin is a 
different isomer and is therefore not derivable from the 
hemoglobin porphyrin was called by Fischer the 
“ dualism of the porphyrins ” and has to be taken into 
account in any study of porphyrin excretion designed to 
throw light on hemoglobin metabolism. Itis not sufficient 
to know how much porphyrin is excreted—we must 
know to which series it belongs, and indeed Watson thinks 
it more important to know which than how much. 
Unfortunately the determination of the isomeric type is 
far from simple ; it demands ? the separation of the por- 
phyrins, the preparation of their methyl esters and the 
determination of melting-points ; and since the amounts 
excreted daily are measured in microgrammes, or only 
occasionally in milligrammes, skilled chemical technique 
is essential. For these reasons little data is at present 
available, but what there is is important. 
_ In ‘pernicious anzmia* there is greatly increased 
excretion of coproporphyrin 1. When specific liver 
treatment is given the porphyrin excretion continues 
raised until after the reticulocyte peak is passed; then 
it slowly falls to normal. Coproporphyrin I is also 
excreted in large amounts in hemolytic anemia and in 
the period: of blood-regeneration after hemorrhage.? 


Ina 
tenth of the excreted coproporphyrin is series 11, and 
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coproporphyrin 11 has also been found in poisoning by 


lead,? sulphanilamide ê and other substances. Hence the 


- excretion of coproporphyrin I seems to be linked with 


unusual erythropoietic activity, including the megalo- 
blastic erythropoiesis of pernicious anæmia, but excretion 
of coproporphyrin I seems linked with depressed 
erythropoiesis. In the first group there is always evid- 
ence of excessive destruction of red cells, but as already 
pointed out the coproporphyrin I cannot have come from 
the red cells. Is the coproporphyrin 11 of the second 
group derived from hemoglobin? Apparently not. 
Lemberg’s * studies of hæmoglobin breakdown have 
revealed that porphyrins are not formed; the porphin 
nucleus opens while still attached to globin and iron and 
thereafter is converted into biliverdin and bilirubin ; 
the excretion forms of bilirubin, urobilin and urobilino- 
gen, are therefore used as indicators of hemoglobin 
destruction. ; 
Ingenious explanations of these contradictions have 
been suggested by Rimington,’ Dobriner and Rhoads,? 
and Turner. They all suppose that from a pyrrollic 
precursor porphyrins of series I and Im are formed . 
simultaneously, normally much more Iu than I, but if 
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Formula A. Formule B and C. 

the series I porphyrin is apparently useless—it is converted 
into coproporphyrin and excreted. Hence if there is 
unusually rapid formation of red cells more porphyrin Irm 
is needed for hæmoglobin and a correspondingly increased 
amount of porphyrin I is formed and excreted. But in 
aplastic and toxic angmias, owing either to the absence 
of erythroblasts or to toxic interference with hæmoglobin 
synthesis, the porphyrin 111 still being formed is unused 
and is excreted as coproporphyrin m. The changes in 
congenital and acute porphyrias are attributed to dis- 
turbance of this orderly synthesis. There is no real evid- 
ence in support of this theory but it fits the facts partly 
at least. Rimington and. Hemmings ° have shown that 
toxic drugs like sulphanilamide which cause methzemo- 
globin formation also cause increased porphyrin excretion, 
and this is coproporphyrin Ill. Hence they suggest 
that this may represent an alternative method of hæmo- 
globin breakdown, but occurring only when methsemo- 
globin is a phase in the cycle. 

Clearly there is still room for much more evidence 
before confident interpretations are possible, but the 
type of problem these results can be applied to is illus- 
trated by Vaughan and Saifi’s 1° investigation into the 
cause. of anzmia in chronic infection. The porphyrins 
excreted by their patients were estimated by Rimington 


. who reported a rise in the excretion of both series I and 


im. Since there was no evidence of increased hsemo- 
globin breakdown it was concluded that a disturbance of 
hemoglobin synthesis was responsible. In a previous 
paper," by correlating cytological examination of the 
bone-marrow with clinical findings, I was able to divide 
erythropoietic disturbances into broad groups. Further 
subdivision of these groups may well come from bio- 
chemical studies of hemoglobin metabolism which can 
detect the conditions in which hemoglobin is insuff- 


‘ ciently available for normal marrow cells. The difficulty 


of the biochemical methods involved still stands in 
the way of really systematic investigation of the anæmias 
from this point of view. As Watson has said, what we 
need is a differential method permitting estimation of 
the amount of each isomer present without recourse to 
actual isolation. Until this happy day comes we must 
proceed, where we can, with the determination of the 
porphyrin isomers appearing in the various anszemias so ' 


Q 
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that ET. will be sufficient data free ‘from the bias of 
individual cases. 
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LIGATION AND CHEMOTHERAPY FOR 
INFECTION OF 


PATENT DUCTUS ARTERIOSUS 
GEOFFREY BOURNE, M.D. LOND., F.R.C.P. 


KENNETH D., KEELE, O. S. TUBBS, 
M.D. LOND., M.R.C.P. M.B. CAMB., F.R.C.S. 


Note on the bacteriology by R. H. A. SWAIN, M.B. CAMB. 


“ 


THe dangers of a patent ductus arteriosus lie in two 


main factors: the mechanical effect on the circulation ' 


and the local supervention of infection. Gross, in 1939, 
first ligated a patent ductus, since when some 20 or more 
cases have been reported. Gross and Hubbard (1939) 
considered that infection of the ductus contra-indicated 
ligation. However, in view of the hopeless prognosis 
in infected cases, operation combined with sulphapyridine 
therapy was considered justifiable in the two patients 
here described. Case 1 was the first example of success- 
ful ligation in the presence of infection yet reported 
(Keele and -Tubbs 1940). The patient was operated on 
in December, 1939. Until April, 1941, when he was last 
heard of, he remained an active working citizen free from 
cardiovascular symptoms. Some hematuria from a 
coexistent nephritis persisted. The second patient was 
similarly treated by the sulphapyridine-operation 
eae in October, 1940, and remains well 11 months 
ater. 
CASE-HISTORIES 


Case 1.—Man, aged 23, admitted to St. Bartholomew’s 
Hospital under care of one of us (K. D. K.) in October, 1939. 
Five months before had had febrile attack diagnosed as 
influenza, for which was kept in bed for 14 weeks, during 
which there was but slight improvement. Weakness and 
loss of weight (2 st.) progressed. Since this illness had never 
felt well. Periods of 1-3 weeks at work alternated with 
similar periods in bed. Recently dyspnea on exertion had 
been noticed. No gross hematuria and no pain in chest or 
petechial rash had been observed. No previous illness, apart 
from ‘“‘ heart trouble ’’ from birth; this had not prevented 
him from playing football and cycling. 

Lightly-built pallid man (Hb. 45%). 
neck, shoulders and legs. Cardiac impulse heaving. Apex- 
beat 4}? in. from midline. Palpation over the pulmonary 
base revealed thrill extending through systole into early 
diastole. Loud “machinery ” murmur heard all over 
preecordium, maximal in region of pulmonary base, occupying 
all systole and large part of diastole. Pulmonary second 
sound audible. Blood-pressure labile, varying from 110/60 to 
150/80 mm. Hg with patient lying in bed. Liver and spleen 
palpable. A teleradiogram showed slight enlargement of 
heart and prominence of pulmonary conus region. Red cells 
2,665,000 Rn cmm. ; Hb. 45%; white cells 11,300 (poly- 
morphs 80%). Sedimentation- rate, 135 mm. in 1 hour, 
Urine contained much albumin, with positive guaiacum 
reaction ; microscopy of centrifuged deposit showed many 
red cells, pug cells and few granular casts; culture grew 
Streptococcus fecalis (once only). Blood-urea, 71 mg. 
per 100 c.cm. Blood-culture positive for Hamophilus 
anfluenze. 

Course.—High intermittent fever, uninfluenced by general 
medical treatment and blood-transfusions. After 2 weeks 
sulphapyridine begun in dosage of 3 g. daily for 3 days; 
then 14 g. daily for 18 days until operation. This small dose 
produced vomiting and depression, but also dramatic sub- 
sidence of fever. General condition improved considerably, 
but blood-culture remained positive. In view of this it was 
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decided, after 3 weeks’. improvement, that he had a chance of 
surviving ligation of patent ductus, and this was carried out 
by O. S. T. on Dec. 5, 1939. At the moment of ligation, 
blood-pressure rose from 108/60 to 120/80 and murmur at 
pulmonary base diminished to short rough systolic murmur, 
which has since remained unchanged. Post-operative course 
complicated, as expected, by further impairment of renal 
function, and development of uremia. Headache, vomiting 
and oliguria accompanied rapid rise in blood-pressure to a 
maximum of 180/120. Blood-urea at this time 218 mg. 

per 100 c.cm. and alkali reserve 36:6. Some odema of neck 
and upper chest ; subsided within 10 days. 

After this anxious period steady improvement ensued. 
Sulphapyridine had not been given during this time, but 
nevertheless the blood-culture became negative and remained 
so for 34 months. The hematuria diminished and the blood- 
pressure slowly fell. At the end of March, 1940 (34 months), 
blood-culture became positive again and three courses of 
sulphapyridine,.each totalling 30 g. in 10 days, were given, 
with a week’s interval between each. Since the final course 
the patient has remained afebrile. In spite of this a further 
positive blood-culture was obtained in June, 1940. The 
patient was then up and had no symptoms, volunteering that 
he had “ never felt better in his life.” Blood-urea 42 mg. per 
100 c.cm.; sedimentation-rate 110 mm. in I hour. Urine 
showed red cells and some granular casts; urea-clearance 
40% of normal. Blood-culture was negative 2 months later 
and has remained so since (January, 1941). When last seen 
(April, 1941) felt well. During a short period at home permitted 
after 9 months in hospital, returned to work (against our 
advice) and got married. No change in cardiac signs. Short 
pulmonary systolic murmur persisted. Blood-pressure more 
stable at 110. Sedimentation-rate 60 mm. in l hour. Red 
cells 5,530,000 ; Hb. 122%; white cells 18,000 (polymorphs 

59%). Blood-urea 44 mg. per 100 c.cm. Blood-culture 
negative after 10 days. 


CasE 2.—A girl of 19 who had always known that there was 
something wrong with her heart. Remained in good health 
until 4 months before admissién to hospital. During this 
time complained of headache, lassitude and undue sweating 
at night, and fever present more or less continuously. No 
peripheral or pulmonary embolic symptoms. On admission 
intermittent fever present, ranging up to 100° and 101° F. 
Apex-beat 1 in. to left of midclavicular line. Typical systolic 
murmur and thrill of patent ductus arteriosus present, per- 
sisting well into diastole and loudest in second left inter- 
space near sternum. Blood-pressure 132/40. Blood-culture 
yielded, on three separate occasions, growth of Strep. 
viridans in all tubes, colony-count in shake-culture numbering 
at first about 300 per c.cm. Red cells 3,800,000 ; Hb. 62% ; 
white cells 14,800. 

Course.—After a week, 6 g. of sulphapyridine per day given 
for 4 days ; then reduced to daily dose of 44 g. for 12 days. 
Fever disappeared and blood-cultures became less profuse 
and then sterile. Afebrile period lasted 12 days until operation 
on Oct. 21, 1940. After ligation of ductus (O. S. T.) febrile 
reaction occurred lasting 3 days. Temperature occasionally 
touched 99° F. during subsequent 3 weeks ; then kept normal 
for whoJe convalescent period. Sulphapyridine continued at 
daily dose of 43 g. daily for 5 weeks, when reduced to 3 g. 
for 4 days, after which it was omitted. Put on a stone in 
weight in first month. Has remained well for 11 months 
(September, 1941). Sedimentation-rate then normal. 


SURGICAL TECHNIQUE * 


The technique employed in these two patients was 
almost exactly the same as that described in detail by 
Gross (1939, 1940) for cases uncomplicated by infection, 
so that a detailed description would be superfluous ; the 
main steps in the operation will however be outlined 
since no similar cases have yet been reported in the 
English journals. 

Both patients received intravenous glucose-saline 
during the operation. The wisdom of this therapy is 
doubtful, since these people, like those with an arterio- 
venous aneurysm, have an increased blood-volume, and 
the sudden conversion of the circulation to that of the 
normal person therefore theoretically throws a temporarily 
increased burden on the heart; fluid put in artificially 
can only add to this increase. It is an insurance against 


* Tho surgeon (O. S. T.) wishes to acknowledge that his interest 
in the subject was initiated by Strieder, who made the first attempt 
to ligate an infected patent ductus arteriosus (Graybiel, Strieder 
and Boyer 1938). 
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possible rapid heemorrhage, however, but it should be 

stopped as soon as the ductus is successfully ligated. 
Anesthesia was by a nitrous-oxide, oxygen and ether 

mixture (Dr. C. L. Hewer and Dr. F. Evans) in case I, 


and by cyclopropane and oxygen (Mr. B. Rait-Smith) in 


case 2. An endotracheal tube was used in case 1 but not 
in case 2. The ductus arteriosus was approached through 


- the left pleural cavity, which was opened through the 


second left intercostal space, the skin incision extending , 
from the midline in front to the anterior axillary line. 
The second and third costal cartilages were divided close 
to the sternum and excellent exposure obtained by 
separating the ribs with a rib-spreader. The internal 
Mammary vessels were divided between ligatures so 
that full use of the medial end of the incision might be 
obtained. In case 2, the two layers of pleura were 
adherent around the medial half of the incision and on 
the mediastinum and required separation by blunt dis- 
section ; the adhesions apparently resulted from infarc- 
tion of the lung which was firm and red in this region. 
In both patients, the grossly enlarged pulmonary conus 
was seen to distend abnormally during systole and a 
well-marked thrill was palpable. In the first patient, 
the region of the ductus arteriosus was exposed by 
continuing the intercostal pleural incision on to the 
mediastinum, but it was found that the phrenic nerve 
and its accompanying vessels prevented adequate 
working room and had to be divided. This was obvi- 
ously an error in technique and was corrected in the 
second case by incising the mediastinal pleura parallel 
with, and posterior to, the phrenic nerve which was then 
retracted anteriorly. No difficulty was experienced 
in either case in identifying the patent ductus. 

The cellular tissue under the arch of the aorta was 
gently swept from the anterior surface of the ductus with 
a pledget of gauze held in a long hemostatic clamp. 
Keeping immediately against the wall of the ductus, the 
adjacent tissues were readily separated by blunt dis- 
section except from the posteromedial surface where a 
plane of cleavage must be found without a direct view. 
This was done by insinuating the left index finger into 
the cleft between the aortic arch and the bifurcation of the 
pulmonary artery anterior to the ductus and passing a 
malleable blunt-ended aneurysm needle through the 
tissues behind the ductus, so as to impinge on the left 
index finger, finally bringing the eye into view anteriorly 
to receive the ligature material. This part of the dis- 
section must obviously be carried outmost gently, keeping 
close to the ductus. Contrary to the -experience of 
Touroff and Vesell (1940a), in neither case was anything 
but trivial hzmorrhage encountered. Nevertheless, if 
infection is not of recent inception, the surgeon must be 
prepared to find the walls of the ductus thinned, friable 
and adherent, and possibly an associated mycotic 
aneurysmal dilatation—a danger which has been much 
stressed by American workers. The recurrent laryngeal 
nerve was not identified in either patient, but it was 
thought that damage would be avoided by always 
keeping the dissection against the wall of the ductus. 
It is probable that physiological conduction was inter- 
fered with temporarily in the first patient, for he was 
hoarse for several weeks after the operation, but full 
recovery was present by the sixth week, when the vocal 
cords were examined by Mr. Norman Jory. There was no 
interference with voice production in the second patient. 

The ductus was about 4 in. in diameter in the first case 
and a little more than this in the second; in both, the 
length was approximately ł in. The idea of excising the 
ductus appears to be excellent in theory but totally 
Gross’s comment that ‘“ the ductus has 
always been so short that I have not dared to divide it 
in any instance ” applied in our two patients. Two 
doubled no. 5 tubular silk ligatures were used to occlude 
the ductus. A faint thrill could be palpated in the pul- 
monary conus after applying the first ligature in each 
case, but it was abolished by the second. Finally, the 
mediastinal pleura was sutured and the wound closed in 
layers. Gentle positive pressure was used by the 
anzesthetist during closure of the wound so that complete 
reinflation of the lung expelled all the air from the 
pleural cavity. 

; ‘af = POINTS OF INTEREST _ 

Physical signs after operation.—In case 1 the classical 

signs of patent ductus arteriosus changed after ligation 


. to a short rough systolic murmur at the pulmonary base. 


The palpable thrill disappeared. No detectable change . 
in the size of the heart was found, though after ligation 
the pulmonary conus and artery seemed to be less dis- 
tended during systole, being deprived of the blood 
regurgitated through the patent ductus. After operation 
the blood-pressure rose from 120/80 to 180/120 and the 
blood-urea from 71 to 216 mg. per 100 c.cm., since 
when there has been progressive improvement in these 
features. 

In case 2, before operation the typical systolic murmur 
carried on into diastole had been present.. After liga- 
tion it persisted and remained for some weeks nearly as 
loud as before. After 7 months it had become much less 
loud, the diastolic part of the sound being now nearly 
inaudible. This curious fact was also noted by Touroff, 
who in one case cut the ductus between the two liga- 
tures, thus disposing of the criticism that the persistence 
of the murmur might be due to imperfect obliteration 
of the vessel. The blood-pressure, which before opera- 
tion had been 132/40, rose after it to 154/122 the 
diastolic remaining higher than normal for 6 weeks. 
During this time the renal function became and remained 
impaired, the standard urea-clearance 15 days after 
operation being reduced to 21-9 c.cm., (29°:2% of the 
average normal) for the first hour, and 15:2 c.cm. (28%) 
for the second hour. There had been no preoperative 
evidence of any renal or uri ‘abnormality. i 

Early diagnosis.—Both these patients, known to have 
congenital heart disease, remained febrile for 4-5 months 
or more before infective endarteritis was diagnosed. 
Case 1 had become almost moribund during this period ; 
case 2 was in much better condition. An early diagnosis 
is obviously desirable in cases of infection of the ductus 
where ligation is to be attempted. Symptoms of 
infection are not dramatic and influenza may be diag- 
nosed even when pyrexia is persistent. In case 1 this 
remarkable absence of symptoms was again shown after 
operation when he felt perfectly well, although a positive 
blood-culture was obtained. The same comparative 
well-being occurred in case 2 with the commoner Strep. 
viridans as the causative organism. Any patient known 
to have a patent ductus arteriosus who runs a fever for 
more than a week without obvious cause should be 
suspected of infection in this region and investigatéd 
accordingly. In case 1 the continuance of the focal 
nephritis, which darkens the prognosis, can be regarded 
as in some degree due to delay in diagnosis. Obviously 
the earlier operation is performed the less chance there 
is of renal or other complications. 

Diagnosis of the heart lesion.—In both these patients 
the physical signs were typical of patent ductus arter- 
iosus. In both the high pulse-pressure and the tele- 
radiograms were confirmatory. There was no evidence 
of any other congenital defect, or of infective endo- 
carditis of any valves, though such negative evidence 
must be of only limited value. 

Pathology of the lesion in relation to ligation.—Maud 
Abbott (1936) describes the original site of infection as 
always being at the pulmonary end of the patent ductus. 
This is narrower than the aortic end. From here the 
vegetations spread over the left pulmonary artery far 
sooner than into the aorta. Patches of vegetations ure. 
found on the wall opposite the opening of the ductus, 
presumably carried there by the blood-stream which. 
flows from aorta to pulmonary artery. Eventually the 
pulmonary valves may be involved in the spread of the 
vegetations. Thus left-sided pulmonary infarcts are 
common. Radiological evidence of them was seen in 
case 2 and a large one was found at operation. There 
seems to be no preoperative method of establishing the 
length of the patent ductus. If the ductus is sufficiently 
long, ligatures should be placed at each end, special care 
being taken to obliterate the pulmonary end as com- 
pletely as possible. Periarterial adhesion and fragility 
of the wall of the patent.ductus accounted for fatal 
hemorrhage in two of Touroff’s cases (Touroff and Vesell 
1940b). In our cases the ductus was easily defined, 
the wall appearing pink but firm. No hemorrhage 
occurred during the manipulations necessary for passing 
two silk ligatures. In case 2 some oozing resulted 
from the fact that the inner aspect.of a moderately 
large pulmonary infarct lay over the region of the 


‘ductus. 
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Bacteriology.—The organism isolated by blood-culture 
‘from the first case was a hemophilus. 


It was a small pleomorphic non-motile gram-negative cocco- 
bacillus and had no tendency to filament formation. In the 
first instance the organism was obtained in blood-cultures 
made in glucose broth incubated aerobically, where it appeared 
as small fluffy spherical masses on the surface of the blood. 
Later it was found that growth was considerably accelerated 
by cultivation in air to which 10% of carbon dioxide had been 
added. In subcultures the strain was found to lose its 
capacity for growth on solid media unless cultured in the 
presence of carbon dioxide. The colonies on solid media 
grown in the presence of 10% carbon dioxide were small, 
convex, with an entire edge, translucent and non-hzmolytic. 
The organism grew well on boiled blood-agar,. Fildes agar, 
and 5% horse-blood agar. In 1% horse-blood broth and 
Fildes broth the organism grew well and gave rise to a slight 
granularity on the side of the tube. A scanty or moderate 
growth was obtained in the following media: serum broth, 
peptone broth, nutrient agar, serum agar, and inspissated 
serum. Well-marked satellitism occurred when serum or 
plain agar cultures, were weeded with a colony of Staphylo- 
coccus albus. The organism did not grow in peptone 
water or in a filtered peptone water culture of Staph. albus. 
A growth did ocour in peptone water to which X-factor in the 
form of hematin, or V-factor in the form of a heated yeast 
extract, had been added. The following sugars were fer- 
mented : mannite, inulin, dextrin, glucose, dulcite, arabnose, 
raffinose and salicin. Maltose, lactose, saccharose and galac- 
tose were not attacked. No indol was formed. The organism 
was agglutinated to a titre of 1 in 1250 by the patient’s serum, 
but not by agglutinating sera of Brucella abortus, Br. melitensis 
or H. pertussis. 


The morphology and cultural characteristics of this 
organism make exact identification difficult since it 
differs from H. parainfluenze described by Miles and Gray 
(1938) in its X- and V-factor requirements and from 
H. influenze in its biochemical reactions and affinity for 
carbon dioxide. Professor Miles examined the 
organism and confirmed these findings; he suggests 
that the organism is an atypical strain of H. influenze 
resembling in its carbon-dioxide requirements H. 
aphrophilus described by Khairat (1940). ` 

Sulphapyridine therapy.—Surgery would have been 
impossible in case 1 without previous sulphapyridine 
therapy, owing to the patient’s very poor general con- 
dition. With sulphapyridine the patient had been 
afebrile for 3 weeks before operation. Although we 
have seen no case of this rare influenzal endarteritis 


treated with sulphapyridine alone, the likelihood of its: 


being successful while the large gor of vegetations 
existed can be considered remote. h Strep. viridans 
infections it is well known that loach temporary 
sterilisation of the blood-stream may be effected with 
sulphapyridine a fatal outcome is still nearly constant. 


COMMENT 


Hubbard, Emerson and Green (1939), in discussing the 
indications for ligation of the patent ductus arteriosus, 
conclude that the procedure should be limited to cases 

“showing evidence of ‘circulatory embarrassment,” 
among which they include signs of severe regurgitation. 
They doubted if ligation had any prophylactic value 
against subsequent infections. Time alone can answer 
this question. Gross has considered infection of the 
ductus a contra-indication because of the risk of pro- 
ducing embolism. Of this we have found no evidence 
in these cases, and such risk as there may be will cer- 
tainly be diminished by early diagnosis and treatment. 
We are of the opinion that infection of the ductus 
arteriosus is a strong indication for ligation and should 
be combined with chemotherapy. 
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CASE OF CRUSH INJURY WITH RECOVERY 


A. IAN L. MAITLAND, M.B. GLASG., F.R.C.S.E. 


SURGEON LIEUT.-COMMANDER R.N.V.R.; SURGICAL SPECIALIST, 
ROYAL NAVAL AUXILIARY HOSPITAL 


THE following patient received a crush injury towards 
the end of April, 1941. He has been under observation 
for four months and recovery has now progressed 
sufficiently to warrant publication of the findings. 


CLINICAL FEATURES 


Healthy man, aged 40, buried for 15 hours under debris 
of bombed building. Was lying on back with right hand and 
forearm raised across face. Pinned by beams which pressed 
heavily on right arm, right side of body, right thigh and leg. 
First came under observation about 24 hours after he was 
extricated ; only facts known about this period are that he 
had passed. no urine since the burial 39 hours before, and that 
treatment had consisted of warmth, morphia and fluids by 
mouth. 

At no time was consciousness lost, and on admission he 
could describe experience rationally. There were signs of 
considerable dehydration and shock with dry and dirty tongue. 
No evidence of internal hemorrhage but signs of complete 
lesion of right brachial plexus with fullness and tenderness 
in right supraclavicular fossa. Weals over right antecubital 
fossa, right side of chest, abdomen, right buttock, outer 
side of thigh, over both knees and on right leg ranged 
in diameter from 2 to 4 in. and looked like superficial burns. 
He was vomiting slightly and complained of nausea. Urin 
output during first 12 hours negligible ; urine contained cloud 
of albumin, granular casts and epithelial cells; specific 
gravity 1016. Blood-pressure 110/90 mm. Hg; blood -urea 
140 mg. per 100 c.cm. 

On the second day of observation he developed signs of 
severe pulmonary concussion with blood-stained sputum ; 
subsequent radiography confirmed the diagnosis. Right 
forearm and thigh were swollen, especially thigh, which was 
tense and brawny throughout its length. No effusion into 
knee-joint ; posterior tibial and dorsalis pedis pulses full and 
easily palpable. Circumference at mid-thigh 5 cm. ma 
on right than left, and 5 cm. below antecubital fold 7 
greater on right side than left (table 1). 


TABLE I—INCREASE IN CIRCUMFERENCE OF LIMBS ABOVE 
MEASUREMENT OF NORMAL LIMB ON ADMISSION (OM.). 
` THIGH WAS MEASURED 15 CM. ABOVE PATELLA (LEFT 45 CM. 
ON ADMISSION); LEG 15 CM. BELOW PATELLA (LEFT AND 
RIGHT 40 CM. ON ADMISSION); FOREARM 5 CM. BELOW 
ANTECUBITAL FOLD (LEFT 23 CM. ON ADMISSION).* ` 
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` pr. = slight cedema still present. 


* After the patient’s recovery the circumferences of the thighs and 
legs were the same on the two sides. The right forearm was then 
much wasted so that the measurement was no indication of 
that on admission. I have measured the forearms of a number 
of people, who, like the patient, are right-handed, and find the 
circumference of the right averages 1 cm. more than the left. 


‘The case was recognised as a crush injury as described by 
Beall and Bywaters,’ with pulmonary complications and a 
complete lesion of the right brachial plexus. 


TREATMENT 


At that time (April, 1941) 17 cases of this type had been — 
described with 12 deaths.12 Of the fatal cases 1 died of 


1. Bywaters, E. G. L. and Beall, D. Brit. med. J. 1941, 1, 428. 
Beall, Bywaters, Belsey, R. H. R. and Miles, J. A. R. Ibid, 
. 432; Mayo White, R. and Solandt, O. M. Ibid Be ir 
[.R.O. ’ Subcommittee on Traumatic Gfdema. Ibid, D 
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intercurrent septicemia, in the other 11 the fluid intake had 
been relatively small and principally made up of serum, 
concentrated serum, plasma or whole blood. Since the 
treatment was admitted to be in the stage of trial and error 


INTRAV. FLUIDS (Litres 
| f 5) ST ISG RECTAL FLUID 
HARTMANN SOL. 20 E5 
-5% DEXTROSE 18 

ISOTONIC GZ 2 ZA 
SOD.SULPH. 4 Ş 


TOTAL FLUID 
INTAKE 


pr p 
— 


VOMITS 
«— /50 C.cm. 
+— 350 C.cm. 
«— 500 ccm. 
«—550 C.CM. 
< 300 c.cm. 
<— 350 C.cM. 
— /S50C.cm. 


«— 350 ¢.cm. 


N WwW A 
©... Go 
ao © 


BLOOD -UREA 


(mg perl00 ecm.) 


j CEN SR ES Ss 


jae DE Os os A: 
0 2 4 6 8 10 12 14 16 18 20 22 24 26 


DAY OF DISEASE 


(Beall and Bywaters) a different approach was tried. This 
was based on complete protein starvation and forced fluids. 


. Protein starvation was used because the biochemical findings 


in these cases suggested that more products of protein auto- 
lysis were being thrown into the circulation than the damaged 
kidneys could dispose of. On this assumption it seemed 
reasonable to add no more protein to that already there until 
there was evidence that it could be utilised and the end 
products excreted. Every form of protein was therefore 
withheld for 18 days, a low protein diet was then instituted 
and not till the 30th day was a normal diet free of protein 
restrictions allowed. .The pathological appearances described 
in the kidneys associated with a mounting blood-urea and 
diminished urine were similar to the changes of congestive 
renal failure, as I have pointed out elsewhere.* In view of 
this it seemed worth while to employ the usual treatment for 
that condition. During the first few days the intake by 


mouth was small and most of the fluid was given intravenously . 


in the form of isotonic sodium sulphate solution. The chart 
shows that despite a considerable intake of this solution no 
real diuresis took place and the blood-urea mounted steadily. 
When the peak of 400 mg. per 100 c.cm. was reached on the 


6th day it was felt that the risk of death from pulmonary © 


œdema was less than that from uremia and fluid was pushed 
in by every available route. Rectal fluids were tried, but 
owing to the uremia were not tolerated until the 11th day ; 
fortunately the patient was able to drink between 5-6 pints 
daily and thus an enormous daily intake was achieved. The 
intravenous solutions used in the period between the 6th and 
lìth days are shown on the ‘chart. Hartmann’s solution was 
used in the later stages because of its close similarity to blood- 
plasma without the protein elements; in any case the need 


————_—$——$— 


3: Maitland, A. I. L. Ibid, p. 570. 
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“stand for some hours before the estimation was done. 
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for sodium sulphate was no longer evident when the urinary 
output reached 2000 c.cm. 

view of the extensive netrosis of muscle and lesions of 
the adrenal cortex which had been reported, extract of 
suprarenal cortex was given from the start. Eucortone 4 c¢.cm. 
was given daily for 24 days and 5 c.cm. daily for a further 
8 days. 
' Unfortunately the blood- chlorides, were not estimated until 
the 15th day and the blood-potassium and urinary chlorides 
were not estimated at all. Sodium chloride was given from 
the 18th to the 30th days in a daily dose of gr. 135 except on 
the 27th and 28th days when the dose was gr. 270. The highest 
of a very irregular series of blood-chloride figures occurred on 
the 28th day (table m). 

In the later stages—6th week euwards=“iron was given in 
massive doses. It was given continuously for 7 weeks and 
‘during the last 4 liver was given as well in an endeavour to 
correct the persistent anemia. . The appropriate drugs were 
used for the intercurrent complications and latterly ascorbic 
acid and vitamin B, have been used as part of a tonic regime. 
They appear to have improved the anemia, but whether this 
will be permanent is questionable. 

Local treatment was simple. The abrasions and weals were 
painted with 1% crystal violet solution. The affected limbs 
were placed in the position of rest ; and as soon as possible an 
abduction frame was applied to the paralysed arm and 
physiotherapeutic treatment instituted. 


PROGRESS 


General condition remained very poor during first 10 days, 
with characteristic signs of uremia. Thereafter improvement 
gradual and slow; with slight psychic disturbances about 
18th day. On 38th day bronchopneumonia developed in 
left lower lobe; when recovering from this acute infection | 
of throat with hemolytic streptococci developed. Since this 
cleared up convalescence has been without incident. Blood- 
pressure readings are shown in table rr. The blood-counts and 
hæmoglobin estimations in table 1x reveal constant degree of 
anzmia which is persisting despite treatment and is highly 
suggestive of some permanent renal damage. Icteric index 
was estimated by Meulengracht’s method on 5th, 7th and 
15th days; figures were all within normal limits (2, 4 and 5 
units respectively). Clotting-time done on ‘7th day very 
prolonged (20 min., normal control 5 min.) Method of Lee 
and White used and estimation not repeated. 


BLOOD-PRESSURE, HÆMO- 


TABLE II—BLOOD-CHLORIDES, 
GLOBIN AND RED-CELL COUNTS 
pood Blood-pressure 
chlorides * (mm. Hg) | 
ESE e T j emo: | Red cells 
Jay globin (per 
mg. NaCl A 
Day| per 100 | Day Syst. Diast. (%) c.mm.) 
c.cm. 
15 220 2 110 90 13 62 ~~ 
19 500 Parr 125 85 15 63 2,540,000 
21 68 sh 

21 500 5 110 80 43 70 3,285,000 
23 125ł 6 120 80 56 70 3,400,000 
; k 63 68 3,490,000 
25 100t 8 120 J9 70 80 4,000,000 
28 700 9 150 90 78 70 3,880,000 
' 55 84 82 3,700,000 
30 | 300 10 140 15 95 716 | 3.500.000 
36 200 11 140 80 102 80 3,700,000 


n m — 


* By Whitehorn’s method. 
t These two results are low because the blood was allowed to 
They must 

therefore be discounted. 


Urine was examined daily during first 4 weeks and varied 
little. Specific gravity remained between 1014 and 1012 
for 12 days and thereafter dropped gradually to 1004. Daily 
output (see chart) rose slowly to 2500 c.cm. on 7th day and 


, remained around that level throughout period of observation. 


Urinary urea was estimated by hypobromite method using a 
Doremus ureometer. Albumin constantly present; at first 
as light cloud, but after 15th day only as trace. Epithelial 
cells present in first specimen only ; thereafter fos first 6 days 
granular and hyaline casts and red blood-cells noted. Casts 
present for further 4 days; after that only occasional red 
cell: seen. First specimen of urine was negative to reduced 
phenolphthalein test and contained no red cells. Urine never 
contained pigment and no pigment casts were obsbtrved. 
Blood-urea estimated by modification of Falen’s method. 


` e 
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Urea clearance was done 5 times and the results were as follows : 
Day of 


Blood-urea Av. % of 


disease (mg. per 100 c.cm.) normal function 
6 Sr .. 400 eia se a T ~ 
13 227 s 15 
20 80 4l - 
36 42 65-5 


in dependent part of upper forearm, produced by deep 
hæmatoma around neurovascular bundle in supraclavicular 
area and due to stasis in veins and lymphatics of arm. It was 
present from the beginning and did not vary in size until it 
finally cleared up. Swelling of thigh was not true cedema but 
a brawny induration which did not pit on pressure and was 
most firm and longest in evidence under the weals. True 
oedema supervened later, affecting right leg first on 13th day 
and appearing in left leg and thigh on 16th day; some 
cedema also appeared over lumbar region on 22nd day (table 1). 


PRESENT CONDITION 


Four months after injury is able to be up most of day. 
Blood-pressure 110/60, fundi normal and lungs have recovered 
completely. No relative wasting of right thigh but muscles 
very weak and resultant instability has produced small 
- effusion into knee-joint. Left leg can be extended indefinitely 
against resistance of 10 lb. 32 times per min., but right leg 
- can only be extended 18 times against resistance of 2 lb, 14 times 
per min. before fatigue supervenes; renal function has re- 
covered almost to normal.: Urine normal; sp. gr. 1012. 
Anæmia persists and appears to be resistant to treatment ; 
brachial-plexus lesion is represented by recovering ulnar 
f als e 
pore DISCUSSION l ; 

The most striking feature of this case is the high pro- 
ortion of the large fluid intake which was retained 
etween the 7th and 15th days. During these 8 days 

25-5 litres was retained without any great increase in 
the swelling of the limbs or the appearance of anasarca. 
The œdema which did eventually develop did not appear 
till the 16th day and reached its maximum between the 
19th and 22nd days. This retention: cannot be ascribed 
entirely to the administration of cortical extract and 


other factors in treatment, since the bulk of the fluid | 


remained in circulation for at least 6 days. It must 
therefore have been required as a diluent of some ab- 
normal substance in the -blood, probably a high 
molecular protein derived from the damaged muscle. 
' The two cases of this syndrome recently reported ‘ 
appear to have had a similar course to the one described 
here. Unfortunately the fluid retention, if any, in each 
case is not stated. In one of them (Longland and 
Murray), however, the clinical features suggest that a 
true transfusion kidney cannot be excluded ; sinee the 
pee had a rigor after a plasma-transfusion, followed 
Re oe and unaccompanied by swelling in the injured 
S. 

The glomeruli of the kidney are supplied with blood 
direct from the interlobular arteries through the afferent 
glomerular vessels ; the tubules and loops of Henle are 
che aan by capillaries derived from the efferent glome- 

ar vessels, and the collecting tubules and ducts of 
Bellini are supplied from the main branches of the renal 
vessels through the arteris rectz. The lesion associated 
with the crush syndrome is situated in the convoluted 
tubules and loops of Henle, and it will be seen that the 
blood-supply of this area comes through the reducing 
chamber of the glomerular capillary bed. There, 
not only is the pressure reduced but the blood is con- 
centrated by the loss of fluids and salts secreted by the 
glomerulus. In the light of this knowledge a cause 
for the lesion suggests itself. In all the cases described 
severe shock has been a feature. This is shown by. the 
low blood-pressures recorded. In some cases both 
systolic and diastolic pressures have been low; in this 
case the systolic pressure alone was low. It can be 
presumed that this shock has its onset when the patient 
is first buried and therefore is prolonged over many 
hours. This will produce in the capillaries of the con- 
voluted tubules a vicious circle of vascular stasis, hæmo- 


4. Henderson, R. G. Jbid, 1941, 2, 197; Longland, C. J. and 
Murray, J. Lancet, 1941, 2, 158. 
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concentration and thus more stasis. These changes 
will be increased by the absence of fluid intake during 
the buried period and the flooding of the circulation 
with a protein of high molecular weight from the damaged 
muscle. There is experimental evidence ô that a rapid 
elevation of blood-pressure during the recovery period 
may produce further tubular damage by intensifying | 
this stasis in the vessels of the convoluted tubules. , 

This hypothesis is supported by the following clinical 
evidence: (1) the invariable presence of abnormality 
in the first specimen of urine examined ; (2) the common 
critical point in all cases between the 6th and 8th days ; 
(3) the fatal termination in one case despite amputation 
of the crushed limb; and (4) the recovery of two severe 
cases with general measures only during the first 24 
hours followed by the usual treatment of congestive 
renal failure. The conclusion is that this lesion is pro- 
duced primarily by the long period of lowered blood- 
pressure or pulse-pressure aggravated by the absence of 
fiuid intake during part of:that time and the presence of 
an excess of a circulating protein derived from the 
damaged muscle. It is in fact an active congestive renal 
failure with a possible toxic element superimposed and it 
may be intensified by too rapid elevation of the blood- 
pressure, particularly if that elevation is produced by 
plasma or concentrated serum. The experience of this 
condition is limited and the theory outlined requires 
more evidence for its proof, but it seems reasonable and 
worth further investigation by animal experiment and 
clinical observations. 

The lesions described in the adrenal cortex in two- 
reported cases and the irregular behaviour of the blood- 
chlorides in the present case despite a constant dose of 
cortical extract and sodium chloride suggest that some. 


, similar changes to those in the kidney may take place in 


the suprarenal cortex. They certainly point to the 
necessity for examining the blood and urinary chlorides 
from the start in these cases. 


SUMMARY 


A man, aged 40, developed severe renal failure as a 
result of burial for 15 hours under a bombed building. 
He was pinned across the right thigh and right side of the 
trunk. He also had a lesion of the right brachial plexus 
and pulmonary concussion. 

He was treated by complete protein starvation and 
forced fluids, with injections of suprarenal cortical 
extract. A large proportion of the fluid was retained 
between the seventh and fifteenth days without any 
corresponding increase in the oedema, though a general 
anasarca was present from the sixteenth to the twenty- 
eighth day. 

Improvement began on the tenth day, and four months - 
after the injury the patient appears to have made a good 
recovery, in spite of an intercurrent bronchopneumonia 
and a streptococcal infection of the throat. An angmia - 
persists in spite of treatment, which suggests some renal 
damage not evident to tests of function ; and the affected 
thigh, though anatomically normal, has lost almost all its 
extensor power. 

It is suggested that in such cases the renal failure is 
caused by vascular stasis due to lowered blood-pressure 
from the time of the injury, to the lack of fluid intake 
during the period of burial, and to flooding of the cir- 
culation with protein from damaged muscle. . The 
lesion in the kidney may be aggravated by transfusion 
with plasma or concentrated serum. 


I have to thank Surgeon Rear-Admiral F. J. Gowans for 
permission to publish this case; Surgeon Commander R. S. 
Allison for his help and criticism during the treatment of the 
case and preparation of this paper; and C. P. O. Webster and 
the staff of the clinical laboratory for the estimations. 


‘5. Miller, H. Brit. med. J. 1941, 1, 685. 


Mepicat DEFENCE Union.—The annual meeting of this 
society was held on Sept. 30. Dr. G. de Bec Turtle, acting 
president, who was in the chair, said that the membership was 
now over 24,000. War had not decreased litigation and he 
urged doctors to exercise great care in signing medical 
certificates. Dr. Turtle was elected president for the coming . 
session. | 
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MANY papers have appeared on the pharmacological 
and physiological aspects of cyclopropane. I shall here 
deal with the application of this knowledge to its admin- 
istration as an anzsthetic, in the ah of experience I 
have gained during the past few years. 

Perhaps in no other type of anesthesia is the apparatus 
used of such importance, for an inaccurate, leaking, 
inflexible apparatus will make for failure, and greatly 
add to the difficulties of the administrator. The 
principles of an ideal apparatus have been described by 
Harris (1933, 1935, 1938), and I agree with him in 
favouring the circle filter as against the to-and-fro 
principle of Waters (1932). Although the latter has the 
advantages of portability and simplicity it is difficult to 
handle: the irritant soda-lime is too near the face-piece, 
greatly increasing the danger of its inhalation : while the 
heat induced in the canister directly affects that part of 
the gas mixture which is immediately inhaled. On the 
other hand, the circle filter if correctly designed provides 
a flexible apparatus which more closely satisfies physio- 
logical requirements, and with an adequate canister can 
pom @ more complete absorption of carbon dioxide. 


contrast to the method practised by most anesthetists, | 


I find that less resistance to respiration is produced when 
the canister is placed on the inspiratory side of the circuit, 
and this clinical impression is supported by manometric 
readings of the resistance induced in various types of 
apparatus at the face-piece end of the circuit. 7 
Sensitive directional valves, offering the minimum 
respiratory resistance, are a necessity. They should be 
designed to work efficiently with the reduced tidal 
respiration met with in deep anzsthesia. They should 
be placed as close to the face-piece as possible, for 


. theoretical . considerations, fully explained by Harris, 


demand that the dead space between the unidirectional 
valves and the alveoli should be less than the volume of 
the smallest tidal respiration. (Placing these valves on 


the machine takes no account of the expansile nature of . 


the long rubber tubing between the valves and face- 
piece, and permits excessive re-breathing, especially when 
pulmonary ventilation is reduced.) This ideal is almost 
impossible to attain, but the closer it is approached the 
less will be the respiratory embarrassment, the smoother 


the anesthesia, and the less fatigued the patient at the 


end of a long operation.* 


ESTIMATION OF DEPTH 


The quietness of the breathing under cyclopropane is 
due not so much to the carbon-dioxide method of 
administration as to the depressant effect of the gas on 
the respiratory centre. The usual signs of anesthesia 
as seen with ether are not helpful, and estimation of 
depth is difficult. 
is very rapid and no excitation of respiration is seen even 
in induction ; in the third stage a slight and progressive 
decrease in rate and tidal volume occurs, until intercostal 
paralysis is complete ; a small increase in concentration 
will now cause respiratory arrest. 

Waters (1936) has shown how the patient may pass 
through the third stage without manifest signs except a 
gradual diminution in respiratory movement. The 
increase -in rate and depth of respiration which usually 
occurs with other agents just before respiratory arrest is 
slight or lacking with cyclopropane, which makes it 
difficult to differentiate the pre-apnoea level. Attention 
to detail is therefore essential. Romberger (1935, 1937) 
and Guedel (1937) have described a system of anzsthetic 
signs, but these are not complete, because they fail to take 
into account the phenomenon of general muscular 
relaxation; they are also often difficult to assess, 
especially in cases where the respiratory threshold has 
been elevated by preoperative drugs. . 

I find the following simplified scheme (worked out 
with reference to the respiratory signs only) satisfactory 


* Special valves which I have designed, modified from a pattern 

dly supplied to me by Dr. Harris, and which are sensitive to 

very low minute volume respiratory cxchange, do, I believe, 
closely satisfy these criteria. 
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for teaching purposes. Where planes of anæsthesia are 
referred to in this paper this scheme is to be understood. 


Third stage | Signs 
First plane: Light anesthesia ; moving eyeballs. 
Second plane : 
(Upper): Moderate anesthesia; fixed eyeballs; inter- 
costal paresis absent or partial only. 
(Lower): Deeper anesthesia; intercostal paralysis 
becoming complete. (The diaphragmatic 
movement is not exaggerated as it is with 
ether.) 
Third plane : 


Intercostal paralysis has developed gradually | 
and progressively, without any ohange in 
the character of the breathing, which is now 
almost entirely diaphragmatic. A slight 

| increase in concentration now leads to Ž 

Fourth plane: Apnea, at first with no signs of circulatory 

j . depression. This rapidly passes into 

Fourth stage: Apnoea with circulatory depression ; impend- 

ing cardiac failure and death. 


It will be seen that the depth of anesthesia is reflected 
with great accuracy by the extent of depression of 
breathing, and this may be used as a more aceurate and 
easily determined method of estimating. the ‘ plane 
level ’’ during the third stage than an attempt to assess 
the degree of paralysis of the intercostal muscles.. The 
exact points where intercostal paralysis begins and 
becomes complete (which mark the upper and lower 
limits of Guedel’s third plane) are often impossible to 
determine in practice. More useful information can 
usually-be obtained from observation of the breathing 
bag and manometer than from palpation of the chest wall. 

The general phenomena of anzesthesia—loss of con- 
sciousness and reduction or abolition of the reaction to 
pain—are due solely to the action of the anesthetic 
agent on the brain. Estimation of depth of anesthesia 
as taught to generations of students, depends on the 
effect on the respiratory function. Muscular relaxation, 
in which the surgeon is more interested, appears to depend 
on diminution of skeletal-muscle tone as the centres in 
the C.N.S. become depressed; and in particular on 
depression of the anterior horn cells of the spinal cord, 
and suppression of stimuli normally reaching these 
cells from the cerebrum, cerebellum, basal ganglia, skin, 
joints and muscles (Beecher 1938, Yandell Henderson 
1935a and b, 1937, Samson Wright 1940). As a rule 
cord-reflex arcs are suppressed early in the third stage. 
of ansesthesia, but it is not always easy, at any rate with 
cyclopropane, to correlate the degree of depression of 
muscle tone with the degree of depression of respiratory 
activity. There is evidence that there may be variation, 
not only between anesthetic agents, but also between 
patients (Magnus, R. quoted by Henderson 1933). With 
cyclopropane, apnoa may occur before relaxation—i.e., 
the respiratory centre may be paralysed before the cord- 
reflex arcs are depressed sufficiently to give relaxation— 
and it is important to prevent this. 

The drug is certainly difficult to administer in cases 
where deep surgical relaxation is required. Diaphrag- 
matic quietude is always present, and the rapid, panting, 
jerky movements which are such a source of embarrass- 
ment to the surgeon with ether are not seen. The 
peritoneum is always easily relaxed, and the intestines 
are not distended (as they are with the patient under 
nitrous oxide, which is apparently excreted into the 
intestinal lumen). 

Animal experiment shows that with cyclopropane | 
intestinal tone is increased and the gut is contracted, 
while the amplitude of contractions is reduced and pro- 
pulsive movements abolished. (Peoples and Phatok 
1935, Burstein 1938, Weisel et al. 1938). These signs 
may, however, be present with some degree of muscular 
rigidity, and to abolish this while keeping the cerebral 
concentration below apncea level is not always easy. In 
my experience, this may most readily be accomplished 
with safety to the patient by the technique of slow 
induction presently to be described. This is facilitated 
by the reduction of preoperative sedation to a minimum. 

Since the C.N.S. constitutes only about 5% of the total 
adult body-weight, the anesthetic is distributed between 
a small bulk of tissue upon which it has physiological 
action, and a far larger bulk of tissues upon which it has 
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' virtually none. Thus the concentration of the drug in 
the nervous system will be influenced by its solubility 
in the rest of the tissues. This buffering action of the 
body tissues delays both induction and elimination. 
With cyclopropane primary saturation t—that is, 
- equilibrium between lungs, blood and brain—occurs 
quickly, at a time when concentration in other body 
tissues is minimal (Barbour 1936, Waters 1936, Robbins 
1937). Thus it is possible to reach a brain concentra- 
tion sufficiently high to cause apnoea, while the body 
tissues generally are almost completely unsaturated. 
With cyclopropane given in a completely closed system, 
after primary saturation has been reached a relatively 
high alveolar concentration must be maintained in order 
to keep the arterial tension at an anesthetic level, since 
diffusion will gradually occur into the other body tissues. 
The extent of this diffusion can be estimated from 
finding of Orcutt and Seevers (1937) that the body fat 
will hold, under conditions of equilibrium, about seven 
. times as much of this gas as the other body tissues. 


TECHNIQUE 


Induction.—The following considerations must be 
borne in mind about induction with cyclopropane : 


1. Absence of irritation and rapidity of absorption in the 
central nervous system allow a smooth induction without 
respiratory stimulation and usually without excitement. 

.2. A high degree of respiratory depression can be easily 
induced at an early stage in anesthesia, and indeed at any 
` stage, but this bears no relation to the degree of muscular 
relaxation produced. | 

3. Depression of spinal cord reflex arcs (and hence muscular 
relaxation) can be achieved without the production of pro- 
longed apneeas if the principles on which body saturation 
depends are remembered. | | 

4. Until an appreciable body saturation has been built up, 
the absorbing capacity of the inert tissues is so great that it is 
often impossible to get relaxation without producing con- 
siderable depression of the respiratory centre, and even 
prolonged apnea. This is by no means invariably safe. 

5. The high oxygen content of the anesthetic atmosphere 
is not incompatible with severe anoxemia if pulmonary 
ventilation becomes inadequate.’ ` 


For these reasons, I find a slow induction with small 
rate of flow of gas satisfactory, though this is contrary 
to the practice usually advocated (Bonham 1937, 
Griffith 1935, Rowbotham 1935). I continue with a flow 
of about 100 c.cm. per minute or less until respiration 
becomes almost imperceptible. The extra time required 
is not appreciable. Should apnoea occur at the end of 
this slow induction it is usually short and gives rise to no 
anxiety, for the fatty tissues, at this time relatively 
poorly saturated, provide a safety valve, and redistribu- 
tion rapidly takes place. Alveolar concentration is 
maintained by a continuous trickle of a very small flow 
of gas, the object being to build up a concentration in 
the tissues which, while remaining below the apnoea 
level, will depress the motor system sufficiently to 
produce muscular relaxation. The bag should contain 
only enough gas to accommodate tidal respiration; it 
is better not to allow the breathing bag to become 
distended with an accumulation of gases of unknown 
relative composition (Burford 1936). Variation in the 
flow of cyclopropane or of oxygen then quickly shows 
itself in a lightening or deepening of the anesthesia, 
collapse or distension of the bag; and maintenance of an 
even anesthesia is facilitated. Manometric observations 
at the face-piece end of the apparatus show that distension 
of the bag unduly increases the pressure within the 
apparatus, thus increasing the load on the respiratory 
system. 

Maintenance.—Redistribution of cyclopropane, its 
diffusion through the skin and rubber components of the 
apparatus, loss‘ through the open wound and in blood 
spilt during the operation, and inevitable leakage, cause 
a progressive lightening of the anesthesia. Inaccurate 
. delivery of oxygen may enhance this effect. Unless the 
patient is closely observed the quiet breathing in all 


t The terms ‘‘ primary,” “secondary ”’ and ‘tissue ’’ saturation 
have unfortunately become identified with the technique 
described by McKesson (1926), who used the first term to 
signify ‘‘ induction,’’ and the others to describe his method of 
obtaining profound anesthesia with nitrous oxide by producing 
a high degree of anoxmmia. The meanings are not to be so 
understood in the present paper. 
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planes makes alteration in depth of anæsthesia easy to 
miss, particularly as, in ascending anæsthesia, eyeball 
movements do not always recur to mark the return of the 
first plane. -There is a point in descending anæsthesia, at’ 
the upper part of the first plane, where vomiting. may 
occur if the anzsthetic is not deepened rapidly; the 
breathing at this point is shallow. If the patient is 
allowed to reach this point again during ascending 
anesthesia the breathing may become imperceptible or 
cease altogether, which leads to confusion with the third 
plane. Apart from alterations in respiratory volume, 
there is no satisfactory sign to warn against too light 
anesthesia until the swallowing reflex becomes active, for 
muscular relaxation, once produced, does not, always 
disappear at the same rate as the respiratory function 
recovers. Ascending ansesthesia may best be assessed by. 
observation of the manometer attached to the breathing 
bag; this, in my opinion, should form an essential part of 
every closed circuit machine (Harris 1938). 
Apnoa.—The high oxygen concentration possible 
with this anesthetic gives the anesthetist a feeling of 
confidence, and the ease with which apnoea can be 


\ produced, with associated stillness of the diaphragm, is 


very striking. To produce “ controlled respiration ’’ by 
inducing acapnia is easy ; muscular relaxation, however, 
is not invariably produced by such techniques, nor can- 
they be employed in every case without risk. e 

The possible harmful effect of the indiscriminate production 
of prolonged apnæœæas is illustrated by a fatality I have already 
reported (Gould 1939), and is supported by much experimental 
evidence. Robbins and Baxter (1937) found that during 
periods of apnæœa in dogs, though the mixture in the breath- 
ing bag contained adequate oxygen, the arterial oxygen 
concentration rapidly fell. In a typical experiment, the 
arterial oxygen concentration fell from 20 vols. % to 2 vols. % 
during 20 minutes’ apnæa. 

Lengthy inadequate ventilation can bring about a 
state of anoxæmia, notwithstanding the high oxygen 
„concentration in the apparatus, and considerable 
damage may be caused to the brain and heart. Gebauer 
and Coleman (1938) and Henson (1937) record cases of 
encephalopathy after cyclopropane due apparently to 
nerve-cell deprivation of oxygen, in spite of the high 
concentration of oxygen available. Schreiber (1939) and 
Courville (1939) have drawn attention to the untoward 
effects of unsuspected anoxia which may develop during 
aneesthesia unless careful and continuous observation is 
maintained. In shocked, cachectic, poor-risk patients, 
and those with decreased cardiac reserve production of 
apnoea is contra-indicated. Individual susceptibility 
‘and cardiac reserve are not invariably easy to assess 
before operation. By avoiding heavy preoperative 
medication, muscular relaxation can usually be produced 
by the slow-induction technique without the production 
of potentially dangerous apnea. 


COMPLICATIONS _ 
Cardiac Irregularity—The cause of the cardiac 
irregularities observed with this drug is obscure. 
‘Seevers (1934), Robbins and Baxter (1937) attributed 
their onset to the anoxia which may develop during 
apnoea. Anoxia undoubtedly plays a major rôle, but 
does not offer a complete explanation. Kurtz (1936), 
Meek and others (1937) and Eversole (1937) have 
described effects which they attribute to a direct toxic 
action of the drug on cardiac tissue. Robbins and 
Baxter (1937), and Robbins (1940a, b) describe these 
effects as invariably arising in animals when morphia is 
used as a premedicant, and less frequently when barbi- 
turates are substituted. Intravenous injection of 
amytal abolished the bradycardia and arrhythmia which 
developed in their experimental animals'at the time of, 
or soon after, respiratory arrest (Robbins, Baxter and 
Fitzhugh 1939). They conclude that morphine enhances, 
and barbiturates neutralise, the simulating effect of 
cyclopropane on the parasympathetic system (Robbins 
1939, Adriani et al. 1940). These findings accord with - 
clinical.experience. 

The exact significance of these cardiac irregularities 
cannot be assessed at present, but animal experiments 
support the clinical observation that, however produced, 
they disappear spontaneously as the anesthetic concen- 
tration is reduced by increasing the oxygen concentration 
and improving the respiratory ventilation; and that 
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they leave behind no ill effects. They are not accom- 
panied by circulatory deterioration, provided that 
hypo-oxidation is avoided. Histotoxic anoxæmia does 
not appear to be a complication of cyclopropane anæs- 
thesia provided a sound technique is employed. The 
pulse must be continuously examined so that this 
condition can be recognised early, when it may be readily 
abolished by increasing the oxygen concentration. The 
use of adrenaline or other sympathomimetic drug should 
re rr SE with cyclopropane (Orth et al. 1939, Meek 

Excess Oxygen.—Cyclopropane is administered in an 
atmosphere of 70-80% oxygen. Beecher (1938) states 
that ‘‘there is no doubt that many of the toxic signs and 
symptoms elicited in man and animals by high oxygen 
concentrations are frequently seen after anzsthesia in 
which excess oxygen has been given,’’ and concludes, 
“ one may question the wisdom of administering high 
percentages of oxygen in anssthesia for any length of 
time, at any rate to patients who are recumbent, 
cachectic, old or otherwise poor risks.” 

These toxic signs are said to include congestion of the 
lungs, with thickening of the alveolar walls and the 
presence of definite inflammatory changes, as shown by 
eosinophil cells therein (Haldane and Priestley 1935, 
Binet 1939, Behnke 1940). Horn 1938, Bonham 1939a, 
and Griffith 1938, have described cases of acute respira- 
tory embarrassment resembling allergic phenomena and 
even acute pulmonary cedema in the course of cyclo- 


propane anæsthesia ; these have been attributed to the . 


use of excessive concentrations of oxygen. In the light 
of more recent experience of oxygen therapy, however, 
there is some difficulty in justifying such statements. 
Boothby (1938, 1939), for example, has described the 
practice at the Mayo Clinic where oxygen in high 
concentrations has been administered to many patients 
every 3 or 4 hours for as long as four days, with inter- 
missions of a few minutes only, without any evidence of 
pulmonary irritation. + 

The oxygen content of arterial blood is increased by 
only 10-15% as a result of inhaling 100% oxygen ; this 
amount, though negligiblewhere the circulationis normal, 
hag a significant effect in preventing tissue anoxia and 
in improving the general condition of patients whose 
circulatory system is depressed by shock, cachexia or 
old agè (Card et al. 1940). In my experience, cyclo- 
propane, because of the atmosphere of excess oxygen 
with which it can be administered, is one of the most 


valuable anæsthetic agents we possess for such cases 


(cf. Frias 1939). 

Postoperative Pulmonary Complications, though fewer 
than are usual with ether, were not entirely eliminated 
in my series. Apparently this has been common 
experience (Stiles et al. 1934, Moffitt 1936, Taylor et 
al. 1937, Schmidt and Waters 1935). The hope that 
lack of irritant properties in cyclopropane would 
materially reduce these complications was not founded, 
on sound reasoning, for with spinal anesthetics, for 
example, as with other types of local or regional aneesthe- 
sia, no direct irritation to the lungs can occur, and yet 

ulmonary complications are fairly common _ sequele. 
Pulmonary postoperative complications are probably due 
to a combination of prolonged depression of body tone 
and pulmonary atelectasis (Fine et al. 1938, Coryllos 
and Birnbaum 1932, Boland and Sheret 1928, Duff 1939, 
Burford and Jones 1938, Griffith 1934, Leuth 1938). 
Irritation of the lungs by the war gases produces cedema, 
a totally different pathological condition from that 
following operations. Spinal anesthesia abolishes com- 
pletely the tone in those parts of the body anesthetised, 
and in many cases over the whole body, and this explains 
the frequency of pulmonary sequele. There is therefore 
little ground, if any, left for the belief once general, that 
irritation of the lungs by the vapour of ether or other 
volatile anzsthetics is the cause of pulmonary complica- 
tions after inhalational anesthesia. The underlying 
cause is atelectasis—alike after spinal, local, intravenous 
or inhalational anzsthesia—due to diminished body tone 
and subsequent collapse of the lungs (Yandell Henderson 
1935a, b, 1936 and 1937, and Ayre 1938). 

The improved postoperative condition of patients 
after anzsthesia with cyclopropane is due to the 
comparatively non-toxic nature of this drug; the ease 
with which depth of anzsthesia may be varied at will, so 


‘not appear to be of great significance. 


that profound muscular atonia is not maintained over 
long periods; and the rapid recovery of consciousness 
and body reflexes, accompanied by a similarly rapid 
recovery of muscular tone, which occurs unless operative 
shock has been severe. This rapid recovery, although 
always desirable (Harms 1939), sometimes proves 


embarrassing. After cyclopropane the prolonged stupor 


and inertia seen after the older anzsthetics does not 
occur. Displacement of nitrogen, however, is a real 
danger, and care must be taken before the anzsthetic 
is withdrawn, to restore a more normal alveolar atmos- 

here. Barach (1935a, b, 1936). Bonham (1939b), 

versole (1938) and Burford (1938) have suggested 
that helium, which is very slowly diffusible, should 
be added to the gas in the closed circuit machine. 
Helium though easily obtainable in America is difficult 
to obtain in this country, and I have been unable to 
get experience of this technique. Other precautions © 
must be taken. The anesthetic must not be withdrawn 
until the respiratory ventilation is again active and 
adequate. The lung bases may be aerated, the tone of 
the respiratory muscles increased and lost nitrogen be 
replaced to some extent at least, by the inhalation 
towards the end of the operation of a mixture of carbon 
di-oxide and air (not oxygen); often this may be con- 
tinued with advantage for five minutes every hour, for 
some hours, during the recovery period. By these means 
the incidence of postoperative lung complications may 
be reduced. 

CONCLUSIONS 


The final assessment of cyclopropane as an anzsthetic 
has yet to be made. No attempt has been made to 
compare results of the 500 cases on which this paper. has 
been based with those obtained with any other anzsthetic 
agent. In my opinion some hundreds of thousands of 
cases would be necessary in order to do this with any 
approach to accuracy, since conditions vary so much 
from hospital to hospital, surgeon to surgeon, and 
anesthetist to anssthetist. But some propositions may 
be formulated on the experience gained. i 


1. Cyclopropane produces a smooth induction without 
excitement, and quiet, even, breathing, with no irritation of 
mucous membranes. It is associated with a high oxygen 
content of the anæsthetic atmosphere which is of value in 
many cases. 

2. Depth of anesthesia is under direct and easy control, and 
muscular relaxation is usually excellent. 

3. It produces safe anesthesia without anoxemia, carbon 
dioxide accumulation or irregular, struggling, respiratory 
movements, even in patients whose vital capacities are 
limited by disease. It is relatively non-toxic to body cells. 

4, There is a rapid return of consciousness, of the cough and 
other reflexes, and of general body tone. Postoperative 
nausea and vomiting are decreased, and anesthetic shock 
reduced. Compared with ether, the postoperative state is 
more pleasant to the patient and more satisfactory to the 


. surgeon. 


5. Many of the cases in this series were suffering from acute 
respiratory disease of one form or another, and the post- 
operative results in these cases were excellent—in most of 
them,some form of local or regional analgesia was the only 
alternative. . 9 

6. Although the expense of cyclopropane and of its 
apparatus is greater than of other routine anesthetic drugs, 
the saving in postoperative convalescence makes this worth 
while. ; 

On the other hand, there are some drawbacks: , the 
gas forms an explosive mixture with oxygen; there is 
more operative bleeding; and transient cardiac 
arrhythmias occasionally develop which, however, do 
The technique is 
complicated, and the drug is not one to be administered 
lightheartedly by the tyro. Close attention to detail is 
essential, and the margin of safety is probably less than 
with ether. The advantages of cyclopropane over ether, 
however, far outweigh, in my opinion, any possible 
disadvantages. It may be objected that theoretical 
considerations have been given a disproportionate place 
in this paper, but I believe that understanding of under- 
lying principles must always precede practical advances. 

Closer alliance of ‘the anesthetic departments of 
hospitals with the pharmacological and physiological 
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laboratories is a development which has been long 
overdue. 

I wish to thank the many surgeons with whom I have had 
the privilege of working during the past few years. Since 
some of the work which formed the basis of this paper was 
performed at various L.C.C. hospitals, I am grateful to Dr. 
W. Allen Daley for his permission to pubhsh. 
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EXTENSION OF TEMPORARY REGISTER.—Up till now an over- 
seas doctor could only obtain temporary admission to our 
medical register if he was by law entitled to practise in his own 
country, and doctors who had passed the necessary examinations 
but were debarred from practice by racial or other legislation 
were thus unable to obtain temporary registration here. Anew 
defence regulation and a new order have now been made and a 
doctor may now register if he is: of good character; holds a 
medical diploma (or has passed the examinations for the 
diploma) recognised by the G.M.C.; has been appointed as a 
medical officer in an approved hospital or as an assistant to a 
doctor on the permanent register. Registration does not affect 
an alien’s obligation to comply with the aliens acts and orders. 
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CASES of gastro-colic fistula are not often reported. 
Verbrugge (1925) collected 202 cases from the literature ; 
Poynton and Macgregor (1930) collected 250 cases and 
reported 1 case. Fairley and Kilner (1931) reported 
3 cases, Mindline and Rosenheim (1935) a case and 
Bennett and Hardwick (1940) reported another. The 
case reported here occurred in a diabetic, causing serious 
difficulties, and it illustrates a technique for the manage- 
ment of a diabetic patient in preparation for a serious 
abdominal operation and in after-treatment. 


CASE-HISTORY 


A male civil servant, aged 52, was admitted to hospital on 
March 20, 1940, in diabetic coma. He was semi-comatose, 
breathing deeply, in severe ketosis and with a blood-sugar of 
0-46 mg. per 100 c.cm. For 6 years prior to admission he had 
been a known diabetic and had been fairly easy to stabilise ; 
18 months before admission he had undergone a gastro- 


- enterostomy for a gastric ulcer; thereafter he had been well 


until a month before admission, when one evening after dinner 
he felt a sudden severe abdominal pain which continued until 
the next day ; it left him with diarrhcea which persisted with 
occasional exacerbations up to the time of admission. Owing 
to his abdominal discomfort and liability to diarrhea he had 
become erratic in his diet and at times had had severe hypo- 
glycemic attacks. Before the pain and diarrhea began he 
had been stable on 20 units of zinc protamine insulin and 20 
units of ordih insulin daily, but since then the dosage 
had had to be greatly reduced ; indeed, for the 2 days before . 
admission he had had no insulin at all. 

In hospital there was a satisfactory response to insulin, 
dextrose and intravenous saline, and after a week he was 
receiving a 1400 calorie diet and in 3 weeks a 2100 calorie 
diet with three doses of 10 units of ordinary insulin daily. 
On this diet his morning blood-sugar was high, so his evening 
dose of insulin was increased to 20 units. He then developed 
a severe nocturnal hypoglycemic attack. At the same time 
the diarrhcea increased and he lost weight. The diarrhea 
now became persistent, especially at night, and he had 
nocturnal hypoglycemic attacks in which he sweated pro- 
fusely and became extremely violent and disoriented. On 
May 10 the insulin had had to be reduced to 5, 10 and 5 units. 
It was clear that there was a relation between the severity 
of the diarrhoea and of the hypoglycemia ; presumably owing 
to failure to absorb carbohydrate. The stools were greyish, 
with a fatty sheen suggesting the presence of fatty-acid 
crystals. On the history and these observations a diagnosis 
of gastro-colic fistula was made with some confidence. 

Pathological and radiological examinations.—Blood: red 
cells 4,700,000; Hb. 75%; white cells 11,600; no abnormal 
cells. Serum-calcium 8:8 mg.; plasma-phosphorus 2:8 m.g. ; 
blood-chloride 420 mg. per 100 c.cm. Fractional test-meal : 
some increase in free and total hydrochloric acid.’ Urinary 
diastase-index 10. Stools: total fat 59-3% of dried feces, 
free fatty acid 23-9%, neutral fat 9-1%, soaps 26:3%. 

Dr. E. E. Holdsworth reported the presence of a gastro-- 
colic fistula after a barium enema, the results of a barium 
meal being inconclusive. 

Preoperative treatment.—Since the patient appeared to be 
somewhat dehydrated and no reliance could be placed on his 
power of absorbing carbohydrate by mouth, it was decided to 
administer 150 g. of dextrose daily intravenously by slow 
drip, and to cover it with appropriate amounts of insulin. 
At 10 p.m. on May 11 infusion was begun, the solution con- 
sisting of three parts of 5% dextrose solution and one part of 
normal saline ; the rate of flow was 30 drops per min., and 5 
units of insulin was injected into the lumen of the tube near 
the cannula every 2 hrs. On the 13th the blood-sugar was 
0-15 mg. at 11 a.m. The infusion was continued until 1.45 
P.M. and the operation was begun at 2.30 p.m. Until that 
morning fluids were allowed freely by mouth in order to wash 
the stomach and intestine. The patient’s general condition 
immediately prior to operation was good. 
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First operation.—Prelimi medication, 1 c.cm. of Omno- 
pon and hyoscine (Roche); gas and oxygen anesthesia. 
There was slight tissue-cedema and alittle clear fluid in the 
peritoneal cavity. At the site of the previous gastro-entero- 
stomy there was a large anastomotic ulcer, adherent to the 
colon near the splenic flexure, which had ulcerated through 
into the colon. The colon and small intestine were clamped 
and dissected free, the anastomosis and fistula being opened. 
The edges of the opening into the stomach and the small and 
large intestine contained dense ulcer tissue which was cut 
away. The colon was repaired by transverse suture and a 
piece of omentum was stitched over the suture line. The 
edges of the openings in the stomach and small intestine were 
dissec of ulcer tissue and the anastomosis was recon- 
stituted. The patient stood the operation well and intestinal 
peristalsis continued throughout. 

At 6 p.m. 200 c.cm. of 10% dextrose solution and 4 units of 
ordinary insulin were given intravenously and a similar 
amount at 9 p.m. On May 14 at 11 a.m. 250 c.cm. of 10% 
dextrose with 4 units of insulin were given intravenously and 
thereafter 3$ oz. of milk and 34 oz. of water were given by 
mouth and 10 units of insulin were injected, followed by 
similar amounts 2-hourly with 2 units of insulin. On the 
15th 7 oz. of milk with 6 units of insulin were given 4-hourly ; 
thereafter solid food was added until, on May 21, he was 
receiving 2100ealories with ordinary insulin units 30, 25, 20. 
On the 28th analysis of stools showed total fat 36-5%, free 
fatty acid 4:9%, neutral fat 8-7%, soaps 22:9%. The total 
blood-calcium was 12-1 mg. and plasma-phosphorus 4:2 mg. 
per 100 c.cm. There was thus a substantial postoperative 
improvement in the condition of the bowel in relation to the 
absorption of fat, calcium and phosphorus. 
uneventful, and the patient was discharged on June 8 on the 
same diet with insulin 20 units daily and zinc protamine 
insulin 30 units daily. 

Progress.—After his discharge he felt well and was at work 
until the beginning of November, 1940, when one morning 
on his way to work he experienced severe mid-epigastric pain 
which then moved down to the umbilicus. The pain often 
recurred at irregular intervals not directly related to meals ; 
it was relieved by food and alkalis, At times it radiated 
round to the back; it was aching in character and varied in 
intensity. There was no nausea and no vomiting. His 
diabetic condition remained unchanged, and he was stable on 
20 units of zinc protamine with 20 units of ordinary insulin 
every morning, He was readmitted to hospital on Nov. 4, 
1940. The sudden reappearance. of the pain suggested that 
the repair operation had broken down. The stools were 
examined and showed a total-fat content of 31:2%, free fatty 
acid 11-36%, neutral fat 8:25% , fatty acids combined as soaps 
11-6%. Blood: red cells 5,600,000; Hb. 96% ; white cells 
17,300 (pélymorphs 71%). Thus, since May 28, the stools 
had become almost normal, and the red cell count normal, 
although no iron had been administered. Together these 
findings indicated considerable improvement in absorption: 
A barium enema was administered, and Dr. M. H. Jupe 
reported the presence of a gastro-entero-colic fistula. 

In contrast with his condition on his first admission, he was 
in good general health, and little extra preparation was re- 
quired before operation. On Dec. 2 he had his usual break- 
fast, with 10 units of ordinary insulin, and 10 units of zinc 
protamine insulin (half his usual dosage); he had his usual 
dinner, an easily digestible meal, at noon. At 2 P.M. his 
blood-sugar was 0:33 mg., and he received no further solid 
food ; he was given 2 oz. of glucose in } pint of orangeade, 
with 4 units of insulin, at 2 p.m. followed every hour by a 


‘ similar amount of orangeade and glucose until 10 p.m. In 


view of the high blood-sugar revealed at the 2 P.m. test, 
12 units of insulin were given at 4 P.m.; blood-sugar at 
5.30 P.M. was 0:29%, so a further 24 units of insulin was given 
at 8 p.m. Nothing but water was given by mouth after 
10 p.m. At9aA.M.on Dec. 3 the blood-sugar was 0:22 mg. An 
intravenous drip of 10% dextrose was given at the rate of 
30 drops per min. until 2.30 p.m. Blood-sugar at 1-30 P.M. 
was 0:25 mg. This fulfilled our desire to maintain the value 
rather high in view of the anticipated severity of the operative 
measures necessary. 

Second operation.—This was carried out at 3 P.m. Pre- 
medication was again 1 c.cm. of omnopon and hyoscine and 
the anesthetic gas and oxygen. A mass of adhesions was 
found to be matting the splenic flexure of the colon to the 
posterior aspect of the previous gastro-enterostomy. The 
gastro-enterostomy was displayed by separating the adhe- 
sions. The adjacent portions of the gut forming the fistula 


Recovery was - 


m 
were divided, exposing the lumens of the portions of the 
tract involved—the jejunum with a small part of the stomach 
and the splenic flexure of the colon. The colon was clamped 
with light clamps some distance from the opening, later two 
more clamps were applied closer to the hole. An ulcer could 
be palpated in the wall of the colon on the distal part of the 
splenic flexure, and resection was considered essential. Seme 
5 in. of colon were excised and with some difficulty the two 
ends of the bowel were brought together and an end-to-end | 
anastomosis performed. The original gastro-enterostomy 
was repaired, the edges of the orifice were excised, and the 
edges sutured with: continuous, catgut and then inverte 
with a continuous seromuscular Lembert suture. 
Immediately after the operation the patient showed signs 
of shock, and a pint of normal saline was administered intra- 
venously followed by a pint of citrated blood. He rallied 
satisfactorily, and his subsequent progress was uneventful. 
The postoperative regime was similar to that after his fimt 
operation. A barium enema on Jan. 7, 1941, showed the‘ 
colon to be large but without any defect in it. On Dec. 20 


_ his serum-calcium was 10:4 mg. and serum-phosphorus 3-5 mg. 


per 100 c.cm. Blood-sugar estimations 2-hourly on the day 
before his discharge showed a slight nocturnal rise on 25 units 
of zinc protamine insulin and 10 units of ordinary insulin, so 
he was discharged on a dosage of 30 units zinc protamine 
insulin and 15 units of ordinary insulin each morning, his diet 
consisting of 2100 Calories. He was discharged on Jan. 18, 
1941, having gained 13 lb. since his operation. 


` DISCUSSION 


One seldom has an opportunity of treating a case of 
gastro-colic fistula so soon after its occurrence. Indeed, 
in this case, but for the concomitant diabetes and the 
consequent upset in insulin balance, it might have 
remained unsuspected for some time. 

- Various authors (Verbrugge 1925, Strauss 1921, Castle 
et al. 1930, Camp 1930, Poynton and Macgregor 1930, 
Fairley and Kilner 1931, Mindline and Rosenheim 1935, 
Benker and Hammett 1939, Bennett and Hardwick 1940) 
have drawn attention to the clinical features of the con- 
dition. The symptoms are usually those of ulceration, 
either simple or malignant, of the stomach followed in 
the former case by gastro-enterostomy and subsequent 
anastomotic ulcer, and in the latter by direct spread by 
intestinal ulceration. The patient may complain of foul 
eructations (in our case this symptom was elicited only 
by inquiry), of loss of weight although the appetite is 
good, and of diarrhcea, there being sometimes as many as 
10-12 motions in the 24 hours. The bowels tend to act 
2-3 hours after food and often at night. The changes 
in the stools (Strauss 1921) are an early feature. Fairley 
and Kilner (1931) have ‘found that in both sprue and 
gastro-colic fistula there is usually excess of fat in the 
stools and that it is well split. In our case this was so 
before operation, but afterwards the stools returned to 
normal. Various other authors (Castle et al. 1930, Strauss 
1921, Fairley 1930) have recognised the similarity between: 
the findings in sprue and in gastro-colic fistula, and have 
noted a low blood-calcium and anzmia, usually megalo-. 
cytic, in both; but in gastro-colic fistula there is 
usually a high gastric acidity while hypochlorhydria is 
usual in sprue. Our patient’ had a moderate hypo- 
chromic anzmia with no abhormal cells; this dis- 
appeared after operation without any iron other than 
in the food; gastric analysis showed hyperchlorhydria. 

The importance of radiographic examination was 
emphasised by Strauss (1921) who said that gastro-colic 
fistula may sometimes be discernible only by barium 
enema. This was confirmed:in:our case, for the barium 
meal was indeterminate, whereas the enema left no 
room for doubt, and on the second admission a clear 
result was obtained by enema alone. 

We would call attention to the ease and convenience 
of the continuous infusion of dextrose in fairly large 
amounts, together with insulin injections, as means of 
securing a satisfactory blood-sugar level with complete 
absence of ketosis. The solution used was not normal 
saline solution with added dextrose, which would have 
tended to raise the salt content of the body unduly, but 
normal saline mixed with either 5 or 10% dextrose in 
water so as to form an isotonic solution. 

Our thanks are due to Dr. Greenfield and his staff for the 
biochemical estimations. | 
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A CASE OF POLYRADICULONEURITIS 


WALLACE BRIGDEN, M.B. CAMB. 
LATELY HOUSE-PHYSICIAN AT SUTTON EMERGENOY HOSPITAL 


THE case of polyradiculoneuritis described here made 
an-unusually rapid recovery. The disease appeared to 
be intermediate in type between the acute febrile form 

of Holmesand the Guillain-Barré syndrome as exemplified 
in the East Anglian epidemic described by Stuart Barber.? 

A previously healthy, well-nourished’ man; aged 30. A 
fortnight before his first nervous symptoms he had a sore 
throat which he believes was unaccompanied by fever; from 
this he recovered in a few days. Weakness and pain in the 
calf muscles, followed rapidly by numbness and weakness in 
the arms, heralded the paralytic stage. Walking became 
impossible 3dayslater. Hewas then admitted to hospital and 
was found to have reduced power in both arms, the left being 
more affected than the right. With the.exception of the right 
triceps jerk all tendon reflexes were absent. Thoracic muscles 
were normal, but the superficial abdominal reflexes were 
absent. Both legs were in flaccid paralysis with all tendon 
reflexes absent, but the plantar reflexes were extensor. His 
calf muscles were tender. There was no proprioception from 
great toe movement, and some loss of epicritic sensation over 
a small area on the lateral aspects of both ankles; otherwise 
sensation was unimpaired. There was persistent tachycardia 
and slight enlargement of the heart. The cerebrospinal fluid 
was under pressure, and showed considerable rise in protein 
and no increase in cells. The Wassermann reaction was 
negative. During the next 3 days the facial muscles and recti 
abdominis, except in the right upper quadrant, became 
completely paralysed and speech was slurred, and on the 
fourth day it was noted that the left lower intercostals were 
involved. Blood-sedimentation rate 73 mm. in 1 hour. 
White cells 12,200 (polymorphs 77%, lymphocytes 18%). 
This marked the maximum extent of the paralytic process, 
which remained stationary for a further week, at the end of 
which the B.S.R. had improved to 56 mm. in 1 hour, and white 
count to 11,200 (polymorphs 69%, lymphocytes 30%). 
From this time the facial and intercostal muscles regained 
normal power in about a fortnight, while there was a general 


improvement in muscle tone ; for some days stroking the solé ` 


produced a flexor response of the whole limb with extended 
toes. During this recovery phase the B.S.R. progressively 
fell, by the end of the fourth week reaching only 12 mm. in 
l hour; the white blood-cells were now 6000 (polymorphs 
64%, lymphocytes 33%). In the next few days the abdom- 
inal muscles regained their power, the hamstrings and recti 
femora became almost normal, and proprioception returned. 
Tachycardia subsided during the fifth week. Seven weeks after 
admission he was able to stand and no signs of abnormality 
in the nervous system other than an indefinite plantar 
response on the left. side were obtainable. Normal walking 
soon followed. B.S.R. fell to within normal limits, but insis 
was a slight unexplained rise in leucocytes. 

Intramuscular injections of, 10,000 units of vitamin B, 
were administered daily for 10 days, and a third of this dose 
for a further 10 days. No indications of vitamin deficiency 
existed before his illness, and it is doubtful whether this 
treatment helped in his rapid recovery. Physiotherapy was 
given to the limbs for 2 weeks before he began to walk. 


In this patient the pathological process spread from > 


the motor roots and anterior-horn region to involve the 
upper motor neurone, and in view of the slight sensory 
impairment other tracts were possibly also affected. 
The rapidity of recovery suggests that the condition was 
due to no more than an inflammatory cedema or the 
diffusion of a locally produced toxin. The raised B.S.R. 


1. Lancet, 1940, 2, 548. The. differential diagnosis, ætiology and 
pathology of the disease are discussed in- Barber’s paper. 
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- and leucocytosis favour the infective theories of its origin, 


but differ from the findings in Stuart Barber’s cases ; 
resemblance was found on examination of the O.S.F. 
In other cases reported the B.S.R. was either normal or 
not investigated. This man responded well to the 
own noxious agent; this probably produces a 

generalised metabolic disturbance of which paresis may 
be only one aspect. The intensity of the patient’s 
response may have been related to the rapidity and 
completeness of his recovery. 

I am indebted to Dr. Louis Minski for permission to report 
the case. 


aston of Books 


Doctor and Difficult Child 


-Wru1am Mooprs, M.D. St. And., F.R.C.P., D.P.M., 

‘medical director, London Child Guidance Clinic and 

Training Centre. London: Humphrey Milford, Oxford 

University Press. Pp. 214. 8s. 6d.` 

THE Commonwealth Fund of America is to be con- 
gratulated on this publication.; in these days of shortage 
and. ‘‘ ersatz ” it is a joy to get hold of a book so beauti- 
fully bound and printed. Nor are the contents less 
pleasing; from his vantage as a piogeer of child 
psychiatry in this country, Dr. Moodie has surveyed the 
whole range of problems which a child is likely to present 
to its harassed parents or teachers. The book could be 
used as a manual of practical advice, not only to doctors, 
but to anyone who deals with children and their problems. 


The author has all the good Scots belief i in hard work 


and sound education, and the danger is that the tyro 
may suppose that it is all as easy as it looks. ‘* The 
education of neurotic or so-called ‘ nervous children ’ 
needs special care,” says Dr. Moodie. ‘‘ They require 
to be kept interested and encouraged to make an effort. 
They must not, on any account, be driven. Education 
has special value for them because it utilises the mental 
energy which is behind their nervous symptoms, and at 
the same time it gives them things to think about and 
so directs their thoughts from themselves and their fears.’’ 
But having led the horse to water, how to make him 
drink ? Mechanisms are not dealt with in detail, and 
the book should be read less as a textbook:in child 
psychiatry than as a pleasant account of the way in which 
many problems in childhood can be sensibly approached 
and satisfactorily treated. 


Practical Biochemistry for Students.of Medicine .- 
(4th ed.) A. T. Cameron, D.Sc. Edin., F.R.S.C., and 
Frank D. WHITE, Ph.D. Edin. London: J. and A. 
Churchill. Pp. 246. 9s. 6d. 


FIVE years separate the new edition of this approved. 
Manitoba manual from the previous one; but the 
authors have made but few innovations, preferring, as 
they state, to keep the old tested methods as far as 
possible. However, an account of the micro-Kjeldahl 
estimation has been introduced, and also the estimation 
of ascorbic acid and Fearon’s test for citrulline. A 
possible weakness of this book is the rather scanty 
section on the blood pigments ; while for the estimation 
of phosphate in urine the use of cochineal as internal 
indicator might be preferred to the external use of 
ferrocyanide. Strong points are the excellent section 
on alkali reserve, the introduction to liver function tests, 
vitamins and hormones, and the instructions for the 
handling and standardisation of quantitative sae 
Catechism Series: Surgery 

(5th ed.). Edinburgh: E. and S. Livingstone. 

In two parts, each ls. 6d. 

Part 1 deals with the general aspects of surgery such as 
infections, hemorrhage, shock and gangrene, and diseases 
of bone. Part 2 embraces fractures, dislocations and 
diseases of joints. It is surprising what a wealth of 


Pp. 70. 


- information is contained in these necessarily compressed. 


accounts; and for what they are—unashamedly 
examination cram-books—these slight volumes are com- 
mendably up to date and informative. The introduction 
of X-ray photographs is a useful new feature ; most of 


_ these have reproduced sufficiently well to be of value to 


the student but some (notably Paget’s disease of the 
tibia and the benign giant-cell tumour) should be 
strengthened or replaced in the next edition. 


contribution. 
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HOSPITALS FIRST 


On Thursday of last week, in reply to a question in 
the House of Commons (see p. 466), the Minister of 
Health outlined the Government policy on the 
hospital service after the war. It is the objective of 
the Government, he said, to ensure that appropriate 
treatment shall be readily available to every person 
in need of it. This task will be laid on the major local 
authorities, whose duty it will be to secure a com- 
prehensive service by placing on a more regular footing 
their existing partnership with the voluntary hospitals. 
But the design of the service is to be based on areas 
larger than counties and county boroughs, in order to 
include in each a teaching hospital or other such centre 
in which the more highly specialised services can be 
provided. Patients will be expected to make ‘a 
reasonable payment, whether by contributory schemes 


or otherwise, towards the cost of their treatment, the 


remainder being borne by the local authority or the 
voluntary hospital with the assistance of an Exchequer 
Teaching hospitals are to have in- 
creased educational grants. Such in broad outline is 
to be the sequel to the Emergency Hospital Scheme 
which came into being just two years ago. It will not 
surprise those who have read the PEP report of 
December, 1937 (‘‘ The hospital problem is essentially 
regional ...”), or have followed attentively the 
devoted labours of the Nuffield Provincial Hospitals 
Trust, with Sir FARQUHAR BUZZARD as adviser, 
which have familiarised the country with a scheme of 
hospital reorganisation based on regional units. Mr. 
ERNEST Brown in announcing his project for an 
immediate survey of hospitals in Greater London 
acknowledges the valuable preliminary work done by 
the trust outside the metropolis. He spoke of three 
stages in orderly progress: consultation between all 
concerned, which has already taken place; then the 
and afterwards the working out of the 
scheme—“ of course,” he added, “ with the approval 
of the Ministry.” But he did not specify who is to 
control the new regionalised hospital scheme—no 
doubt the right sort of independent corporation will be 
found when the time comes—and he flatly declined 
to consider a general national health service or the 
T -of the medical profession as a whole; “ that 

> he said, ‘‘ of course a wider question, and the 
hospital service must be considered first.” 

There are several reasons why the course of post- 
war hospital policy may be smoother than could have 
been foretold two years ago. The state, as Mr. 
C. E. A. BEDWELL reminds us,! has now undertaken to 
replace the damage done to parent hospitals by air- 
raids, and the satellite hutments of 1939-41 are more 
attractive than those of 1914-18 with the result that 

“ patients like them.” Some recent voluntary 
hospitals have cost £1000 or more a bed, but a 40-bed 
hutment can be provided for £70 a bed. One world- 
famous British hospital spent its first thirty years 


1. Quarterly Review, October, 1941. 
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happily in the hutments of an even earlier war-period. 
Mr. BEDWELL, reviewing the ground covered by the 
PEP report, speaks of the “ silent revolution ” in the 
hospital service effected by the Local Government 
Act of 1929. Under its de-rating clauses the million 
sterling grant from the Exchequer to voluntary hos- 


pitals (promised in 1924 and later repudiated) was more 


than handed over to the county councils to help them 
meet their dual obligation : to provide hospital beds for 
all, and in so doing to consult the voluntary author- 
ities. Since then the hospital wagon has been drawn 
by a team which begins to look likeaspan. Following 
London’s admirable example, under the tutelage of 
Sir FREDERICK MENZIES, local authorities all over the 
country are increasing their payments to voluntary 
hospitals for services rendered, under a wide variety of 
agreements ; in the darkening valley their paths have 
drawn closer during the last two years. The ideal 
area for hospital administration is also the ideal one 
for all sorts of public-health work and presumably for 
other large-scate public activities. That- conviction, 
stated in these columns * when the Ministry of Health 
began to intervene, has only been strengthened by | 
what has happened since. But it may well be true, as — 
Mr. BEDWELL suggests, that local authorities might be 
more easily reconciled to the surrender of their hospital 
control to a regional authority if they could retain 
their general care of the public health, for which a 
personal knowledge of the needs of the people and of 
their manner of living is essential. At all events 
Hospitals First is the watchword, and we may be well 
content that the Government has committed itself to 
consultation, survey, preparation and settlement of a a 
comprehensive scheme. 


LYSOZYME 


In spite of the successes of the sulphonamides and 
acridines, and lately of penicillin, the demand for local ' 
antiseptics is not yet satisfied. For some years the 
Russians have been investigating the possibilities of 
lysozyme. FLEMING, its discoverer, gave this name 
to a class of enzymes possessing the power of dissolving 
a variety of micro-organisms. These enzymes are 
almost universally distributed in animal tissues and 
body fluids. They are found particularly in saliva, 
serum and tears, and, of the solid tissues, cartilage, 
but curiously enough they are absent from the cerebro- 
spinal fluid. High concentrations are found in white 
of egg. Pure lysozyme was isolated by ROBERTS ‘4 
and crystallised by ABRAHAM and RoBINson 5; it is 
a readily diffusible protein of low molecular weight 
which is rather more soluble in fats and oils than in 
saline and water. FLEMING clearly established that 
its physical properties were those of an enzyme. It 
is not, for instance, used up in the course of bacterio- 
lysis ; it operates on bacteria over a narrow range of 
pH in the neighbourhood of neutrality, and it is 
inactivated in neutral or alkaline solution by moderate 
heat. The substrate of lysozyme (the substance on 
which it acts) was thought by HALLAUER® to be a 
glyco-protein, while MEYER and his colleagues’ 
showed that reducing sugars were split off from the 
bacterial substrate during the course of digestion. 

2. Lancet, 1939, 2, 939. 
3. Proc. roy. Soc. B, 1922, 93, 393 Lancet, 1929, 1, 217. 
4. Quart. J. exp. Physiol. 1937, 27, 89. 
z Nature, 1937, 140, 24. 
Í 


Zbl. Bakt. 1020, 11 19, 240. 
J. biol. Chem. 1936, 113, 303. 
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These facts were reconciled by EPSTEIN and CHAIN, 
who showed that lysozyme, like “ spreading factor,” 
is a carbohydrase, and that lysis of bacteria takes 
place when the products of hydrolysis, like the purified 
substrate, are soluble in water. It is probable that 
the substrate has protein attachments in the bacterial 
envelope, and that lysis in addition to antisepsis— 
an important distinction first made by EPSTEIN and 
CHArIN—occurs only when the conditions of digestion 
are such that the bacterial proteins dissolve in the 
digestion fluid. Thus, as NAKAMURA ° first observed, 
a mere adjustrhent of pH may bring about the “ flash 
lysis ” of bacteria which are structurally unaffected 
by the enzyme. , 
There are serological differences between samples of 
lysozyme from different sources,’ but all alike digest 
the purified substrate in vitro. The test organism 
since universally used for examining the action of 
lysozyme was isolated by FLEMING from nasal mucus 
and named by him Micrococcus lysodeikticus. He 
found that three-quarters of more than 100 airborne 
microbes studied, including bacilli, yeasts and moulds 
as well as cocci, were susceptible to lysozyme; but 
some classes of bacteria, notably the coli-typhoid 
group, are totally resistant to its action. A striking 
fact is that Brucella abortus and Bacillus pseudo- 
- tuberculosis rodenttum are moderately susceptible : 
these, FLEMING writes, “are culturally and sero- 
logically identical with Micrococcus melitensis and 
B. pestis respectively, both of which . . . are very 
pathogenic for man, and for which there is apparently 
no lysozyme in the human secretions. It may be 
that it is in this sensitiveness to'a human lysozyme 
that the difference between these microbes lies.” 
Unfortunately it is chiefly, though not entirely, on 
the non-pathogenic organisms that lysozyme acts ; 
the determining factor, EPSTEIN and CHAIN point out, 
is whether or no the enzyme substrate is present in 


the bacteria. B. anthracis, for instance, is destroyed, 


though not dissolved by lysozyme. Many organisms 
may in fact be non-pathogenic because of their 
susceptibility to lysozyme. Moreover, FLEMING 
found that by exposure to lysozyme. bacteria may 
acquire, and maintain during cultivation, a resistance 
to its action. Thus RIDLEY observed that lysozyme- 
resistant survivors from an originally innocuous 
strain of staphylococci had acquired, with their 
resistance, the power of producing keratitis when 
injected into the cornea of rabbits. 

There are, then, serious limitations to the powers 
of lysozyme as an antiseptic, and there is still another 
difficulty to be faced if lysozyme is to be given by 
injection or applied to raw vascular curfaces. This 
is that in such circumstances lysozyme will act as an 
antigen, and the recipient may find himself sensitised 
to the foodstuffs which contain the enzyme. So far 
egg-white has been the only practicable source of 
lysozyme in quantity. Treatment with this “foreign ” 
lysozyme might sensitise the patient to eggs, though 
not to other animal foodstuffs since their lysozyme is 
serologically different, and the antigenic effect would 
not be destroyed by ordinary cooking. This objec- 
tion, however, will not apply to the application of 
lysozyme to the eye or unbroken serous surfaces. 


8. Brit: J. exp. Puth. 1940, 21, 339. 
9. Z. ImmunJrorsch. 1923, 38, 425. 
10. Roberts, E. A. H., Macgraith, B. G. and Florey, H. W. Quart. 
J. exp. Physiol. 1938, 27, 381. 
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For the last ten years YERMOLJEVA, BUJANSKAVA and 
their colleagues in Russia have been examining the 
possibility of using lysozyme in surgery. In the short 
review " they published in 1938, before purified lyso- 
zyme was available for their use, they reported 
encouraging results in the treatment of corneal 
ulcers, in the general surgery of the eye and elsewhere. 
How far these applications can usefully be extended 
remains to be seen. 


HEALTH AND THE JOB 

Doctors are usually fair-minded people but if their 
outlook has a bias it may be said that it points 
naturally and justifiably, like the needle of a compass, 
towards the interests of their patients; for when 
someone comes for help and advice it would only be 
a churlish fellow who did not respond to the com- 
pliment and do his best. Not all doctors, however, 
realise the weight that medical certificates carry nor 
how great an influence the medical profession in the 
aggregate can exert on the war effort. Workpeople 
know that doctors are ready to help them in their 
troubles and they are accustomed to seek medical 
certificates to support their physical and psychological 


. objections to doing night work, an unpleasant job, or 


working in a particular factory controlled by the 
Essential Work Order. Many such objections and 
applications are genuine and the medical certificates 
are rightly issued after adequate deliberation by the 
medical men. If however the doctor states, in good 
faith but without first-hand knowledge, that the 
factory conditions or processes are detrimental to the 
worker’s health, his certificate goes beyond his experi- 
In the Sheffield district, for example, the pro- 
cess of grinding has a bad name because the dust from 
the sandstones which were used in the past gave rise 
to grinders’ rot or silicosis.. Nowadays nearly all 
sandstones have been replaced by artificial abrasive 
wheels made of non-siliceous materials and grinders 
on the whole are no longer exposed to the risk of 
silicosis. Other processes go by the name of grinding 
such as “ precision grinding ” in the manufacture of 
machine tools. The grinding is often done by a 
diamond point from which little or no dust arises, and 
in all cases the. work is either done wet or under 
exhaust ventilation. But in Sheffield grinding is still 
grinding (in the same way as pigs is pigs whether 
guinea or otherwise) and therefore dangerous to 
health—and this folk-lore is apt to be reflected in 
doctors’ certificates. Such lack of knowledge or dis- 
crimination, if it is not checked, can have a deleterious 
influence on the output of essential war material. 
On another page a letter from a works manager illus- 
trates this point. . 

When a doctor is confronted by a worker who asks 
for a medical certificate stating that his work is 
endangering his health, he would do well to bear in 
mind that such a certificate cannot justifiably be given 
unless he knows both the worker’s state of health and 
the conditions of his work. The doctor can take his 
choice between going to look at the job the worker has 
been doing, getting in touch with the works medical 
officer (if there is one) and discussing the case with . 
him, or consulting one of H.M. medical inspectors of 
factories who are stationed in London, Birmingham, 
Bristol, Sheffield, Leeds, Manchester and Glasgow, 


l1. Acta med. U.R.S.S. 1938, 1, 248. 
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and are always ready to advise on occupational health 
risks in general ‘or on the processes of a particular 
factory. 


TEMPORARY IMMUNITY AGAINST INFLUENZA 


WHILE we await the development of a trustworthy 
method of active immunisation against influenza, the 
temporary protection conferred by immune sera is not 
necessarily to be despised. Such evidence as there 
is suggests that the prospects of achieving a local 
passive immunity are hopeful. SMoRoDINTSEFF ' 
reported promising results from the inhalation of 
finely dispersed immune horse-serum, but full details 
are not available. TAYLOR ? has lately described the 
results of experimental studies on influenza A virus 
infection of mice. A single dose of immune ferret 
serum administered intranasally to mice protected 


them against virus introduced by the same route 


24 hours later; even after 48 hours some protection 
was given. Serum applied intranasally after virus 
infection achieved much less, but there was a definite 
effect, if the interval between infection and admini- 

stration of serum was not greater than 6 hours. Intra- 
nasal serum was in all experiments far more effective 


- than intraperitoneal, apparently because. it achieved 


a high antibody concentration at the spot where it 


- was most. needed. There must be some danger from 


producing sensitisation by administering foreign sera 
intranasally to human beings, but convalescent human 
sera should be available quite .early in an epidemic 
and methods of quickly estimating the potency of 
these are known. Even temporary protection of key 
persons would often be worth while. For instance, 


as often happens, if father and the children are all 


down with the ‘flu and mother is looking after them, 
much would be gained if she could be protected during 
the difficult period by sniffing antibody once or twice 
daily. But further work is needed to establish that 
Tayior’s findings can be applied to war, and it has yet 
to be decided whether the effect could be best achieved 
by instillation of liquid or by using snuff or a 
fine spray. A great attraction of the sniffing 
technique is that it could be applied not only to 
influenza A—the variety of influenza most trouble- 


some in recent years—but perhaps to other virus 


infections also. It may be that pandemic influenza 
is due to neither of the known viruses, A and B. We 
may one day be faced with a devastating scourge 
such as that of 1918-19, with little hope that labora- 
tory studies can provide a remedy in time. Prophy- 
lactic application of convalescent serum to the nasal 
passages might then prove a godsend, capable of being 
put into effect even by those isolated from ie 
nae help. 


. Smorodintseff, A. A. Proc. 3rd int. ee Microbiol. 1939, p. 375. 
. Taylor, R. M. J. Immunol. 1941, 53. 


THE new crop of war-blinded are reaching St. Dun- 
stan’s. Captain Sir Ian Fraser, chairman of the execu- 
tive council, finds them more serious minded than their 
forerunners of the last generation. . They are quick 
learners in walking about wards and classrooms, and 
many have already passed the exacting tests in braille 
reading and typewriting expected of them, and have begun 
to share in the indoor and outdoor games and recreations 
open to them, including cards, dominoes, tug-of-war, 
rowing, tandem cycling (presumably witha seeing partner), 
acting, music and dancing. ‘‘ Recovery of sight,’’ Sir Ian 
writes in the twenty-sixth annual report, ‘‘ is impossible 
for many, but recovery from blindness is the rule.” - 
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Annotations 


, SOURCES OF VITAMIN C 


ONE of the most striking changes in our diet since war 
began has been the fall in the consumption of fruits. 
Few raspberries, strawberries and blackcurrants have 
been obtainable this summer outside the districts where 
they are grown, and the large supplies of fruit which 
could normally be expected for winter and spring— 
oranges, lemons, grapefruit, bananas and the wide 
variety of canned fruits—have been greatly restricted. 
These fruits are mainly of dietetic importance for their 
vitamin-C content. Holmes, Pigott and Tripp? point 
out that, on an average, 110 ml. of orange, grapefruit or 
lemon juice will supply the 50 mg. of ascorbic acid which 
the adult probably requires daily. The importance of 
these citrus fruits in normal times lies not only in their 
high antiscorbutic value but also in their relatively low 
cost as sources of vitamin C,* and alternative cheap 
sources of the vitamin are therefore needed. Andross4 
has collected some useful information on the vitamin-C 
value of wild fruits, and has tested jams, juices and puree 
made from wild rose hips, elderberries, wild raspberries, 
cranberries, bilberries and crab-apples. Of these fruits 
wild rose hips alone seem to be worthy of practical 
consideration as antiscorbutics. Pezold® in Germany 
quotes values ranging from 500 to 1100 mg. of ascorbic 
acid per 100 g. of wild rose fruit. He also discusses the 
effect of various methods of presenting hips in an edible 
form and urges the importance of picking the fruit before 
they are over-ripe when they lose something like half of 
their vitamin-C, content. He considers that during the 
winter months responsibility for vitamin-C intake must 
lie largely with the jam manufacturer, for he found that 
jam is one of the most effective ways of preserving the 
hips. He also strongly recommends hip wine, but this 
might be an impractical suggestion for this country 
where the. commercial preparation of fruit wines is not so . 
common as in Germany. Here the housewife has been 
rediscovering the tastiness of hip marmalade and hip 
jelly, and hips are being collected on a large scale by © 
women’s institutes, schools, boy scouts and girl guides. 
It is hoped to convert some 500 tons into syrup. The 
picking organisations are to receive 2s. per 14 lb. for the 
fruit, so that it should be possible to sell the syrup at a 
reasonable price. Among our cultivated fruits we have a 
Tich source of vitamin C in blackcurrants, and the Mini- 
stries of Food and Health have reserved a significant 
proportion of this year’s crop in the form of puree and 
juice for young children. But the supply of vitamin C 
for older children and for adults too must be considered. 
Olliver ê reports that, in the spring of this year, cooked 
green vegetables provided almost all the vitamin C in the 
diet of test subjects, and that one 4 oz. helping of freshly 
cooked green vegetables could supply the total daily 
requirement of the vitamin. ` Root vegetables, such as 
potatoes, may be valuable antiscorbutics when freshly 
harvested, but are poor sources of the vitamin in the 
spring owing to loss on storage. The consumption of 
green vegetables in the late winter and spring is obviously 
to be encouraged, provided the material is properly 
handled. Olliver’s experimental work emphasises the 
need for the careful cooking of vegetables and shows that 
about half the vitamin C is destroyed after the vegetables 
have been kept hot for only 40 minutes. These results, 
together with the recent summary by the Medical 
Research Council? of the best methods of preparing 


1. erie hi E. M. and Alington, B. K. Lancet, Sept. 27, 

2. Ho ea A. D., Pigott, M. G. and Tripp, T. New Engl. J. Med. 
1941, 225, 68. 

3. Olliver, M. "Lancet, 1940, 2, 190. 

4, Andross, M. Analyst, 1941, 66, 358. 

5. Pezold, F. Dtsch. med. Wschr. 1941, 133, 897. 

6. J. Soc. chem. Ind. Lond. 1941, 60, 586. 

7. Lancet, 1941, 1, 838. 
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green vegetables for the table, should be impressed on 
housewives and caterers, and especially those who are 
responsible for feeding large numbers of children. 


PELLAGRA IN SPAIN a 


THE unhappy Spanish war led to malnutrition of which 
the extent can be inferred from the numerous clinical 
papers on vitamin deficiency in Iberian journals. Thus 
in the second number of the new Acta Española Neuro- 
logica y Psiquiatrica there are three articles based on only 
too rich an experience. B. Llopis has studied 118 cases 
of psychosis due to pellagra, from the initial to the final 
stages; he reports endogenous as well as organic syn- 
dromes, and has observed four stages in the disorder— 
neurasthenia, apathy, oneiroid confusion and, finally, 
profound disturbance of consciousness, which are respec- 
tively akin in his judgment to mental fatigue, going to 
sleep, light sleep and deep sleep. The psychological 
content of these syndromes is derived from organic dis- 
turbances of sensation, which are ldcalised, and the 
translation of which into hallucinations can be clearly 
traced in the patients, facilitated as it appears to be by 
the clouding of their consciousness. Llopis devotes the 
greater part of his paper to a review of the significance 
of this for psychopathology. From Madrid, J. Marquez 
Blasco and M. Peraita contribute two papers on the 
capillaries and the skin temperature in this disorder. 
During the autumn and winter of 1937, they state, a 
great part of the civil population of Madrid showed a 
syndrome, essentially of pellagrous nature, characterised 
chiefly by parzsthesie ; a smaller group, more gravely 
affected, showed the ‘‘rich and singular symptomatology ” 
of a pellagra syndrome in which burning pain, similar to 
causalgia, was prominent. The authors decided there- 


fore to see what part the capillary system played in these 


causalgia-like phenomena ; they used the clinical material 
` of Llopis, and of Jimenez Garcia, as well as Peraita’s own 
cases—56 in all, with neurological disturbances in all but 
6. Absolutely normal capillaroscopic findings were 
‘never found, but. 54% of the cases were in the main 
normal in this respect, and in 18% the picture was quite 
abnormal. The capillary changes increased as the 
illness went on, and were related to neurovegetative 
disturbances. There did not appear to be any connexion 
between the type of capillary anomalies and the presence 
or absence of cutaneous and mental symptoms. They 
found, in 40 subjects whose cutaneous temperature was 
measured, that there were in the extremities many de- 
partures from the normal (the readings being lower, as 
‘was to be’ expected from the frequency with which these 
patients complained of coldness in the extremities) 
whereas in proximal zones, such as the forehead, normal 
readings were obtained. The vasomotor control was 
investigated in 6 of the cases and in 5 of them judged 
abnormal, the response to immersion of the arm in warm 
water being either delayed or incomplete. 


CYCLICAL CHANGES IN HUMAN ENDOMETRIUM 

THE unique activities of the glandular cells of the endo- 
metrium during the menstrual cycle have been further 
investigated in Dublin by O. E. Aykroyd and J. Brontë 
Gatenby.1 Taking advantage of recent advances in 
histological technique they have been able to show a 
remarkable series of changes in the Golgi apparatus and 
paraplasmic inclusions, corresponding to different phases 
in the cycle, which they divide into the proliferative, 
progravid, menstrual and postmenstrual periods. At 
menstruation the Golgi apparatus suddenly disperses 
while much of the cell contents is thrown into the lumen. 
But the Golgi apparatus of the basalis portion of the 
endometrium, which is not shed, undergoes a similar 
change. During recovery the fragments of Golgi 
- apparatus are gathered into a transverse line parallel 
with the free margin of the cell, producing thus a palisade 


l. Quart. J. micr. Sci. June, 1941, p. 541. 


CHEMOTHERAPY IN TUBERCULOSIS 


[ocr. 18, 1941 


effect when a row of cells is viewed, though there is no 
evidence of any intercellular connexion between adjacent 
pieces of the apparatus. During the proliferative phase 
(lasting from the fifth or sixth day to the fourteenth day 
after menstruation) the Golgi apparatus reforms into the 
usual net-like arrangement lying near the nucleus and 
remains thus for the remainder of the cycle. In this 
proliferative phase no sudanophil fat is found within 
the cells, but droplets appear on a small scale early in the 
progravid phase (fifteenth to twenty-eighth day) and 
thereafter increase. This fat becomes greatly exagger- 
ated if pregnancy supervenes; jn menstruation it is shed 
into the lumen. These changes in the Golgi apparatus 
are interpreted by Aykroyd and Gatenby as representing 
the preparation of the apparatus for the active produc- 
tion of a solid, probably proteid, secretion related to early 
pregnancy. This secretion, appearing in the form of 
cytoplasmic droplets stainable with Heidenhain’s iron 
hematoxylin, is increased in the cells in early pregnancy 
and is a feature of diagnostic help in the histological 
examination of curettings from a suspected case of 
interrupted pregnancy. The physiological significance 
of this secretion seems to be unknown. It would be 
useful to know if it is also present in association with 
other conditions giving a positive Aschheim-Zondek test. 


CHEMOTHERAPY IN TUBERCULOSIS 


SUBSTANCES which have been administered to the long- 
suffering patient in the vain hope that they would 
destroy the tubercle bacillus without first destroying 
him are enumerated by Calmette as follows: salts of 
calcium, gold, silver, bismuth, copper, and the rare 
earths of the ceric group; formic aldehyde, benzyl 
alcohol, xylol and the creosote series, iodine and its 
compounds, dyestuffs, and the fatty acids of chaul- 
moogra and cod-liver oil. Even this list is by no means 
complete. Gold has had the best press, and still has its 
disciples—and martyrs. During the last five years a 
new school has arisen, as was inevitable, to try out the 
sulphonamides, and a large number of papers has been 
published recording experiences of administrations to 
patients and experiments in vivo with laboratory 
animals and in vitro with various strains of tubercle 
bacillus on different culture media. Lately Feldman and 
Hinshaw! in America have noted a definite modification 
and retardation of the expected course and character 
of experimental tuberculosis in guineapigs receiving 
sulphapyridine, though they encountered unpleasant 
results on the mucosa of the digestive tract. Feldman and 
Karlson? also tested it on rabbits infected with avian 
tubercle bacilli, but with unsuccessful results. Heise 
and Steenken® encountered similar disappointments 
with guineapigs, and noted that the growth of the 
tubercle bacilli was not entirely inhibited by sulpha- 
pyridine introduced into the culture media even in 
concentrations of 80 mg. per 100 c.cm. Flippen, 
Forrester and Fitz-Hugh‘ confirmed these negative 
findings, and it looks as though another chapter of 
‘failures has been closed. A variant of these chemo- 
therapeutic experiments has been made by controlling 
the oxygen. Saz and Bernheim® set out to find a 
substance which would inhibit extra oxygen intake, the 
drug known as 2:3:5-triiodobenzoate being selected. 
With this compound in very low concentration inhibi- 
tion of growth was obtained on culture media. [t is 
tolerated by rats and guineapigs, and man can take it 
by mouth without apparent ill effects—and absorb it 
from his gastro-intestinal tract. Apparently it can 
inhibit growth without destroying cells. The difficulties 
of all this work are obvious. Not only is the chemo- 


i Feldman, W. H. and Hinshaw, H. C. Amer. Rev. Tuberc. 1940, 
4 3: 
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2. Karlson, A. G. and Feldman, Ibid, 1940, 42, 146. 

3. Heise, F. H. and Steenken, W. jun. Ibid, p. 801. i 

4. Flippin, H. F., Forrester, J. S. and Fitz-Hugh, T. jun. Ibid, p. 821. 
5. Saz, A. K. and Bernheim, F. Science, 1941, 93, 622. 
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therapist faced with the task of damaging the bacilli 
without damaging tissue cells, which is common to all 
work of this kind, but he has to encounter two additional 
obstacles. In the first place the histological tubercle is 
avascular, and quite early in its development has a zone 
of protective collagenous fibres around it. Secondly, the 
waxy envelope of the tubercle bacilli is a law unto itself. 
Even in a test-tube it is difficult to destroy, and attempts 
to do so in living tissues, with drugs of known potency 
in capsule destruction, such as sulphapyridine, have not 
been conspicuously successful. A new method of 
approaching the problem has now been devised by 
Emmart and Smith,® with an ingenious technique for 
cultivating the tubercle bacillus on the chorio-allantoic 
membrane of the chick embryo. In this way they are 
able to obtain tubercles within 4-6 days of implantation, 
and to make cytological studies of the reactions to the 
different cultures used. This method may enable the 
chemotherapist to obtain what he has long been wanting 
—a rapid. picture of the tissue reaction to a drug in 
tuberculosis. | 


‘© SPONTANEOUS” RUPTURE OF THE SPLEEN 


THERE have been about 20 reports in the last 20 years 
of spontaneous rupture of the normal spleen, and though 
not all of them bear scrutiny there are a few careful 
records under this self-contradictory title. Rupture of 
the spleen is a known if rare complication of malaria 
and typhus fever and it is not unknown in typhoid or 
indeed in almost any disease where the spleen is enlarged. 
In this country it is usually caused by trauma and the 
aeroplane and motor-car have done much to increase 
its incidence. Of more immediate interest are those 
instances of delayed rupture where a patient receives 
a blow but after a short time appears normal and may 
even return to work only to collapse several hours or 
days later with serious internal bleeding.. The cause 
of delayed rupture is not certain but it is believed that the 
original splenic tear is quickly sealed by coagulation or 
omentum and that the bleeding starts again when 
this plug is dislodged. Another possibility is that the 
original injury produces a subcapsular hematoma with 
subsequent pressure necrosis, softening of the pulp and 
erosion of fresh and large vessels. In spontaneous 
rupture such delayed effects of trauma must be excluded 
and adequate histological examination of the spleen 
must be made before the diagnosis can pass muster. 
Thus King’s’ case-report of spontaneous rupture in 
infectious mononucleosis, which contains one of the few 
detailed descriptions of the pathological findings in that 
disease, is not in the accepted sense spontaneous since 
the spleen was greatly enlarged. In Hamilton Bailey’s 8 
list of f1 recorded cases it is noted that in 4 no micro- 
scopical examination of the spleen was made, and in 1 
it was said to be apparently normal. Nor is it wise to 
stake all on a casual or even a categoric denial by the 
patient of a blow and Hamilton Bailey’s view that the 
spleen cannot be ruptured without the patient remember- 
ing the knock is certainly open to question. 
in industry often receive blows which are capable of 
causing grave injury but are quickly forgotten if they do 
not involve immediate incapacity for work. The time 
factor is important and a case-record by Hohenwallner ® 
opens the question of just how long a delayed rupture of 
the spleen may be delayed. Hohenwallner’s patient 
was struck on the chest on Sept. 2 but after a short rest 
he recovered and went on working until Jan. 3 when he 
was found to have abdominal bleeding from an old tear 
in the upper pole of the spleen. That the injury received 
four months previously caused the rupture and the later 
illness seems evident and the implications both to the 


6. oom D E. W. and Smith, M. Publ. Hlth Rep. Wash. 1941, 
; g, R. B. New Engl. J. med. 1941, 224, 1058. 

8. Bafley, H. Brit. J. Surg. 1930, 17, 417. 

9. Hohenwallner, J. Zbl. Chir. 1938, 65, 1910. 
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practice. of traumatic. surgery and to the theory of 
spontaneous rupture are obvious. It may be that some- 
times neither trauma nor any known change in structure 
plays a part in the so-called spontaneous rupture of the 
spleen but if the cause is unknown it is better to avoid 
euphemistic terms like ‘“‘spontaneous ” and say so 7 
plainly when we do not know. = | 


AN APPOINTMENT IN SUSPENSE 


THe Dudley town council has affirmed by 15 votes to 
13 its decision to suspend its medical officer of health, 
Dr. W. A. McLennan, for the duration of the war. Its 
sole reason is that, being obliged by law to register for 
military service, Dr. McLennan registered as a conscien- 
tious objector in the manner prescribed by law. There is 
no suggestion that he is incompetent ; on the contrary, 
his efficiency has been publicly acknowledged. The 
Government, and indeed the Minister of Labour and 
National Service himself, long ago deprecated any 
victimisation of those whose conscience leads them to 
follow a course which the law expressly permits. The 
borough is depriving itself of a key officer of recognised . 
ability and experience at a moment when these qualifica- 
tions are particularly important and when replacement 
must be made from a limited field and from relatively 
inexperienced applicants. It can hardly be supposed 


that this aspect of the most profitable use of medical . ` 


man-power can have escaped the attention of the Minister 
of Health. It is understood, however, that he has 
hitherto found himself unable to convey to the town 
council of Dudley any suggestion that its decision should 
be reconsidered. 


UROLOGICAL COMPLICATIONS OF CERVICAL 
CARCINOMA 
ALL gynecological textbooks lay emphasis on urolog- 


_ ical complications as a cause of death in carcinoma of 


the cervix, but a thorough urological investigation is 
often omitted in such cases except when obvious 
symptoms focus the surgeon’s.attention on the urinary 
tract. Anatomically, this tract is most vulnerable to 


carcinoma of the cervix in its lower reaches—in the . 


bladder and the pelvic portions of the ureter, notably 
where they traverse the base of the broad ligament. 
Lesions of the urethra, the abdominal part of the ureter, 
or the kidney are secondary findings caused either by 
advanced malignancy or by back pressure: from ureteric 
obstruction. Renal metastasis is rare, and was seen only 
once by T. F. Todd ' among over 1000 cases of carcinoma 
cervicis. The incidence of involvement of the lower 
urinary tract can be judged from his statement that he 
saw bladder involvement in 110 cases at their first 
attendance ; whereas the rectum, that other close 
neighbour of the cervix, was involved only once in all 
cases prior to treatment. The growth first invades the 

muscle wall, causing circulatory changes in the mucosa, _ 
and next spreads forwards into the mucosa, finally 
ulcerating and producing’ a vesico-vaginal fistula. 


` Cystoscopy, and cystoscopy alone, can diagnose these 


bladder changes in their early stages. The mucosa is at 
first congested and distorted ; there is transverse ridging 
of the base of the bladder, with isolated hillock formation, 
and later bullous cedema and finally ulceration. These 
last two phenomena place the patient in stage Iv of 
the League of Nations classification. The importance 
of this cystoscopic examination is that in 195 cases 
clinically assessed as stage 111 no less than 44 showed 
involvement of the bladder in Todd’s series—a clinical 
error of 20%. The prognosis in these cases is thus 
gravely affected by the urological investigation. It is 
not, however, only as a diagnostic and prognostic pro- 
cedure that cystoscopy is of value, but also in the 
urological complications of treatment. These are 
twofold: recurrent malignant disease in the bladder, 


1. J. Obstet. Gynec. June, 1941, p. 334. 


TROUBLE WITH 


not di doting in appearance from that of the untreated 
case and therefore self-evident on examination; and 
postradiation ulceration—quite a different entity. In 
Todd’s series postradiation ulceration was rare; he saw 
only 10 cases in 5 years, and of these only 4 proceeded 
to the stage of ulceration, the remaining 6 showing 
merely a telangiectatic atrophy of the vesical mucosa. 
The ulcers were all situated above the interureteric bar, 
and had suspicious heaped-up edges and a surrounding 
zone of bullous edema; the adjacent mucosa was 
blanched, with scattered telangiectatic - spider-web 
patches ; ‘the ulcer was occupied by a slough. Treatment 
18 expectant, and in 3 of the 4 cases the ulcer healed 
spontaneously with a scarred bladder base. The diagnosis 
of the radio-necrotic ulcer is made on the cystoscopic 
appearance and the absence of any definite malignant 
lesion. For the malignant ulcer there is no treatment. 
Todd divides ureteric complications into three groups: 
those occurring in untreated cases, and those following 
surgical and radiation treatment. In the first group he 
investigated 90 cases before treatment by retrograde or 
intravenous pyelography. Two of these 90 were in stage I 
and had no urological complications; among 26 in stage 
1 he found hydronephrosis i in 3. Among 32 in stage II 
he found hydronephrosis in 5 and a functionless kidney 
in 3 and poor renal function in 1; and among 30 cases 
in grade Iv 10 showed hydronephrosis and 9 a functionless 
kidney. In many of these cases the blood-urea, investi- 
gated as a routine before treatment, was within normal 
limits. In a follow-up of his cases with urological 
complications in the upper urinary tract, Todd found 
that the prognosis was particularly gloomy. Post- 
_ radiation complications of the upper urinary tract are 
not uncommon in patients investigated months or years 
after treatment, and Todd places the figure as high as 
50% in a small series that he investigated. The lesion 
noted was some form of uretéric obstruction, but whether 
the cause was actual stenosis from growth or fibrosis he 
declined to decide. 


TROUBLE WITH TRIGONELLINE 

THE assessment of nutritional status is gradually 
being placed on a quantitative basis. Thanks largely 
to the work of Leslie Harris and his collaborators at 
Cambridge, methods have been evolved of estimating 
the level of nutrition in respect of certain water-soluble 
vitamins. They found that people with recognisable 
vitamin deficiency—for example, with scurvy—excreted 
much less of the vitamin in the urine than did people 
on diets well provided with it.1 The “ saturation ” tests 
evolved by these investigators made it possible to deter- 
mine the amount of (say) vitamin C which it was neces- 
sary to administer as ‘“‘ test doses’’ before the excess 
overflowed in the urine. By comparison with subjects 
known to be receiving optimal amounts of the vitamin 
it became possible to determine with some degree of 


accuracy the deficit of the vitamin in subjects who were - 
only mildly below standard and who had no obvious ` 


clinical manifestations of scurvy. Such tests have since 
been used extensively for assessing ? the nutritional level 
of vitamin C and, more recently,’ of vitamin B,. Since 
the discovery and identification of nicotinic acid as the 
pellagra-preventing vitamin, many workers have 
elaborated methods for estimating it in the urine, in 
the hope of developing a saturation test for detecting its 
deficiency. It is now possible to determine the amount 
of the vitamin excreted with some degree of accuracy, 
and several investigators have already found that the 
“resting ’’ excretion—i.e., in the absence of test dosing— 
is diminished in deficiency of this vitamin.‘ It was 
1. Harris, L. J. and miy S. N. Lancet, 1935, 1, 71. 
2. Harris, Ibid, 1940, 2, 259. 
3. Wang, Y. L. and irela Biochem. -T 1939, 33, 1356. 
4. Harris and Raymond, W. D. J 2011; Kühnau, J. Klin. 
Wschr. 1939, 18, 1333 ; Rosenblum, L. A. and Ktihnau J. Biol. 


Chem. 1940, 134, l; Naganna, B., Giri, K. V. and Venkatcsam, 
P. Ind. med. J. 19441, 76, 208. 
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recognised, though, that test dosing EF probably give 
a better indication of deficiericy than the simple deter- 
mination of resting levels. Some workers, for example, 
suggest that there may be overlap in the resting 
excretions, so that normal subjects occasionally 
excrete less nicotinic acid than subjects who are 
deficient.® i 

The question of test dosing is however complicated by 
the fact that ingested nicotinic acid is excreted in the 
urine partly as such and partly as other conjugated or 
degradation products, the most important of which is 
trigonelline. The excretion of. trigonelline, which is 
biologically inactive, is also affected by factors other than 
nicotinic-acid intake, being especially increased by 
substances rich in trigonelline such as legumes. But 
provided the diet is free from trigonelline, it has been 
shown independently by workers both in America® and 
in Cambridge ê that the resting excretion of trigonelline 
is diminished in deficiency, and this diminution may be 
more considerable than that of the nicotinic acid itself. 
The Cambridge workers have also devised an accurate 
method for estimating :trigonelline, which previously 
has only been determined semi-quantitatively. They 
suggest that the saturation technique (in which the vita- 
min is given and the excretion of trigonelline measured) 
provides a better measure of antipellagra status than the 
measurement of the resting level of excretion; the 
amount of trigonelline derived from the controlled diet 
will be insignificant compared with the much larger 
quantities produced from the test doses of the vitamin. 
On the other hand, should it be impossible to arrange 
for the controlled diet and for the test dosing, the esti- 
mation of nicotinic acid in the urine is to be preferred to 
that of trigonelline, since nicotinic acid is derived from 
the vitamin alone, whereas trigonelline may be derived 
from biologically inactive substances in the diet. It will 
be of interest to see further results in this field, parti- 
cularly since it has been suggested that nicotinic-acid 
deficiency may play a part in the causation of Vincent’s 
angina and of some types of stomatitis as well as in 
pellagra-like dermatitis. 


Dr. THURNAM, whose death at the age of 71 is an- 
nounced in another column, was one of Dr. Otto Walther’s . 
early patients at Nordrach and on his return from the 
Black Forest founded on the Mendips the first sanatorium 
to be run on Nordrach lines. Walther remained almost 
unknown in his own country and it was his British and 
American patients who brought to light the robust 
open-air treatment which he initiated and introduced a 
new era in-open bedroom windows. 


5. Field, H., jun., Melnick, » Robinson, wW. D. and Wilkinson, 
C.F. jun. J. clin. Invest. mir 41, 379. 


6. Kodicek, E. and Wang, Nature, July 5, 1941, p. 23. 


ANGLO-SOVIET MEDICAL CoMMITTEE.—An executive com- 
mittee has now been appointed to carry out the plans of 
the Anglo-Soviet Medical Committee formed on Sept. 10 
(Lancet, Sept. 20, p. 344). At a meeting of the executive 
on Oct. 8, with Sir Alfred Webb-Johnson the president, 
in the chair, there was progress to report: 26 doctors 
have volunteered to help with translations and the Society 
for Cultural Relations with Russia have handed over 
all their medical literature to the committee. A new task 
to be undertaken is that of advising lay organisations on the 
purchase of medical supplies for the U.S.S.R. Sir Alfred 
considered that the committee should accept responsibility 
for giving such advice but should not be responsible for making 
purchases or arranging shipments. Mr. Somerville Hastings. 
said that the Welsh miners had raised £60,000 for this. 
purpose, and that his advice had been sought about its. 
disposal. Lord Dawson and Lord Horder suggested that the _ 
committee should work with the joint Red Cross in this 
matter. A subcommittee was appomteg to explore the- 
situation and give advice. 
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RADIUM THERAPY IN WAR-TIME 


M. LEDERMAN, W. V. MAYNEORD, 
M.B. LOND., D.M.R.E. D.SC. BIRM., F.INST.P. 


RADIUM THERAPIST, ROYAL PHYSICIST TO THE HOSPITAL 
CANCER HOSPITAL (FREE) 


AT the outbreak of war radium therapy was one of the 
few branches of medicine the practice of which seemed 
inadvisable, if not impossible, under the anticipated 
conditions of warfare. Not only is radium very, costly, 
so that the loss of any large quantity would prove a 
serious financial problem to any hospital or doctor, but 
in the event of the destruction of radium-containing 
apparatus by bombing the scattering of the contained 
radium salt might render the site’ of disaster dangerous 
until the dispersed radium could be recovered. Should 
recovery not prove possible the scattered radium salt 
would retain its radio-active properties for centuries and 
constitute a possible danger to workers undertaking 
clearance of the site or erection of new buildings, or to 
fature inhabitants of the buildings. 

The scattered radium salt is harmful inasmuch as its 
entry in the form of radio-active dust into the body, by 
inhalation or ingestion, results in radium poisoning,}? a 
condition which should not be confused with the effects of 
the therapeutic use of radium, wherein the body tissues are 
exposed to the radiations from radium and its products. 
After entry into the body radium behaves in a manner 
comparable to lead, being carried in the blood-stream 
and either excreted, or deposited in the bones, bone- 
marrow, liver, lungs and spleen. The rate of elimination 
is at first rapid but quickly diminishes with the passage 
of time. After a year any radium in the body is to all 
intents and purposes fixed. The clinical phenomena 
associated with radium poisoning are chronic, and arise 
from. the fixed radium which acts by producing an alpha- 
particle bombardment of the tissues in which it is de- 
posited. Usually no harmful effects are noticed until 
years after the entry of the radium into the system. 
That the osseous and hemopoietic systems suffer chiefly 
is shown by the occurrence of bone necrosis, radia- 
tion osteitis, spontaneous fracture and osteosarcoma. 

ges in the blood are usually in the form of re- 
generative anemia of the myeloblastic or pernicious type, 
in contrast to the anzemia secondary to excessive gamma 
radiation, which tends to be aplastic. Colwell and 
Russ? say: ‘‘ It has been estimated that 10 micro- 
grammes of radium distributed over the whole skeleton 


would be sufficient to produce a horrible death, years after ° 


it had been ingested. So far as we can see, radium is 
thus the most deadly poison known ; tetanus toxin had, 
we believe, previously held the record with a lethal dose 
of 0-22 mg.” 


PROCEDURE AT THE ROYAL CANCER HOSPITAL (FREE) 


At the outbreak of war the radium stocks of the Royal 
Cancer Hospital, in common with those of several other 
London hospitals, were buried in a specially constructed 
borehole extending to 50 ft. below ground, at which 
depth the radium was considered safe even from a direct 
hit by a large calibre bomb. At the end of November, 
1939, however, it was possible to resume to a restricted 
extent the use of radium in the treatment of patients. 
Two of the three existing teleradium units (one 5g. 


and one 1 g.) were put into commission and 0:5 g.. 


of radium in the form of tubes of various denominations 
was made available for use in surface radium and 
gynecological applicators. The third teleradium unit 
possessed by the hospital was so constructed that the 
radium, once in place, could not easily be removed. 


In order that the radium in these units could be quickly 
buried in case of air attack a second borehole (see figure) wag 
constructed immediately. outside the teleradium tzeatment 
room, which is situated on a second floor approximately 30 ft. 
above ground level. A steel tube 70 ft. long was sunk 40 ft. into 


1. Evans, R. D. Amer. J. publ. Hlth, 1933, 23, 1017; Amer. J. 
Roentgenol. 1937, 37, 368 ; Aub, J. C., Evans, R. D., Gallagher, 

D. M. and Tibbetts, D. M. Ann. intern. Med. 1938, 11, 1443. 
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concrete, the remaining 30 ft. just reaching the sill of a window . 
of the treatment room. By removing the window and building 
a small cage outside, a radium table was formed just reached 
by the steel tube. A simple wooden sliding door and steel 
plate which could be locked in position normally closed the 
top of the hole. A special casket having three compartments 
and suspended from a steel hawser acted as a container for 
the radium. The doors of the casket were so designed as to 
be closed and locked in position very quickly and securely. 
The three compartments were used for 5 g., 1 g., and radium 
tubes respectively. A winch and series of pulleys completed 
the apparatus needed for raismg and lowering the radium to 
and from the place of safety. Several more complex systems 
involving motor-driven hauling gear and pneumatic trans- 
ference from 7 l 
bomb-head to 
borehole were 
carefully con- 
sidered and 
rejected on the 
grounds of com- - 
plexity, expense, 
and unreliability 
in an emergency. 
The system 
chosen has worked 
well on all occa- 
sions. 

A.R.P. drill 
was instituted, 
a suitable set of 
rules and in- 
structions form- 


ulated, and with =r] 
practice it was T] 
found possible to H 


return the 6 g. . 
of radium used 
in the units to 
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About 45 sec. sufficed to lower to the bottom of the bore- 
hole, the speed of the casket being controlled by pressure 
on the rim of the wheel of the winch. The radium was 


_ lowered on the sounding of an alert and at the completion ` 


of treatments at the end of each day. Special holders 
were designed .to aid in the rapid removal of the radium 
from the unit to the boréhole. : 

Until September, 1940, cancer of the skin and cancer of 
the uterus were treated by the appropriate types of 
applicator without any serious restriction. For inser- 
tion into the tissues radon needles have been used at all 
times, though recently (June, 1941) some radium needles 
have been put into use. Owing to the continual air 
attacks on London in September, 1940, it was found 
advisable to abandon temporarily the use of radium in 
the form of surface or intravaginal applicators, but 
treatment by teleradium continued without interruption. — 
The net effect of the day and night air-raids has been to 
restrict the number of cases treated, but in recent 
months it has been found possible to return once again 
to normal standards. 

The treatment of skin cancer anid cancer of the uterus 
by radium was resumed early in October, 1940. Radium 
applicators were employed for the cases of skin cancer. 
The quantities used were relatively small, only one 
patient was treated at a time and treatment was always 
carried out during daylight hours. As the patient was 
kept in a ward near the radium department these 
applicators could be quickly removed and transferred 
to the borehole when the occasion demanded, a special 
compartment being available in the casket. The posi- 
tion with regard to intra-uterine and intravaginal 
applicators was rather different. Continuity of treat- 
ment is important and the rapid removal of the applica- 
tors presents difficulties. To remove applicators of this 
type every time a warning was sounded, or to use radon 
instead of radium, would have made treatment im- 
practicable, for transfer of the radium to a place of 
safety could not be effected quickly (that is, in less 
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than 2 min.) and: meanwhile a large quantity of 
radium would have been exposed to danger. Secondly, 
radon supplies in the quantity necessary to treat any 
appreciable number of these cases are not readily or 
regularly available. To meet this situation the following 
arrangements were made. Not more than 90 mg. of 
radium was ever left in use during an air-raid and the 
patient with intravaginal and intra-uterine radium was 
kept in a room by herself in the safest part of the hospital 
—the ground floor of a modern five-storey ferroconcrete 
building. Responsibility for the safety of the radium 
was allocated in the event of enforced evacuation of the 
hospital, and rules formulated for other relevant emer- 
gencies. In the circumstances it was felt that the 
chance of dissemination of radium salt enclosed in a 
double metal container and placed within the deep 
parts of the female pelvis were small even should the 
hospital sustain a direct hit, since only complete dis- 
integration of the patient would’ cause loss of the con- 
tainers and even then there was a reasonable chance of 
the metal containers remaining intact. 


PROTECTION OF PERSONNEL 


Normally the conditions under which radium work is 
carried out are the subject of special and stringent 
recommendations laid down by international agreement. 
-Protective measures are taken to ensure that no radium 
worker receives radiation in excess of a certain minimum 
quantity (0-2 r. per day) which is considered to be con- 
sistent with safety to general health. It was obvious, 
of course, that repeated exposure to large quantities 
_ of radium under abnormal conditions imposed by the 
need for speedy removal of the radium to a place of 
safety meant that the staff responsible for.this work ran 
the risk of receiving a dose of radiation greater than that 
considered safe. By calculation and direct measurement 
it was found that the amount of radiation received by 
the staff still lay below the “‘ tolerance dose,” the average 
daily dose received by those taking part in the transfer- 
. ence being about 0-1 r. The special means adopted to 
ensure the maximum of safety under the new conditions 
were therefore briefly : | l 

1. Speed. Rapid removal of the radium serves to reduce 
the time of exposure to a minimum. ' 

2. Distance. The radium containers are kept as far 
as possible from the body during transference. 

3. Careful check is kept on the amount of radiation received 
during the duty periods of the members of the radium depart- 
ment. An ionisation chamber is normally carried by each 
person employed in radium work at this hospital, and this 
check now becomes doubly important. p 

4. Distribution of the risk among as many individuals as 
possible. Initially a rota consisting of 8 members of the 
radium and physics departments was employed ; but it was 
soon found possible to divide this work among fewer people 
without harmful result. 


As the result of the experience of eighteen months 
we have no reason, either clinical or physical, to question 
the effectiveness of the methods employed from the 
point of view of protection of personnel, 
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WAR AND THE PATIENT 


At various times since the outbreak of war patients 
requiring treatment by radium have undoubtedly 
suffered and some have even lost their lives as a result of 
the impairment of the facilities normally available 
during peace-time. Patients undergoing radium treat- 
ment at the Royal Cancer Hospital at the outbreak of 
war had to be discharged, and, although it was found 
possible to recommence the treatment by X-ray therapy 
of some of these cases several weeks later, the remainder 
who could not be so treated have succumbed to their 
disease and the outlook of those who restarted was 
considerably affected. For the first five months of the 
war no cases of cancer of the uterine cervix were treated 
by radium at this hospital. With the possible exception 
of stage-1 cases, it is doubtful whether either of the 
alternative methods of treatment (surgery or X-ray 
therapy) can satisfactorily replace radium in the treat- 
ment of every type of case, so that the patients treated 
by these methods during the period in question must be 
considered as having had inferior treatment. 

' The dispersal of population either as a result of 
deliberate evacuation to other parts of the country or 
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migration to other parts of London because of air-raids, 
the shelter-life led by many patients of the hospital class 
since September, 1940, and the bombing of hospitals 
and temporary disorganisation of civilian medical 
practice have had the result that new cases coming for 
treatment are less numerous. It was rare, for a time, 
to see a hospital patient with an early lesion in certain 
body sites (buccal cavity, pharynx, cervix). In the two 
years preceding the war the number of early cases of 
disease in these situations attending for radium treat- 
ment had shown an encouraging increase, and there 
seemed reasonable hope that this was because the 
importance of early diagnosis and treatment was being 
realised, by both patient and doctor. If so, the war has 
largely nullified the work of years of careful and per- 
sistent propaganda just when tangible results were 
forthcoming. 

In normal times a waiting-list can be kept down to an. 
unavoidable minimum, but since the outbreak of war the 
number of beds available for cancer cases at this hospital 
has had to be reduced with the result that the waiting- 
list has increased. Although during the quiescent 
periods of the war no time was needlessly lost in treating 
patients for whom the slightest hope of cure existed, 
since the onset of intensive air-raids it has on occasion 
proved difficult to arrange the admission of patients to 
hospital as rapidly as one might have wished. Another 
point of importance is the difficulty in obtaining radon 
supplies at reasonably short notice. This difficulty led 
to an early request by the honorary staff for the resump- 
tion of the use of radium needles, but no further action 
was taken at this hospital until recently. 

An efficient follow-up system is an essential part of 
any cancer service, its primary objects being to facilitate 
early detection of recurrence or of further metastases 
after treatment, and to permit correct assessment of 
late results of treatment and comparison of different 
methods of treatment. It is thus a necessary adjunct 
to clinical cancer research. The efficiency of this system 
at the hospital has for various reasons dropped from 
95% to about 55%. Many patients have evacuated. 
Some have kept in touch with the hospital but many 
have neglected to do so. Others have lost their homes 
as a result of enemy action, and have been very difficult 
to trace. Private doctors are often of great assistance 
in providing information about patients who cannot 
attend regularly for examination. In several cases 
these doctors are either on military service or have lost 
their surgeries by bombing so that it is difficult to make 
contact with them for information. Other hospitals 
occasionally undertake the follow-up of patients living 
in their districts, and in some,cases we have been de- 
prived of follow-up information owing to the destruction 
of their hospital records. Although outpatient sessions 
are held in the morning to save patients travelling 
during the blackout, difficulties of transport or fear of 
air-raids have prevented some patients reporting. We 
do not as yet know whether any of the untraced patients 
have been killed by enemy action, but it may be necessary 
to make allowance for cases of this kind in future surveys. 
The effect on the patients of the lack of regular super- 
vision is seen from time to time when an untraced patient 
ultimately appears with an advanced recurrence, having 
delayed coming for one of many possible reasons con- 
nected with the war. 

Even in normal times, with a full range of foods to 
choose from, the feeding of patients undergoing tele- 
radium treatment for cancer in the head and neck region 
is fraught with difficulties. Not only does the treatment 
induce anorexia and perversion of taste but reactions 
in the irradiated mucous membranes give rise to dryness, 
pain and dysphagia. Ordinarily, semi-solid or fluid diet 
containing eggs, milk, fats and carbohydrates of high . 
caloric value form a basic food designed to supply 
2000 Calories per day, which is considered the minimum 
requirement for these patients. But in spite of diffi- 
culties in obtaining many of the common items, the 
culinary ingenuity of the nurses responsible for feeding 
these patients has been such that no patient has suffered 
as a result of the shortage. 

Two other points deserve mention. Most of those 
undergoing teleradium treatment are inpatients, and 
during periods of intense air-raids are often concerned 
about the welfare of their relatives. This worry, added 
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to the mental depression usually associated with the 
long and tedious course of the treatment, affects 
adversely the well-being and equanimity of many 
patients. They become irritable and non-codéperative, 
often at a time when full coöperation is imperative, 


and when the actual treatment is completed they hasten 


home long before their reactions have subsided or they 
are fit to go. As home often means a public shelter at 
night, the chances of a debilitated patient succumbing to 
an intercurrent infection is high, and we have noted the 
death soon after leaving hospital of 2 patients who 
would probably have survived had they remained in 
hospital until they were fit to go. For treatment of 
cancer by irradiation to be effective regard must be 
paid to the time over which the treatment is spread. 
Any appreciable interruptions or delays in the ordered 
continuity of treatment diminish its value. Several 
times since September, 1940, patients have interrupted 
their treatment to return to their homes—or erst-while 
homes—because of a tragic domestic sequel to an air- 
In a few cases when the patients have not 
returned to complete the treatment it is certain that 
they will succumb to their disease. Where the patients 
have returned it is as yet too early to assess the precise 
effect the delay may have on the ultimate response to 
treatment. | 


We would like to acknowledge our gratitude to the members 
of our staffs who have carried on their normal and abnormal 
duties under very trying circumstances, and have thereby 
enabled radium treatment to be continued in this hospital. In 
particular we would mention Miss E. W. Glazebrook, sister in 
the radium department and Dr. J. R. Clarkson of the physics. 
department. The accessories to the borehole were constructed 
by Messrs. H. Hodt, senior and junior, technicians to the 
physics department. i 
INTERNATIONAL STANDARD FOR VITAMIN E 


AN international standard for vitamin E has been 
established and, as in the case of the international stand- 
ards for vitamins A, B,, C and D, the National Institute 


for Medical Research, London, acting on behalf of the’ 


Health Organisation of the League of Nations, has under- 
taken its supply to laboratories, institutes and research 
workers throughout the world. 

Synthetic racemic «-tocopheryl acetate (C,,H;,0,) 
has been adopted as the international standard for 
vitamin E. The investigation of the chemical, physical 
and biological properties of this substance, its suitability 
for adoption as the international standard and the man- 
ner of its application in biological assay was carried out, 
at the request of the Health Organisation of the League 
of Nations, by the vitamin E subcommittee of the 
accessory food factors committee of the Lister Institute 
and the Medical Research Council. The subcommittee 
were able to enlist the codperation of experts in fourteen 
laboratories in Europe and America, and have recom- 
mended the adoption of synthetic racemic «-tocopheryl 
acetate as the international standard. They further 
recommend that the international unit for vitamin E 
should be defined as the specific activity of 1 mg. of the 
standard preparation, this being the average amount 
which, when administered by mouth, prevents resorption- 
gestation in rats deprived of vitamin E. 

In normal times the results of the codperative investiga- 
tion would have been submitted for discussion at the 
third international conference on vitamin standardisa- 
tion, which had been arranged for the autumn of 1939, 
but because of the war this conference was not held. 
The report and recommendations of the subcommittee 
have, however, been placed before the members and 


officers of the League of Nations’ Permanent Commission - 


on Biological Standardisation and of the International 
Conference on Vitamin Standardisation, who were avail- 
able, and they have accepted the responsibility of adopt- 
ing the proposed standard for vitamin E, accepting the“ 
recommendation defining the international unit, and 
authorising the National Institute for Medical Research 
to proceed with the distribution of the standard. 

The international standard for vitamin E is issued as 
a solution in olive oil of which one international unit is 
contained in 0:1 g. In countries where national 
control centres have been established it will be supplied 


to their directors for local distribution ; it will also be 
supplied to laboratories, institutes and research workers 
in this country, and in countries in which national control 
centres have not yet been set up. Application should be 
made to the department of biological standards of the 
National Institute for Medical Research, Hampstead, 
London, N.W.3. a | 


MEDICINE AND THE LAW 
Illness after Hotel Lunch 


CATERING establishments do not guarantee the health 
of every visitor to whom they serve a meal. Actions for 
damages are sometimes brought by visitors who have felt 
ill after eating at a restaurant or hotel. They do not 
always succeed; post hoc is not necessarily propter hoc. 
In the recent county court case of Braham v. Grand 
Hotel, Birmingham, a lady gave evidence that, while 
eating steak and kidney pie at the hotel, she found some- 
thing unexpectedly solid in her mouth. She thought it 
might be a piece of tooth ; it turned out to be a chip of 
crockery. That night, she said, she woke in great pain ; 
there was medical evidence that she was suffering from 
food poisoning. She claimed damages for breach of 
warranty of the quality of food supplied; alternatively 
she alleged negligence in allowing the food to become 
contaminated. On the other hand, the defendants 
denied that the food was defective or that their staff had 
been negligent. There seemed no necessary connexion 
between the chip of crockery and food poisoning. They 
had served nearly a hundred portions of steak and kidney 
pie that day, and this was the only complaint. The city 
bacteriologist found no poisonous organisms in:the pie. 
The judge disregarded the crock. He found no indica- 
tion of slackness in the conduct of the hotel. The only 
suggestion against the pie was that the plaintiff was ill 
after eating it: it would be unsafe to say that the illness - 
was due to the hotel luncheon. Judgment for the 
defendants with costs. | | ; 


NEW OFFICIAL NAMES FOR DRUGS 


THE General Medical Council has issued a further list of 
approved names for drugs which are now produced or 
likely to be produced in this country. l 

Approved name' Other names 


Amethocaine hydrochloride Decicain 
Menaphthone 2-methyl-1 : 4-naphthoquinone 
Pethidine hydrochloride Dolantin 
Soluble phenytoin Epanutin, Eptoin, sodium di- 
phenylhydantoinate, Solan- 
) toin, Soluble Dilantin. 
Sulphacetamide Albucid ° 


The council hopes that these and the approved names. 
previously published ? will be generally adopted. 


ORTHOPEDIC CONFERENCE AT ROEHAMPTON 


A CONFERENCE of the orthopzdic surgeons attached to the 
Ministry of Pensions hospitals was held at Queen Mary's. 
Hospital, Roehampton, on Sept. 24-26, Mr. G. R. Girdlestone, 
honorary consultant to the ministry, presiding. Clinical 
rounds were conducted by Mr. Pomfret Kilner and Mr. George 
Perkins, and Mr. Fraser demonstrated the methods used 
by himself and Mr. Kilner in fractures of the jaws. Dr. 
R. D. L. Kelham, surgeon in charge of the limb-fitting depart- 
ment, assisted by Captain Maxwell, gave lecture-demon- 
strations on modern artificial limbs, and explained the 
present-day sites of election—for an above-knee amputation 
10 in. below the tip of the greater trochanter; for a below- 
knee amputation 54 in. below the level of the knee-joint on 
the medial side; for an above-elbow amputation 8 in. from 
the acromion process; and for a below-elbow amputation 
7 in. from the tip of the olecranon. Surgeon Lieut.-Com- 
mander John Bunyan, R.N.V.R., showed a cinematograph 
film of the results of treating burns by irrigation with electro- 
lytic sodium hypochlorite in the Stannard bag, and afterwards © 
demonstrated his procedure on patients from the Queen 
Alexandra Hospital, Cosham, and other cases with septic 
amputation stumps and wounds, The conference provided 
an opportunity for exchanging views on orthopedic treatment 
and coordinating the work being carried out in ministry 
hospitals. . 


1. Seo Lancet, 1940, 1, 804; 1941, 1, 614. 
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A Running Commentary by Peripatetic Correspondents 


THE call was for blood—human blood. It all began 
in the early summer of 1939 when a well-known radio 
commentator asked a responsive public to report for 
service at their nearest hospital. What was to. be done 
with all these volunteers ? Were they to.be admitted 
to our select body of hospital donors or were they to 
constitute a ‘‘ national emergency panel—Garumchester 
(pronounced Gumster) branch.” We decided on the 
latter course. In the rapidly growing queue outside the 
pathological department the secretary discerned some of 
Garumchester’s leading citizens, including civic and legal 
dignitaries, a retired aristocrat of the Church and another 
volunteer entitled to wear a small size in coronets. 
“* Am I to enter them all for Wassermanns ? ” she asked. 
betraying her concern at the serodiagnostician’s lack of 
- discrimination. Our senior technician remarked that an 

occasional transfusion of luetic blood would make little 
difference after three or four years of total war, but his 
implication was considered to be both unjust and cynical. 

‘Why not wait and do the Wassermann when you take 
the blood ? ” he said ; “ the fact that they are negative 
now doesn’t mean that they will be after a couple of years 
of war. Anyway, what’s arsenic for?’’ The essential 
wisdom of his remarks was accepted and the volunteers 
. were rapidly reviewed, being let off with an inspection 
of the arm veins and the token donation of two or three 
drops of blood for the grouping test. We closed the 
laboratory that evening with schemes already afoot for 
running the department on a war basis. If the worst 
happened pathological investigations would have to be 
* rationed, clerical work curtailed and all reports shortened. 
We sincerely hoped war would not come but we were 
resolved that if it did there should be no deterioration in 
our ability to aid in the diagnosis of venereal disease. 
‘“ Do you mind if I slip off a little early tonight,” asked 
the senior technician, ‘‘ to plant a few more rows of 
winter greens for the guineapigs. We can’t afford to let 
the complement fall below 0:08 in war-time,” he added, 

“and an intensive course of: purple sprouting before the 
breeding season is beneficial; if it comes to that, it 
wouldn’t do me any harm myself.” 

This is a war of battles. The Battle of the Blood 
Groupsis stillon. We were all asked to adopt the League 
of Nations classification and most of us did, bearing the 
genial sarcasm of the more senior clinicians. ‘‘ In my 
day, my boy, 1, 2, 3 and 4 were good enough for us; 
why alter it ? ”’ e But, my dear Hornbeam, the newly 
adopted classification does tell me the agglutinogen 
content of ‘the corpuscles, and therefore I find it prefer- 
able to the Moss and Jansky schemes which lead only 
to confusion.” ‘‘I should forget about those—those 
things you were talking about,” rejoined our pathologo- 
phobe, emphasising his remarks with the instrument of 
precision which is habitually suspended around his neck, 
“we always managed to transfuse without them before 
you came here and if you take my advice you will not 
alter the present arrangements. Of course, transfusion 
came in after my day, but I have watched it develop.” 
“ Did you ever run across James Blundell, of George’s, 
sir ? He was one of the first on the job.” ‘‘ I used to 
go there quite a lot when I was dressing at Ananias’s,”’ he 
replied, ‘“ but I don’t recall him.” ‘‘ He may have been 
after your day,” I rejoined cautiously. ‘‘ He wasn’t born 
till 1790.” 

Many of us have met this unwillingness to accept the 
international classification ; the compromise which most 
have adopted is to give that of Moss first followed by the 
international version in brackets. The more daring 
have reversed the procedure and told our printers to 
lighten the bracketed numbers with each succeeding 
impression. The dual system of nomenclature has 
raised misgivings in some donors, who don’t much like 
belonging to group B3. ‘I live a healthy out-of-doors 
life and never had a doctor since my last baby, but Mrs. 
J. around the corner in Plaice St. has blood which the 
doctor said is very rich—he called it Al—and she isn’t 
nearly so particular as to what she eats. Tell me, doctor, 
what I ought to take to make my blood Al ?’’ What a 
blessing the Geneva tribunal didn’t ordain A, B, C and D 
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C3 blood would have taken ‘some 


x * * 


In our area is included what must surely be the most 
delightful small country town in England, far from 
forgotten by the poets. In this charming community 
the keenness for the blood-transfusion service exceeded 
anything previously seen, and on a warm day in June 
we enrolled close on 8% of the population as donors. 
The local organisers were surprised at the success of their 
scheme and were anxious to reach a certain round 
number. A request was therefore sent to the cinema 
nearby, the pub opposite and the adjoining dance hall. 
The response was gratifying. The cinema interrupted 
its performance while the visitors, led by the jovial 
manager and the bar-tender, with his thirsty followers, 
filed in to be tested before resuming consumption of 
films and drinks. Later, on this summer evening, a 
procession of men and girls from the dance hall arrived, 
the girls still wearing their cool and colourful evening 
frocks. Afterwards we were able to Tepot that the 
required number had been exceeded. 

Most of our donors hide their lamps under bushels. 
A. few of them, however, are fussed over by anxious 
relatives who are assured by the victim that although 
it wasn’t too bad the fact remains that he is now working 
with a pint less blood than before; but that he doesn’t 
intend to let the work suffer for it and he will see that it is 
done just the same. It requires more than average 
human effort of will to discourage the hero-worshipper. 
But this type of donor, who is fortunately rare, may do 
much to delay recruitihg in a small community, and em- 


for the groups! 
explaining away. 


‘barrass the machinations of the local hemophilist. On 


the other hand, we have met with many instances which 
reflect great keenness to serve, as well as personal courage. 
There was the youth who had recently lost an arm in an 
accident and whose other arm was ankylosed to an angle 
which would have made it wellnigh impossible to insert 
the needle. The deaf, the lame,:the blind and even 
the paralysed have visited us to give their donations. 
We have had to reject many who were too ill—a woman 
with carcinomatosis, a girl in an advanced state of 
phthisis and an old man with heart failure ; he had been | 
compelled to abandon munition work and had chosen | 
this alternative form of national service. In'one hamlet 
no less than fifty near neighbours assembled in a farm- 
house kitchen on a Sunday evening in late spring and 


braved a deluge to get through. An old lady who was 


rejected because of ill health burst into tears. 

One afternoon in winter we were due to group inhabit- 
ants of a few lonely hamlets pocketed away in the hills. 
Our hostess’s suggestion to “ bring chains ”’ seemed to us 
in the town sixteen miles away rather fatuous, but we 
were glad of her advice and only after a hazardous and 
circuitous route did we reach the house. Our fears that 
the volunteers would not venture through the storm were 
dispelled by our hostess who assured us that they would 
all come—as indeed they did.. They came through 
driving snow and the blackout, fine hefty farm lads, land 


: girls and farmers’ wives, all ready to give first-aid to the 


blitzed cities. We have had girls of fifteen and sixteen 
posing as eighteen in order to be accepted, and old men 


,and women taking off ten years or so; and what a good 


response we have had from ex-Service men of all ranks. 

In fact, there is no section of the community which has 
not responded, while friendly, neutral and enemy aliens 
have come forward equally well. It is particularly 
gratifying to enrol people who have themselves been 
transfused at some time in the past and are now ready to 
pay back. Evacuees and especially those from the 
bombed areas are amongst our keenest customers. One 
woman had come over from a nearby town, temporarily 
disorganised after a heavy raid, in order to shop; she 
was so delighted at her successful forage that she came 
along to show her appreciation by an offer of blood. We 
had a visit from a member of the London A.F.S. who had 
been sent down for a week’s rest. He was so grateful 
to the inhabitants for the hospitality they had: shown 
him that he came along to give a donation of blood to the 
local bank by way of repayment. He wrote later ‘‘ How 
are your blood donors, are they rolling in, or do you sit 
patiently gazing at your samples, waiting for a customer 
to call? Should the patient who had my blood ever 
complain of hearing fire-bells, just tell him it is a false 
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alarm. Don’t forget, doc, if you want more just let me 
know and T’H be right on the spot. Funny thing, hardly 
ever gave hospitals a thought until that day, then I 
realised that every day there are patients and children 
there. P.S. Your blackout is deplorable.” 


* k * 


By tortuous ways a copy of the Deutsche medizinische 
Wochenschrift for Sept. 5 has come into my hands and I 
have eagerly scanned the page of kleine Mitteilungen 
(or news stories) which is all that this fat medical weekly 
allows itself to tell of current happenings in Gross- 
deutschland. Pride of place is given to an announcement 
of a final medical examination next June under the new 
regulations which prescribe two preclinical and two 
clinical years or four years of medical study after military 
and labour service are over. The old regulations remain 
in force at Vienna, Graz and Innsbruck. Women 
medical students will be allowed to count emergency 
nursing 4s part of the prescribed course in place of factory 
and agricultural service. Then we are told that the 
Führer has set up in Berlin under Home Office control an 
official institute for assessing vitamins and finding new 
ones. There was to be a three-day festival in Salzburg 
to Paracelsus with foreign guests and a gala performance 
of Goethe’s ‘‘ Faust,” followed by a two-day conference 
on the Alpine climate, opened by Dr. Conti, medical 
director-general, and covering besides physiology, 
psychology and the inevitable raciology, such things as 
hypnotic drugs, sulphonamide therapy and the treatment 
of sterility. A ten-days course at Alt-Rehse has -the 
astonishing title of ‘‘ The totalitarian idea in dentistry,” 
with lectures on chewing gymnastics, relaxation therapy 
and ap haar Seta Sate of artificial dentures, as well as the 
more familiar focal infection. Scanty university news 
is eked out with some trifling honours to Prof. Paul 
Diepgen in Buenos Aires and Bucharest, and the 70th 
birthday of Prof. Birch-Hirschfeld. Book announce- 
ments include the final instalment (bibliography) of 
Bamann and Myrbick’s ‘‘ Methods of Ferment Investiga- 
tion,” a new study of the anti-tuberculosis campaign, 
two small practical books on diabetes, a standard work on 
the public-health doctor, and a new edition of Schede’s 
“ Hygiene of the Foot.” Not very exciting, you may say, 
but nevertheless a rough sketch of the background of 
medicine in contemporary Germany. But one of my 
fellow peripatetics might have made more of it. 

k * * 


I was rather surprised to hear the other Sunday that 
the Brains Trust had no idea why man enjoyed music. 
Obviously man’s acoustic apparatus was not formed for 

earing his own and other people’s voices. It was 
formed for defence, though for this purpose, in modern 
times when auditory awareness is not of such vital 
necessity, it has atrophied. As natural man or any 
other animal moves about he is surrounded by a myriad 
noises, the manifold rustlings of the vegetable world, the. 
rippling of the poplars, the harsh whisper of the holly, the 
-sand sound of the acacia, a vast insect orchestra, 
the song of sea or river, animal and bird calls, and the 
noise of his own movements. As a babe he was frigh- 
tened of some of these noises, but gradually one by one 
he admitted them as friendly noises, until their number 
was so large that he couldn’t give them individual atten- 
tion ; so, probably by allowing entrance to a note here 
and there from each, he blended them into a pattern. 
This pattern of friendly noises surrounded him in his 
waking hours and to some extent in his sleep. (Most 
sailors wake up if the ship’s engine stops when they 
are asleep.) This pattern is a protection, like tentacles 
cast near and far, for the approach of an enemy or even 
the sudden cessation of one of its constituents would 
break the pattern and put him on the alert and in a mild 
state of fear. The hearing of the pattern then meant 
safety: Modern man uses the same mechanism though 
not so often for defence ; he can turn what he knows to 
be a harmless and friendly railway train’s noises into a 
rhythm—arankatitanka-titanka. He can turn his own 
wireless blare into a soothing background of sound, 
though he has much more difficulty with his neighbour’s 
which he feels to be hostile. Absolute silence, which 
is a rarity in the natural world and meant to man that 
he was without his acoustic protection, still brings a 
feeling of awe. Incidentally in tinnitus there is a great 
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effort on the part of the pattern-making mechanism 
to turn the intrinsic stimulations of the cochlear nerve 
into friendly noises—‘‘ wind in the chimney ” and “ an 
outboard motor with an occasional mis-beat’’ are the 
last two in my case-book. Now music, and to some 
extent verse, not only gives a well-ordered pattern of 
noise and therefore a feeling of safety, but it does so 
ready made, without any strain on the pattern-making 
mechanism, leaving the other emotions, uninhibited 
by fear, free to have a binge. Why precisely “ Rule 
Britannia ’’ should make one want: to cut throats and 


. Handel’s Largo to ooze altruism probably depends on 


memories, words or suggestions, associated with their 
particular chords. Elementary, my dear Julian! 


ed x * 


It is traditional that a doctor is unwise to treat the 
members of his family, from which arises some of the 
difficulty about repaying a colleague for. kindness. I 
have never held this view; the unwisdom supposes 
that the medical husband and father is either unable or 
unwilling to approach the case detached, or that he finds 
it irksome to regard such a patient in terms of anatomy, 
physiology and pathology. Maternal anxiety may be 
the cause of much of this. The same doctor, however, 
essays the correct approach to those non-family patients 
with whom he is on terms of close social intimacy. How 
many doctors find it inconvenient to make an internal 
examination of a constant bridge partner? If for no 
other reason than this, the plight of such a patient 
justifies the existence of the independent consultant 
group. Years ago as I was leaving home one morning 
my neighbour, a London surgeon, told me almost 
casually that his wife’s bowel was resisting enemata ; 
the number had reached seventeen. I knew nothing of | 
her medical past, which included operation for ovarian 
cyst, but I murmured equally casually that a band 
might be the cause. On my return in the evening the 
ambulance was at his door and a surgeon ready at the 
Lately I have 
myself had the care of a doctor’s wife at a distance. He 
has no ‘colleague within ten miles and more; on the 
eighth day he asked me to come over. I found lobar 
pneumonia, with the crisis yet to come in spite of his 
sulphapyridine. He had not been able to diagnose 
pneumonia for certain because his wife was still about ` 
and had declined to permit him to investigate. 

xk * xk 


‘“ You are going on holiday next week ? ” I inquired. 
‘“ Aye, next week, Sir,” replied John, the senior labora- 
tory attendant, adjusting the time-marker. ‘“‘ Rothe- 
say ?” “Aye.” ‘“‘ The children will be very excited ? ” 
I ventured. ‘‘ Aye, they are so.” ‘‘ And what about 
yourself, John—do you still enjoy a seaside holiday ? ” 
“ Aye,” he said again; but this time his tone implied 
serious reservations. He was obviously uneasy. ' His 
I watched the struggle 
between his innate reticence and his Covenanter’s zeal 
for truth. At last he looked up. “‘ Doctor,” he began. 
“ Yes?” ‘* Shall I tell ye what I consider to be the 
best part of ma holiday ? ” he asked solemnly. “Do!” 
I exclaimed enthusiastically, and settled down to listen. 
Would the high spot be the morning stroll along the 
promenade ? Sun-bathing? No, I felt sure that John 
would frown on that; but I was prepared to hear that in 
moments of complete abandon he might go so far as to 
paddle with the three weans. ‘‘ Well, Sir,” he proceeded, 
as & faintly ecstatic expression crept into his face, ‘‘ the 
best moment is when the train draws into Central 
Station when we return to Glasgow. Man,” he added 
almost fervently, ‘‘ yon’s a grand smell!” 

* wk % 


The registrar, being in a reminiscent mood, launched 
into an account of the death certificates which he 
had returned to the hospital. First came the surprising 
death of John Smith, aged 3 days, from chronic bronchitis 
and senility ; and, on the same day, of William Brown, 
aged 86, from intracranial hemorrhage due to birth 
injury. Then came the form, satisfactory in all respects 
except for the completion of the section ‘“‘ qualifica- 
tion.” Here the worried doctor, straight from a 
pneumonia ward, had started with M.B. and then drifted 
to 693. A useful qualification, perhaps, for this day 
and age. 
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Parliament 


Post-War Hospital Policy 

In the House of Commons on Oct. 9, in reply to 
Sir FRANCIS FREMANTLE, the MINISTER OF HEALTH said : 
The question of post-war hospital policy and reorganisa- 
tion, more particularly in relation to the Emergency 
Hospital Scheme, has for some time been engaging the 
attention of the Government. While any immediate 
reorganisation must be regarded as impracticable in 
present circumstances, certain broad principles can be 
laid down as the basis of Government policy. 

It is the objective of the Government as soon as may 
be after the war to ensure that by means of a compre- 
hensive hospital service appropriate treatment shall be 
readily available to every person in need of it. It is 
accordingly proposed to lay on the major local authorities 
the duty of securing, in close coöperation with the 
voluntary agencies engaged in the same field, the pro- 
vision of such a service by placing on a more regular 
footing the partnership between the local authorities 
and voluntary, hospitals on which the present hospital 
services depend. The Government recognise that to 
achieve the best results and to avoid a wasteful multi- 
plication of accommodation and equipment it will be 
necessary to design such a service by reference to areas 
ee larger than those of individual local authori- 

ies, 

overlapping and uneconomical expenditure by securing 
the provision of the more highly specialised services at 
teaching hospitals and other centres selected to serve 
these wider areas, and by arranging for a proper division 
of function between hospitals in these areas. 

With regard to the financial aspects of the Govern- 
ment’s proposals, it is their intention to maintain the 
principle that in general patients should be called on to 
make a reasonable payment towards the cost whether 
tbrough contributory schemes or otherwise. In so far 
as any new burden may be thrown upon local authorities 
in providing or maintaining hospital accommodation, 
or in contributing towards the expenditure of voluntary 
hospitals, a financial contribution, the extent of which 
will be a matter for further consideration, will be made 
available from the Exchequer. Special arrangements for 
dealing with the teaching hospitals by way of increased 
educational grants are in contemplation. 

In present circumstances the arrangements for hospital 
services must be determined by war-time requirements, 
but the Government are anxious to take every step to 
avoid any unnecessary delay. I have already had pre- 
liminary discussions with the bodies representing the 
municipal hospital authorities and the voluntary hospital 
movement and I am hopeful that these discussions will 
be continued. With their concurrence I am instituting 
a survey of hospitals in London and the surrounding 
area, to provide the information needed as a basis for 
future plans. As regards the remainder of the country, 
valuable preliminary work has already been done in some 
areas by bodies representing both the municipal and 
voluntary hospital authorities, in particular, by an 
organisation formed under the auspices of the Nuffield 
Provincial Hospitals Trust. In any surveys which it 
may be found necessary to institute in the provinces I 
shall have full regard to the information already available 
in this way, which I am glad to know will be at my dis- 
posal for the purpose. 

Mr. Brown added that the aims of future policy in 
Scotland were generally similar, but that certain import- 
ant differences in the Emergency Hospital Service and 
in the methods of financing voluntary hospitals in 
Scotland were being given special consideration. 


- Man Power and the War Effort 

Man power is the beginning and the end of our war 
effort and a debate in the Commons on Oct. 8 brought 
out clearly the difficulty of striking a fair balance 
between the needs of industry and of the services. As 
Mr. GRAHAM WHITE pointed out, not only must we 
equip our men but we must man our equipment. He 
appealed to the Government not to confuse time with 
eternity and he warned them that the fabric of distri- 
bution by the food trade was wearing thin. It was no 
less important to fill men’s stomachs than to fill shells. 
He did not think the Industrial Research Board was being 
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It will be the aim of the Government also to avoid . 


s 
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given a fair opportunity of working out the best hours 
of work for different jobs. Miss MEGAN LLOYD GEORGE 
deplored the fresh call-up of land-workers, for though 
there may be an alternative between guns and butter — 
there is no alternative between guns and bread.. She 
felt that the production of red tape was still one of our 
major industries and asked for firm treatment of the smal] 
and select company of shirkers and for the admission of 
women as partners, and not as conscripts, in the greatest 
struggle our country has ever faced. 

Replying Mr. ERNEST BEVIN said that no country, 
not even Germany, has tried what was virtually the 
compulsion of women as we have tried. But in handling 
women you must proceed gently and have regard for the 
parents. He was coming to the conclusion that block 
reservation would have to go and that individual reserva- 
tion would have to take its place. He wished that the 
process of training and manning the country had taken 
pace in peace-time and not in war-time. He would have 

iked to see a double-purpose army where the whole 

nation was trained: both for fighting and production. 
But such a policy could not be achieved if the War Office 
was completely scrapped in peace-time and the Govern- 
ment was expected to improvise a military machine and 
carry out gigantic tasks in fifteen months. 


QUESTION TIME 


Priority Milk 

Replying to a question Major G. LLOYD GEORGE said that 
on the recommendation of the Special Diets Committee, the 
milk supply scheme (see p. 473) makes provision for a wider 
range of sick‘persons than the scheme for regulating distribu- 
tion which has operated throughout the summer.. The 
arrangements for expectant mothers, children and adolescents 
are also based on the advice of nutritional experts. 


Domestic Staff Difficulties 


Miss E. RATHBONE asked the Minister of Health whether 
he was aware that many voluntary hospitals were seriously 
hampered, and some may even have to close down wholly or 
partly, owing to lack of ancillary statf such as stokers, porters 
and ward-maids; and as the work of these hospitals was 
work of national importance he would assist them by announc- 
ing this and by devising, in coöperation with the Ministry of 
Labour, some method of aiding the hospitals to obtain the 
necessary staff.—Mr. E. Brown replied: I have for some 
time been concerned with these difficulties and I have recently 
discussed them with representatives of voluntary hospitals. 
Domestic work in hospitals is recognised as one of the services 
of most urgent national importance for which recruitment is 
to be carried out by the Minister of Labour, and I have issued 
a poster for circulation to hospitals to make this importance 
clear to those already employed in hospitals. 

In answer to a further question from Sir F. FREMANTLE, 
Mr. Brown added that women, including domestic staff, 
employed in child welfare institutions are performing a very 
important national service and one which should offer special 
attraction to older women. I am assured, he said, by the 
Minister of Labour that there is no present intention of calling 
them up for selection interview within the age-groups covered 
by the Registration for Employment Order. 


Return of Tuberculous Soldiers 

Mr. T. E. Groves asked the Secretary of State for War if 
he was aware that orders had been issued by his department 
for 40 tuberculous military cases in the Addington Hospital, 
Natal, and 120 similar cases at Oribi, to be returned to this 
country ; and whether he would state the arrangements 
made for the reception, distribution and maintenance of 
these cases when they arrived in this country.—-Captain 
H. D. R. Marcesson replied: No special instructions have 
been issued by the War Office regarding these ‘cases, and I 
presume that Mr. Groves refers to general instructions 
regarding the return to this country from South Africa of 
soldiers suffering from tuberculosis. On arrival in this 
country soldiers suffering from tuberculosis are sent to a 
military hospital where they receive treatment as necessary 
until they are handed over to the care of the local health 
authority. 

Coroners in England and Wales 

Replying to Dr. RUSSELL Tuomas, Mr. HERBERT MORRISON 
said: There are 297 coroners in England and Wales of whom, 
according to my present information, 13 are employed on a 
full-time basis. Several coroners occupy more than one 
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coronership, the total number of coronerships being 333. 
The aggregate salaries of all coroners for 1939 amount to 
£99,307, and the expenses incurred by them in the execution 
of their duty to £145,666. 


l Pensions for the Blind 

Sir RoBERT Younc asked the Minister of Health whether 
he was satisfied that the purpose for which the pensionable 
age of a blind person was reduced from 50 to 40-had been 
realised or whether his attention had been called to the extent 


by which local authorities had caused the financial benefits of- 


the amended act to be reduced or cancelled ; and what steps 
he proposed to take to give to eligible blind persons the 
benefit intended for them.—Mr. Brown replied: It was 
always contemplated that a local authority in granting finan- 
cial assistance to a blind person under the Blind Persons Acts 
would take into account the amount of any old-age pension 
received by him; and one of the objects of reducing the 
pensionable age for blind persons was to secure that the 
burden of providing assistance to blind persons should be 
shared between the Exchequer and the local authorities. 


Exemption from Bilieting 


Mr. E. H. KEELING asked the Minister whether he was 
aware that a large proportion of the householders in Harrogate 
upon whom evacuees had been billeted had submitted 
medical certificates recommending that they be taken off the 
billeting . list; and whether such certificates were being 
accepted.—Mr. Brown replied: I am aware that a number 
of householders in this district have submitted medical certifi- 
cates to support a claim to be relieved of the responsibility 
for accommodating billeted persons. In such cases the 
. householder is informed that he has the right of appeal to the 
Jocal tribunal set up under the Defence (Billeting Tribunal) 
Rules, 1939 ; and it is for the tribunal to decide whether exemp- 
tion from the acceptance of billeted persons should be granted. 


Public Health 


From the School Reports 


NOTTINGHAM 


THE medical inspection subcommittee of Nottingham’ S 
education committee in 1940 consisted of eight members, 
two of whom, the chairman and one woman councillor, 
are doctors. The staff consists of Dr. Arthur Newth, 
senior medical offcer for education, Dr. R. G. Sprenger, 
_ senior assistant, 4 other full-time assistants, 7 part-time 
specialists, 7 dentists ; ; then there are a part-time 

sychiatrist, 2 educational psychologists, a speech- 
therapist and a social worker attached to the child- 
guidance centre ; and finally 8 nurses and a full comple- 
ment of clinical assistants, dental attendants and clerks. 
These attend to the medical needs of the 36,000 school- 
children of the city. In connexion with the evacuation 
scheme a survey of the children made it possible to test 
the completeness or otherwise of the record of defective 
children. Beyond some bed-wetters and children with 
behaviour troubles, few defectives were found who were 
not already known. “ A large number of cases were 
reported as having some serious condition such as heart 
or kidney disease or tuberculosis which was found not 
to be present when the child was last examined. This 
supports the idea that the avoidance of invalidism is a 
not unimportant function of the school medical service.’ 
It is of course possible that some of these chronic 
66 invalids ’? had developed serious disease since their 
last examination, but presumably the passage means that 
‘they had not done so. Generally a survey of children 
absent from school for long periods reveals that the great 
majority are not suffering from any disease to warrant 
their non-attendance, a few are found with lesions which 
make them suitable for special education which it is the 
duty of all education authorities to supply, and the 
remainder, an extremely small number, are either dying 
or incapable of survival beyond the school-leaving age. 
The number of children whose lives are wrecked because 
somebody has detected an innocent heart murmur or 
albuminuria greatly exceeds that of those destroyed by 
disease. This is one of the major truths of the school 
medical service. 

Dr. Newth, in discussing the increase of scabies, which 
Nottingham shared with most parts of the country, 
recalls that in the last war there was a similar increase 
often associated with the return of a soldier on leave ; 


but the present epidemic started before the war, even 
before conscription, and the incidence of scabies in those 
serving in the Forces in this war has not been severe. 
He says that scabies occurs chiefly among unclean 
people, but the connexion is not direct ; scabies infection 


is, in fact, very common in clean people, but in them the 


mite is soon dislodged, so we very rarely see anything 
more than a deserted burrow except in the dirty. In 
contrast to scabies, body lice are rarely found in school- 
children, even those of the dirtiest and most neglected 
families. ‘‘ Towards the end of 1940 one began to 
notice a deterioration of the clothing of some of the 
children,” but their nutrition was maintained at an 
excellent level. Dr. Newth says he cannot understand 
the mentality on the part of a mother “‘ who, having made 
the brave decision to send her child overseas, withdrew 
her application when she was told that dental treat- 
ment was essential.” 
SMETHWICK 


Dr. Hugh Paul says that the outstanding feature of 
the year was the continuing high standard of physical 
and mental health which was maintained throughout. 
“ Even the sustained night bombing of the last quarter 
failed to have any visible adverse effect on the children.”’ 
It seems likely that the unprecedented high level of 
health and nutrition which we reached before the 
outbreak of war largely accounts for the comparatively 
slight effect air-raids have had on the health and morale 
of our people. If so, it means that i in the end the butter 
will beat the guns. 

Among 8254 school-children of Smethwick, 74 were in 
1940 referred to the chest clinic for suspected or possible 
tuberculosis. Of these, one was found to have definite - 
pulmonary tuberculosis and one another form of the 
disease, 61 were excluded as not tuberculosis, and 11 
were suspected of possible pulmonary tuberculosis. 
Suspected pulmonary tuberculosis in children and 
adolescents is one of the most difficult medical problems . 
of the present day. To make a positive or negative 
diagnosis where this. cannot be better than a guess may: 
easily be disastrous, for if it is wrong it must lead either 
to unjustified invalidism or to the loss of opportunity 
to avert. a fatal disease. How to keep a suspect under 
supervision without creating invalidism is a problem 
medicine has not yet solved, yet in theory it is easy and 
the most useful work that a physician can do. 


KENT 


In the second half of 1940 Kent became a battlefield, 
so what had been a reception area, had many shifts in 
school population. The part of Kent which for educa- 
tion is administered by the county remained in the main 
a reception area, but the coastal towns which are their 
own education authorities had many vicissitudes, with - 
the result on the county that though the school popula- 
tion remained fairly constant in numbers, it was much 


„disturbed. Moreover, the county was subject to repeated 


air-raid warnings, so the children passed much of their 
time in shelter conditions. Yet, from Dr. J. W. Fox’s 
report, presented by Dr. Constant Ponder, the children’s 
health and spirits did not suffer appreciably, and from 
the school medical statistics of the year it would not be 
possible to tell that anything unusual had happened. 
Dr. Fox gives a brief but most interesting note on the 
improvement in nutrition of evacuees as measured in 
terms of growth. This is striking and widespread, and 
is not wholly explained by the change from town to 
country life. ‘‘ The evacuees compare favourably with 
native children. Perhaps the same can be said where 
Kent children have gone.’’ Change, in itself, seems to 
be favourable and Dr. Fox suggests as a permanent 
feature of education periodic exchanges of children from 
one district to another. 

The Kent dental scheme does not yet make general 
provision for the treatment of pupils in secondary schools 
but this is available to some extent. The senior school 
dentist in his report remarks that in some schools the 
parents though unable to afford private dental treatment 
do not take advantage of the clinics with results that 
are deplorable. ‘‘ Many of the pupils at these schools 
present an appalling amount of gross oral sepsis.’ He 
attributes this refusal to accept treatment to ‘‘ a curious 
form of snobbery, either on the part of the parents or, 
more frequently, of the children themselves.” 


pe 
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PUBLIC HEALTH.—~THE CHRISTMAS GIFT 


From the Annual Reports 


` CORK STREET FEVER HOSPITAL, DUBLIN 
Dr. C. J. McSweeney’s report for 1940 is written on a 
general note of optimism. Amongst: 2160 patients 
treated (a record figure) there was a gross mortality of 
5-6%, the lowest ever -recorded in the history of the 
hospital. Gravis diphtheria is apparently still prevalent 


in Dublin but the fatality (6-5%) shows a slight improve- 


ment from the previous year, although clinically the cases 
appeared to be more severe. This success is attributed 
partly to the use of ‘‘ avid’ diphtheria antitoxin in 
certain severe cases, an experinient which has been 
recorded already in these columns (McSweeney, C. J. 
Whether one agrees or not with 
this conclusion, further elucidation and trial of the 
elusive ‘‘ anti-B ” factor in diphtheria antitoxin remains 
a matter of impelling interest. Nine cases of diph- 
theritic respiratory paralysis treated in a Bragg-Paul 
pulsator did well, but Dr. McSweeney seems hardly 
justified in asserting that the 48 patients whose recovery 
has been credited to this machine since 1935 would 
inevitably have died without mechanical aid to respira- 
Streptococcal diseases fared well during the year, 
there being a trifling mortality (0-87%) in scarlet fever, 
one death in 20 cases of puerperal sepsis and no death at 
all amongst 78 cases of erysipelas. r. McSweeney does 
well to remind us how much the modern treatment of 
erysipelas owes to chemotherapy. Chemotherapy in 
combination with specific serum was used in the treat- 
ment of 30 cases of meningococcal meningitis and 28 
recovered, a result for a small series which could scarcely 
show improvement. Nor could a fatality of 1:83% for 
109 cases of lobar pneumonia treated with sulpha- 
pyridine and specific serum. Bronchopneumonia alone 
or in combination with measles or whooping-cough fared 
less well. Indeed a curiously high fatality of 21:8% in 
whooping-cough appears almost wholly to have been 


. due to bronchopneumonia, no less than 64 out of the 


94 cases treated being so affected. 


DUBLIN’s HEALTH.—In an address to a conference of muni- 
cipal authorities Dr. M. J. Russell, superintendent M.O.H., for 
Dublin, said that the extension of the city boundaries during 
the last twenty-five years has increased its area from 7911 acres 
to 18,777 and its population from 312,750 to 491,800. The 
density of population has thus been reduced from 38:8 persons 
per acre to 26 per acre. The death-rate per 1000 in 1915 was 
21:8 ; last year it was 14:5. The death-rate from tuberculosis 
had fallen by more than half. Credit for the progress in the 
prevention of tuberculosis, and improvement in general health, 
was in part due to better housing and wages, and a purer milk- 
supply. Dr. Russell advocated a system of differential 
rentals which would discriminate in favour of the tuberculous. 


Infectious Disease in England and Wales 
WEEK ENDED OCT. 4 


WNottfications.—The following cases of infectious disease 
were notified during the week: smallpox 0; scarlet 
fever, 1217; whooping-cough, 2078; diphtheria, 997 ; 
paratyphoid, 87; typhoid, 34; measles (excluding 
rubella), 715 ; pneumonia (primary or influenzal), 629 ; 
puerperal pyrexia, 151; cerebrospinal fever, 109; 
poliomyelitis, 31; polio-encephalitis, 2; encephalitis 
lethargica, 4; dysentery, 108; ophthalmia neonatorum, 
80; relapsing fever, 1.. No case of cholera, plague or 
typhus fever was notified during the week. 

Deaths.—In. 126 great towns there were no deaths 
from measles, 4 (1) from enteric fever, 1 (0) from scarlet 
fever, 11 (0) from whooping-cough, 26 (3) from diphtheria, 
33 (0) from diarrhoea and enteritis under 2 years, and 
14 (0) from influenza. The figures in parentheses are 
those for London itself. 

Birmingham, Wolverhampton and Poole each reported a fatal 
case of enteric fever. There were 3 deaths from diphtheria at 
Gateshead. In the same week Dublin had 45 deaths from diarrhea. 
The number of stillbirths notified during the week was 
204 (corresponding to a rate of 40 per thousand total 
births), including 16 in London. . 


Dr. J. W. Trevan, director of the Wellcome Physiological 
Research Laboratories, has been elected a director of the 
Wellcome Foundation, Ltd. 
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Letters to the Editor 


THE CHRISTMAS GIFT 


Sir,— Old customs and traditions are greatly valued. 
and. treasured by elderly people. Memories of past days 
are very precious—perhaps none more so than those of 
happy Christmas days gone by. For many years your 
readers have most generously supported my appeal on = 
behalf of the christmas gifts fund of the Royal Medical 
Benevolent Fund and the annual distribution of a gift of 
30s. has brought great happiness to our beneficiaries, 
many of whom are old and lonely. I have now been 
president of the fund for nearly 25 years and would like 
to thank all who have responded to my appeal in past 
years and have every confidence that this year the same 
kindness will be shown. With an additional contribu- 
tion we could raise our gift this year to £2 instead of 30s., 
which would give much pleasure. ` 

Will contributors please address to ‘‘ Christmas Gifts,’’ 
Royal Medical Benevolent Fund, 1, Balliol House, 
Manor Fields, London, S.W.15, and their gifts will all be 
gratefully acknowledged: Tuos. BARLOW, 


President, R.M.B.F. 
ENURESIS 


Sık, —Mr. Winsbury-White (Lancet, Sept. 20, p. 331) 
has analysed 310 cases of enuresis in an age-group, I 
gather, of 2-14 years. He finds that in 98% there was a 
history of at least one of the exanthemata. The signific- 
ance of this figure is-not explained, and I was further 
mystified when I found that the exanthemata ‘‘ did not 
always precede the enuresis.’ One is reminded of the 
American surgeon who reported that over 90% of the 
married women on whom he operated for acute appendi- 
citis had husbands who were cigarette smokers. 

Mr. Winsbury-White has also made numerous observa- 
tions on the normal calibre of the urethra at various 
ages, by noting the size of the largest instrument which 
will lie in the urethra without being gripped. Is the 
passage of sounds into the urethras of normal children 
of both sexes a psychologically justifiable procedure ? 
He found, in 70% of these patients on whom he performed 
cystoscopy, inflammation of the trigone and the internal 
urinary meatus ; and in 76% of those in whom the pos- 
terior urethra was examined, inflammation of this too. 
“ Several cases with chronic coliform infection had so 
much dilatation in the upper urinary tract that the 
infection was obviously a complication of urinary 
stasis,” but of the cases examined by urography ‘‘ 60% 
showed abnormalities in the upper urinary tract which, 
though slight, indicated early changes due to the chronic 
inflammatory process below.” It would be interesting 
to know how he differentiates these apparently opposite 
groups. He adds, ‘‘ Where the dilatation was without 
remedy so was the infection.’’ In the light of the recent 
work of Helmholz and others at the Mayo Clinic, one’ 
would like to know what methods of treatment were 
tried before the infection was finally regarded as without 


remedy. 


Lastly, he states that ‘‘ the paraurethral glands of 
Skene and any glands (except those of Bartholin) which 
open directly into the urethra are the homologues of the - 
glands of the prostate.” . The glands of Bartholin do not 
open into the urethra, but lateral to the hymen between 
its attached border and the labia minora. The homology 
of the prostate is a more complex business than the 
statement suggests, but in ány case the next phrase 
(“and an infection of the vulval glands automatically 
involves the urethral glands’’) appears to be a non 
sequitur. A ' 

His observations, and the treatment that follows 
rationally from them, are of such importance that they 
deserve discussion. I want especially the pædiatrists to tell 
me whether the 97% who received benefit from urethral 
dilatation might not have been cured by the threat that 
“ next time you do it, you’ll have those things shoved 
up you again.” Perhaps the 3% who obtained no benefit 
rather enjoyed the process. 

Whitchurch, Aylesbury. | RAYMOND GREENE. 


Smr,—In 1918 I published a study on enuresis hased on . 
several thousand cases of all ages and Imay therefore claim 
to be familiar with this disease. Mr. Winsbury-White ` 
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seems to be under the impression, that an inflam- 
mation of the lower urinary tract is in most cases 
causally connected with enuresis. He does not mention 
the many other causes which produce this symptom— 
for example, the disturbance of the nervous control of 
the detrusor and sphincter muscles of the bladder, spina 
bifida occulta, epilepsy, idiocy, threadworm infection, 
onanism, and in a certain number of cases simple lazi- 
ness and indifference. There are also large numbers of 
panai of all ages in whom none of these causes can 

e found, and who form the group of ‘’enuresis sui 
generis.” These patients have insufficient tone in the 

hincter muscle and defective nervous conduction 
between bladder, spinal cord and brain. The contrac- 
tions of the detrusor muscle under the influence of the 
fall bladder are not considerable enough to wake the 
patient. Those cases in which every other form of 
treatment—whether by suggestion, drugs or instruments 
—had failed I treat with 3—4 epidural (sacral) injections 
of 30 c.cm. of saline, achieving immediate success in 
85% and ultimate success in 68%. The injection causes 
a mechanical irritation of the lowest part of the spinal 
cord with its nerves to the bladder and the sexual 
organs. In men, priapism lasting several hours is often 
caused, and:if cystoscopy is performed shortly after the 
injection hyperemia of the lower half of the bladder 
which did not exist before is found in most cases. The 
patients feel the need to micturate more imperatively, 


and this wakes them up before they have passed urine. - 


Lasting success I believe to depend on a kind of education 
of the bladder, comparable to the training of bowel 
action. Diet is also important as my cases fell to a quarter 
of the number when the fat deficiency of the last war was 
relieved in 1919 by the arrival in Germany of bacon 
from America. I agree with Mr. Winsbury-White that 
hyperemia and chronic inflammation of the trigone and 
the neck of the bladder are common in adult women, and 
I published two papers on this as a cause of frequent 
micturition in 1905 and 1906, but I have generally 
found no evidence of such inflammation in children, 
with or without enuresis. Might not the hyperemia 
be caused by the instruments inserted ? The absence 
of every microscopic sign of infection in’ the urine of 
85% of his cases seems to suggest this explanation, since 
in real inflammation of the neck or the trigone of the 
bladder a few leucocytes are always to be found. 
ARNOLD HEYMANN, 


Late Consultant Urologist at Luisen- . 


Bensham General 
spital, Düsseldorf. 


Hospital, Gateshead. 


BIPP AND ITS FRIENDS 


Srk,—I was very pleased to see your leader on the 
use of bipp, for to many of us who have used it in 
thousands of cases in this war and the last it still remains 
the treatment of choice. One great advantage, which 
you do not mention, is the ease and painlessness of the 
~- dressings ; a man who is desperately ill and septic cannot 
stand the pain of removing a dressing that is sticking 
badly, or, on the other hand, a daily anæsthetic. This 
makes the treatment highly popular with the patient 
himself ; he can eat his dinner after his dressing and there 
is not that rise of temperature due to opening up 
fresh paths of infection which must occur when the 
removal of the dressing causes bleeding from the granu- 
- lating area. Any pus can escape quite easily between 
the wound and the gauze well ‘‘ buttered ” with bipp. 
If after excision of the wound, designed to leave as far as 
practicable a funnel-shaped cavity, a bipp-covered plug 
of gauze is carried lightly to the bottom of the wound, 
no dressing need be done as a rule for 2 or 3 days. The 
plug is then removed and never replaced ; the oily layer 
left in the track will keep it well open ‘and allow free 
drainage. It will rarely be found necessary to reopen 
the wound and in many cases it is possible to do a 
secondary suture in 7-10 days. 

The bogy of bismuth poisoning is easily laid. I first 
heard of bipp when on leave from France in the last war, 
before, I think, any account of it had been published. 
Either my informant got the formula wrong or my 
memory luckily let me down and our bipp was made from 
bismuth carbonate 2 parts and iodoform 1 part. There 
is no reason whatever to use the nitrate, which is well 
known to have dangerous properties ; the carbonate is 
absolutely safe and as much as 6 oz. used to be given for 
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bismuth meals before barium came into its own. I have 
seen trouble from Morison’s formula but never from the 
carbonate, while the lessened amount of iodoform also 
precludes any risk of iodoform poisoning, which did 
occasionally occur. During this war we have added 
10% of sulphonamide powder and so greatly increased its 
value. Bipp used with bismuth carbonate is safe, effec- 
tive and will please both surgeon and patient. I hope 
it will at least be given a trial by any surgeon who has 
not used it. 
Southampton. H. JOHN NIGHTINGALE. 


HOME GUARD PROBLEMS 


Sır, —The views lately expressed on medical arrange- - 
ments in case of invasion diverge on minor details of 
organisation and equipment needed but allare fairly unani- 
mous about the existing position. Most correspondents 
agree that the arrangements made are totally inadequate; 
that the equipment issued is rudimentary ; and that the 
little preparation that has been made is unsuitable to 
meet the conditions that can reasonably be expected 
during an attempted invasion. 

It is six years since the shadow of war was first discern- 
ible in England (the A.R.P. Department of the Home 
Office was established in 1935). It is three years since 
every intelligent Englishman was convinced that war 
would have to be waged to stop German aggression and 
that all civil defence measures must be pushed to the 
utmost. It is over two years since the outbreak of war 
and it is more than a year since we were told that 
invasion should be expected at any time. After all this, 
suddenly to discover that our casualty arrangements 
made for invasion are practically non-existent can only 
lead to one of two conclusions. Either the criticisms 
levelled have no basis of reality and are therefore 
extremely harmful to morale, or responsible officials 
have been guilty of an oversight or lack of efficiency. 
The articles and letters calling attention to the lack of 
preparations are written by doctors engaged in Home 
Guard, civil defence and so on, who are therefore special- 
ists in their fields with the facts at their disposal. One 
may quarrel with their conclusions but the picture they 
paint looks accurate. Are the arrangements which they 
think necessary in fact essential, and if so was it 
humanly possible to make the necessary provision 
before this ? 

Casualty services, besides their humanitarian aspect, 
have a direct military value, for they are essential to the 
sustenance of morale. It is questionable whether 
successful defence can for long be carried on if the 
At times soldiers may 
have to be asked to fight to the bitter end, even without 
a casualty services; and they will do this if they under- 
stand the reason why and do not feel that the lack arises 
from inefficiency on the part of those responsible for their 
welfare. In England where successful defence is so 
inextricably mixed up with proper morale the need for 
proper medical arrangements is vital for security 
reasons. 

Was it, however, possible to make those arrangements ? 
It can be argued that we had to expend our maximum 
effort on munitions production, fortifications and military 
training. This may be so, but even the manufacture of a 
million tanks and 24 hours a day training need not have 
prevented doctors and administrative officers pushing on 
their. preparations to the utmost, for these are independ- 
ent of the others.. It may be said that medical services 
do not depend only on medical men and organisation, 
but that precious equipment is also needed and this could 
not be manufactured because of other calls on the fac- 
tories. But A.R.P. and E.M.S. preparations were based 
on estimates and sustained casualty figures which were 
incomparably greater than any met so far or likely to be 
met for a long time to come. Equipment, then, has been 
prepared for all the casualties we may get, the only 
objection being that all our organisations and equipment 
are concentrated in the industrial areas, whereas Home 
Guard casualties will mainly occur in rural areas. It 
seems to have been forgotten that the Home Guard are 
our own civilians who have taken up the rifle in defence 
of their homes. As soon as it became apparent that the 
threat of invasion was changing the tactical picture of 
defence plans should have been reviewed and necessary 
steps taken to regroup our dispositions and redistribute 
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our equipment. Both personnel and equipment are 
there, but bureaucracy and lack of foresight have pre- 
vented their being put where the danger is most likely 
to occur,and made flexible emough to meet the new 
offensive strategy. The successes of the Nazis have 
come from their speed and unexpectedness. Our defence 
must be planned with this fact in mind. 

Whose responsibility was it to make those arrange- 
ments ? The Ministries of Home Security and of Health 
could perhaps have claimed that the Home Guard being 


military falls properly within the province of the. 


R.A.M.C. This would be a short-sighted view, for the 
R.A.M.C. is but a hmb of the Army, and the Army will 
` always remain mobile ; it may at any time again become 
an expeditionary force. The Home Guard was built to 
_ meet a need the Army could not meet, except at the risk 
of undue dispersal. It always remains static within its 
township and its casualties will be inextricably mixed 
with those of the civilian population. It must therefore 


remain a medical responsibility of the E.M.S. at any rate | 


until the War Office decides to take over the whole civil 
defence of the country. 

The Prime Minister said in his recent speech at County 
Hall that he is advised that our civilian preparations are 
being pushed to the utmost; that as a result of experi- 


ence changes have been made and everything possible | 


is being done. Can we have overlooked the medical 
arrangements in case of invasion ? 
Battersea. G. B. SHTRLAW. 

_ §m,—In your issue of Oct. 11 (p. 442) Brigadier Cowell 
turns his guns, wanton and unprovoked, on the Home 
Guard Medical Service, which has distressed him by 
using the expression C.C.P. (casualty collecting posts) 
to describe the posts which it arranges for the reception 
of its own casualties. Being to some extent responsible 
for that term I join issue with him at once. Practical 
experience of conferences with the civil authorities shows 
that they do not understand the nature of military posts 
unless those posts which are really distinguished in 
equipment;.control.and function are also distinguished by 
different names. The civil authorities meet with exactly 
the same difficulty when dealing with the military, most 
of whom are unaware of the essential differences between 
a first-aid point and a first-aid post. In vain does 
Brigadier Cowell proclaim that the initials C.C.P. are 
“ confusing, redundant and unnecessary.” So long as 
he requires three separate sets of initials to describe his 
own regimental posts—F.A.P., C.A.P. and even P.A.P. 
(platoon aid post)—he is in no position to rage about the 
mote in his brother’s eye. 

GORDON WARD, 

Licut.-Colonel, H.G. 


PLUMP TYPE OF GRAVES’S DISEASE 


Str,—The paper under this title by Dr. Trotter and 
Mr. Eden in your issue of Sept. 20 I feel calls for some 
comment, since it results in making certain generalisa- 
tions which are scarcely justified by the evidence: 
Familiarity with toxic goitre in all its many manifesta- 
tions teaches that there is no classical sign of the clinical 
complex described by Graves which may not be absent, 
and it is dangerous to make any attempt to separate off 
any particular category as being fundamentally different 
from the rest. The medical officers who have worked in 
recent years at the L.C.C. thyroid clinic at New End 
have been familiar with the toxic patient who has not 
lost weight or may even have gained. Among several 
hundred patients treated by partial thyroidectomy there 
have been many more ‘“‘ plump ” individuals than are 
= recorded by Dr. Trotter and Mr. Eden, yet I do not 
recall that any deaths have taken place among them. 
As pointed out by Dr. Page in your issue of Sept. 27, 
death in these particular instances may have been due 
to some cause quite unconnected with the type of 
patient, and it seems to me to be entirely misleading to 
make a general statement that the type entails special 
dangers on evidence derived from so small a number. 
Lymphoid hyperplasia is common in all types of toxic 
goitre. . 

In addition to this it is, in my opinion, misleading to 
suggest that the results of thyroidectomy are likely to be 
uniformly worse in the ‘‘ plump type ” than among other 
patients. It is well known that the results are, in 
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general, much less dramatic among the “ atypical T 
categories (including the. plump patients) than among 


` the classical examples of ‘‘ Graves’s disease,” and there 


is room for judgment in forming an opinion for or against 
operation. Nevertheless the more slowly 
benefits are usually well worth having ‘in the long 
run, and the delay is no argument for withholding 
treatment. Z 

If I were to apply the principles of generalisation used 
by the writers of the article I might maliciously point 
out that among their seventy patients the mortality has 
been more than four times as high as it ought to have 
been. Let the causes for this be fully investigated, but 
I should anticipate that this mortality will not be 
repeated when the numbers treated in their clinic have 
materially grown. 

Wendover. GEOFFREY KEYNES. 


NATIONAL HEALTH ASSOCIATION 


Sir,—I should like to bring to the notice of your readers 
the objects of the National Health Association, formed 
on Aug. 22 at Tunbridge Wells. It must be evident to 
the profession that big changes in medical and hospital 
practice will come about after the war, more especially 
since the Minister of Health has said that voluntary 
hospitals will receive aid from local authorities. At the 
second reading of the National Health Jnsurance, Con- 
tributary Pensions and Workmen’s Compensation Bill in 
July many Members of Parliament expressed their strong 


‘disapproval of the medical benefits allowed to insured 


persons, and also of the lack of diagnostic and treatment 
facilities in insurance practice. The National Health 
Association was formed so that the public and medical 
profession could get together and solve, without inter- 
ference from outside sources, such as vested interests and 
political parties, the problems that affect their common 
interest. 

When the National Health Insurance Act was passed 
in 1911 doctors and the public became conscious of 
medical politics, or of the interest that the state was now 
going to take in the administration of medical benefits 
and the profession. This state interference forced 
medical men to find a refuge from the Government and 
the politician in the B.M.A. and the Medical Practitioners 
Union, but even after 30 years little or nothing has been 


accomplished for either the profession or the public. | 


For obvious reasons the profession was not represented 
in the House of Commons as a political entity, and, 
except for a small number of doctors representing their 
respective parties, legislation from a purely medical 
viewpoint and also that of the sick man was impossible to 
implement. A square deal for the doctor and the patient 
was almost impossible, leaving the question of the 
remuneration of the profession in its present state and 
no special facilities available to the public, other than 
through ‘the already overworked voluntary hospitals. 
Thus the whole subject of specialist medical benefits and 
remuneration in N.H.I. practice was left to the B.M.A. 
and the M.P.U. to adjust, which they have not yet been 
able todo. This I feel has been due to the fact that they 
deal directly with the Ministry of Health, an adminis- 
trative body, and not with a legislative chamber. 
Parliament alone can solve this problem and the objects 
of the National Health Association are to educate the 
public and Members of Parliament in what the doctors 
and people desire and thus get legislation passed that is 
acceptable to all concerned. The association will make 
it possible for doctor and patient to sit round a table and 
discuss problems affecting on the one hand the economic 


position of the profession and on the other modern 
diagnostic and treatment facilities, clinics and hospitals 
which come within the scope of post-war reconstruction. 
It is hoped that, by means of properly directed pro- 
paganda, controlled by the profession and the public, 
the association will be able to influence public and parlia- 
mentary opinion, thus obtaining through Parliament a 
modern and efficient national medical service that is 


acceptable to all. The association is meeting with 
support throughout the country and although only a 
newborn child is rapidly expanding. I should be pleased 
to send a copy of its memorandum to any interested 


reader. 
ers E. F. St. JOHN LYBURN.. 
Hastings Clinic, Ferndale, Tunbridge Wells. 


obtained. 
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_ LIGHTING OF WARDS 

Sm,—After the war many hospitals will be remodelling 
their wards and the experience at the Moreton District 
Hospital may help in designing lighting systems. This 
hospital built two new wards in 1935 and for general 
lighting individual bed lights with additional central 
lighting was adopted ; this is very satisfactory but care 
should be taken to fit the individual bed lights sufficiently 
high on the wall so that they cannot be smashed by a 
crane attached to the bed. For lighting during the night 
‘the matron, Miss M. B. Ockenden, suggested that the 
wards should be lit by concealed lights such as are used on 
the stairs and corridors of cinemas, and this 
adopted. A fitting, the ‘‘ Major Flush Louvre Light ” 
(manufactured by Manjor Equipment Co.), was let into 
the wall where it would be underneath a bed, 1 ft. 8 in. 
above the floor. At this height the louvred openings are 
just below the level of the bed and the light cannot be 
directly seen by any patient in the ward; at the same 
time they illuminate the polished floor completely and 
the reflected light makes objects on the beds and lockers 
quite visible. This fitting could be improved, for the 
replacement of burnt-out bulbs is troublesome and the 
lowest power of bulb available is 15 watts, which is too 
high. Five of these were fitted in a ward of 12 beds 
55 ft. 6in. x 20 ft. and gave more light than is required ; 
one light to 300 sq. ft. should be sufficient. This system 
of lighting has since been copied in the Acland Nursing 
ore a the Nuffield wards of the Radcliffe Infirmary 
a ord. 


Moreton-in-Marsh. CLARK NICHOLSON. . 


OIL FOR FLOORS 


Sır, —We were interested to read Dr. J. M. Twort’s 
letter of Aug. 16 (p. 205) in which he pointed out the 
carcinogenic properties of spindle oil, and the danger 
which may therefore be associated with its use as a dust- 
layer on hospital floors. The term ‘‘ spindle oil ” is used 
to cover a wide variety of mineral oils of varying degrees 
of refinement, ranging from the relatively crude, carcino- 
genic lubricants employed in cotton mills to the highly 
refined, biologically inert white oils and the new parafii- 
num liquidum leve B.P. Cost is a useful indication of 
the degree of refinement of these oils, the more highly 
purified oils costing 2s. 6d. per gallon while the cruder 
ones may be obtained for less than half this amount. 
The extent of the danger of using ‘“‘ spindle oil” as a 


dust-layer depends on the degree of refinement of the . 


oil used and the frequency with which it is applied to 
floors, so that care is necessary in selecting an appropriate 


oil. We have always used a well-refined oil of the more ` 


expensive type, the specifications of -which we have 
defined (Zancet, 1941, 2, 123). Dr. Twort informs us 
that this oil is unlikely to be harmful, and we consider, 
therefore, that the danger associated with the application 
and presence of spindle oils of this nature on hospital 
floors is negligible. Should circumstances necessitate 
a prolonged and intimate contact of the skin with the oil 
before and after it is applied to the floors the still more 
highly refined oils may equally well be used. These oils 
are equally efficient dust-layers, but are slightly more 
expensive that the spindle oil we have used. Dr. Twort 
has kindly tested such an oil for us (Technical White Oil 
refined by. the Manchester Oil Refinery, Ltd.) and found 
it to be biologically inert. It was the consideration of 
the carcinogenic properties of the cruder oils which led 
us to recommend the more highly purified oils for dust- 
laying on bedclothes, where intimate contact between the 
patient’s skin and the oil is ‘inevitable. 


M. VAN DEN ENDE. 
JOHN C. THOMAS. 
National Institute for Medical Research. 


THE GOVERNMENT AND PROPRIETARY 
| MEDICINES 


Srr,—At the recent annual general meeting of Beechams 
Pills Ltd., the Chairman said (as reported in the Times) : 


“ For the ninth successive year our trading profits show an 
increase. The profit for the year amounts to £1,085,893.... 

“ The company’s normal trade both at home and overseas, 
without accounting for Government contracts, shows con- 
siderable expansion. ... 


RADIOLOGY AS A CAREER 


idea was | 


would appear at first sight. 
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“ Since we last met, Parliament has passed: the Pharmacy 
and Medicines Act of 1941. . . . Generally, it is hoped that 
the new Act will improve the status of proprietary articles ` 
and patent medicines. The directors have decided that the 
full benefit shall be given to the public. . . .”: DE 3 


As regards the Government contracts mentioned, the 
Financial Secretary to the Treasury, in reply to Sir E. 
Graham Little, M.P., said on Sept. 30: “So far as I 
have been able to ascertain, no Government department 
has a contract with this firm.’’ I think the profession is 
entitled to know which of these two statements is correct. 


_ Leicester. N. I. SPRIGGS. 


RADIOLOGY'AS A CAREER 


Sir,—It is with surprise that I read of the novel 
scheme for producing radiologists, revealed in your 
annotation of Oct. 11 (p. 432). It is difficult to appre- 
ciate the reason for the unusual step that is being taken, 
unless a shortage of radiologists is upon us. At present 
there is no evidence that such -is the case. I have 
recently been informed that no radiologists are required 
by the E.M.S., and as the Services will not take them 
without considerable clinical and radiological experience, 
the hew candidates will not find their path as rosy as 
In any case it seems a 
retrograde step to be subsidising would-be specialists 
when, to my knowledge alone, three qualified radiologists 
are unable to find work. Radiologists have many trials 
to undergo because their specialty is a junior one, but I 
am surprised that my senior colleagues have not resisted 
this unnecessary attempt to induce people to join their. 
ranks, for it cannot enhance our prestige. 

| D.M.R.E. 


HAD THE CERTIFYING DOCTOR KNOWN 


Smr,—At a recent gathering of doctors at a steel works 
the topic of certification of employees in industry came 
under discussion, and the company had received an 
urgent request for help to manufacture a part for a war 
machine. The shortage of this component was causing 
& serious delay in supplies. It so happened that there 
was in-one shop adaptable equipment but no skilled 
operatives available. In reviewing the labour force it 
was remembered that three men who were skilled at this 
type of work had been transferred several years before 
when orders were short to other departments. They 
were requested to report back the following week to their 
original shop. Two days later they presented medical 
certificates, each bearing a different doctor’s signature, 
giving some reason for their not transferring to the 
operation required. I felt satisfied that the real cause 
of the trouble was not a question of health. The men 
had settled down to a new occupation with a fresh set 
of men, in surroundings which happened to be more 
congenial, and they were displaying the understandable 
and common dislike of being uprooted and disturbed. 
I interviewed the three men and they all seemed to be 
in normal health. I pointed out to them that, although 
the work that they were at present doing was of import- 
ance, the work to which they were requested to transfer 
was particularly urgent and vital and that their greatest 
utility value to the country on this occasion would be 
to return to their original occupation. Two of them, on 
considering these points, immediately volunteered to do 
as we wished. The third man disclosed that he had lost 
a sister and brother from tuberculosis and that as the 
original shop was certainly dustier than his present shop 
he did not want to return. It was apparent that his fear 
was quite genuine. It was, however, pointed out to him 
that if he had a liability to tuberculosis probably the 
shop that he was working in was not the most suitable : 
that open-air work would be preferable, and that in any 
event he ought ‘to have enough courage to have an ' 
examination before it was too late for his doctor to help 
him. To this he reluctantly agreed and it was arranged 


. that he should be examined by the local tuberculosis 


officer. The result of this examination was not reported, 
but ten days later the man presented himself for work 
in the occupation that he had been requested to take 
up, and he was a happier man than he had been for some 
years past. | 

That is what happened ; but if this satisfactory con- 
clusion had not been reached the problem would have 


472 THE LANOET] 


OBITUARY 


foor. 18, 1941 


been different. Even supposing twelve.able-bodied men 
from the Mini of Labour had been available—which 
was out of the question—it would have been fortunate 
if as many as three of them could have adapted them- 
selves to the work, which calls for considerable dexterity 
and stamina; and those three men would have taken at 
least two or three months before they could have given 
the output that the original three men actually gave in 
afew days. I was urged to pass these particulars on to 
you. I do so, with some reluctance and with the feeling 
that had the certifying doctors known all the facts 
the situation would never have arisen. It is, however, 
worth considering how such events can best be avoided. 


: Works MANAGER. 
l Obituary 


JAMES KERR 
š _ M.D. CAMB., D.P.H. 


' By the death in Edinburgh on Oct. 5 of Dr. James 
Kerr in his 80th year the country has lost its Grand 
Old Man of school hygiene. Jt was in Bradford that he 
initiated what was to become a vast instrument of human 
welfare, and when the B.M.A. met there in 1924 the 
president described him as “ a brilliant scholar who never 
realised how brilliant he was even when it was impressed 
upon him by others.” .But for his epitaph he would 
have chosen: ‘‘the first. school medical officer for 
London.” > 

James Kerr was born in Glasgow, educated at Man- 
chester Grammar School, St. John’s College,: Cambridge 

(of which he became a fellow) and St. Bartholomew’s 
Hospital, qualifying in 1887. He took up the double 
specialties of eye and ear surgery and after hospital 
experience at Swansea and elsewhere he started practice 
in Bradford. The school board of this town (Margaret 
McMillan was then a member of it) was the most progres- 
sive in the country and employed Kerr as consulting 
medical officer. He was thus the first medical man 
in England (with the possible exception of Clement 
Dukes) to pay attention to the physiological questions 
ari out of the practice of confining children within 
walls and seated at desks during long periods each day 
during a time of their life which should naturally be spent 
largely in activity in the open air. His investigations 
produced new and, vital knowledge of the reactions of 
children to these artificial conditions and paved the way 
for the advances in school practice which took place in 
the first two decades of the century. The fruit of these 
early researches was published by the Royal Statistical 
Society, which awarded him the Howard medal, and in 
the Ingleby lectures delivered at the University of 
Birmingham. | 

In 1902 the school board for London, alarmed at the 
evidence of widespread defect among the elementary- 
school population, determined to create a medical depart- 
ment and Kerr was appointed as its head. He thus 
became the first whole-time school medical officer in the 
' country and he made full use of the opportunity thus 
created. He possessed exceptional powers of leadership 
and gathered around himself a band of brilliant young 
specialists whom he fired with his own enthusiasm. His 
conception of school hygiene was broad and inclusive ; 
medical inspection and treatment, with which the idea 
became linked in many minds, was for him far too 
narrow an interpretation. He thought in terms of the 
whole child and of its primary requirements, physical 
and mental, for a healthy life. His mind worked always 
as an educationist, rather than as an officer of the 
public health concerned primarily with the prevention 
of disease, and he had a keen understanding of the social 
implications of his work. Thus he created a school 
nursing service, started the open-air school move- 
ment, and enginéered a series of reforms in educational 
methods. Slates and pencils disappeared, fine work 
in infants’ departments was abolished, sewing by 
artificial light prohibited, sight-saving classes estab- 
lished, and personal cleanliness insisted upon. And on 
the work done in London under his direction were based 
the legislative enactments which later established the 
school medical service throughout the country. In 1911 
the London County Council, which had superseded the 


hJ 


school board as education authority, decided to amal- 
camels under one head all the medical services under its 

ection and Sir William Hamer thereupon became 
school medical officer. Henceforward until his retire- 
ment in 1926 Kerr occupied the post of research medical 
officer to the council and was freed from the trammels of 
office routine. He was then able to devote much of his 
time to literary work. He re-wrote Newsholme’s 
“ School Hygiene,” the standard textbook on the sub- 
ject ; his life-long interest in the hygiene of the special 
senses found expression in a monograph on ‘“ School 
Vision and the Myopic Scholar’’; and finally he pub- 
lished ‘‘ The Fundamentals of School Health,” a volume 


: packed with concise information and revealing between | 


the lines some of the idealist’s dreams of the future. 
After his retirement, spent. in Edinburgh, Kerr’s 
interest in school hygiene never flagged and many 
masterly reviews came from his pen. His mind remained 
acute and active to the end. During later years he iden- 
tified himself with the care of the deaf in Scotland, 
becoming chairman of Donaldson’s Hospital. He is 
survived by his wife and his son, Dr. Douglas Kerr, 
principal police surgeon to Edinburgh Corporation. 


ARTHUR CHARLES SHELFORD 
M.B. EDIN. ; SURGEON LIEUTENANT, R.N.V.R. 


Arthur Shelford was born in 1914 at the Duke’s 
School, Alnwick, where he also received his early educa- 
tion. In 1932 he began his medical studies at Edinburgh 
University and he graduated M.B. in 1937. After 
holding resident posts at Sunderland Infirmary he joined 
the practice of one of his chiefs 
who writes of him: ‘ Shelford a 
was rather shy but the more = 
one knew him the more one 
liked and respected him. He 
had sound principles of conduct 
and the character and will 
power to put them into practice. 
Conscientious and interested in 
his work he would have made 
an excellent practitioner, and 
many of his patients still talk 
to me about him. He was 
devoted to his home, North- 
umberland and the Cheviots.”’ 
Dr. Shelford volunteered for 
the Navy at the outbreak of war 
and received his commission 
as a surgeon lieutenant at the 
end of 1939. Early the next 
year he was posted to H.M.S. 
Express, and during the week of the Dunkirk evacuation 
had some strenuous and exciting experiences. He was 
reported lost in September, 1940, and in July of this year 
the German authorities notified the Admiralty that he 
was buried on the island of Pellworm on Sept. 26, 1940. 


THE LATE PROF. AGNES COWAN 


Dr. Agnes Cowan died at Cambridge on Aug. 22, 
1940, after she had been invalided home from China, 
and her friends will welcome some notes of her career 
which we have now received. Agnes Marshall was the 
daughter of Sir John Cowan, well known as:a steel en- 
gineer. She was educated at the University of Edin- 
burgh where she qualified in 1906, and within a year of 
her graduation she set out for Ashiho, the most northerly 
mission post in Manchuria. Shocked by the misery and 
wastage of women’s lives she began almost at once to 
tackle the barriers of ignorance and prejudice, and 
before she returned to this country during the last war 
she had built up at Ashiho a women’s hospital and had 
trained women to carry on her work. Back in this 
country she served women again at the factories at 
Gretna and in the camps of the W.A.A.C.s. . When she 
returned to China after the war she was called to Mouk- 
den to superintend the women’s hospital and practise 
in her own specialty. The medical college appointed 
her to the chair of obstetrics and gynecology, and 
lectures, all of which had to be delivered in Chinese, were 
added to her busy life. Her courage, integrity and wit 
appealed to the Chinese, and she counted their friendship 
as her reward for thirty years of service. 


Gladstone Adams, Whatley Bay 
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Medical News 


University of Cambridge 


The title of the degrees of M.B. & B.Chir. has been conferred 


on J. I. Hallinan (Girton) and J. W. Shrimpton (Newnham). 
In the examination for part II of the D.M.R.E. Dr. John 
Morton has been successful. 


University of Sheffield 


Dr. Margaret Happey has been appointed assistant bacteri- 
ologist, and Mr. F. Dickens, D.Sc. director of the Cancer 


_ Research Laboratory, Newcastle-on-Tyne, has been appointed 


external examiner in biochemistry for the Ph.D. Thesis. 
Prof. G. A. Clark has been elected to represent the university 
on the General Medical Council. 


Royal College of Surgeons of England 


At a meeting of the council held on Oct. 9, with Sir Alfred 
Webb-Johnson, the president, in the chair, "Mr. D. L. Kerr 
was admitted as a Macloghlin scholar. 

Dr. John Beattie was appointed Bernhard Baron research 
professor. It was decided not to fill the post of Conservator 
of the Museum at present, and Dr. A. J. E. Cave, assistant 
conservator, will continue in charge for the time being. 

Dr. A. D. Marston, L.D.S., was appointed an additional 
examiner for the diploma in anesthetics. 

A Prophit studentship has been awarded to Dr. J. Clark 
Davidson, and a Mackenzie Mackinnon research fellowship to 
Dr. Geoffrey Bourne. 

It was decided to recognise the posts of resident surgical 
officer and of one house-surgeon at the Kent and Sussex 
Hospital, and of house-surgeon at the Walsall General Hos- 
pital, for the six months’ surgical practice required of candi- 
dates for the final fellowship examination. 

A diploma of fellowship was granted to Peter Smith, 
M.B. Lond., and diplomas of membership to Frangois-Xavier 
Darne, J. D. C. Gowans, D. K. Sambrook, A. L. H. Smith and 
Glenys J. Wade. Diplomas in child health were granted, 
jointly with the Royal College of Physicians, to the following : 

A. W. Abramson, W. W. Burnett, Winifred M. Davidson, W. G. 


Daynes, Mabel A. Henderson; S. L. Mohan, David Morris, Lorna C. 
Petersen, Gaya Prasad, I. D. Riley and Margaret M. Strange. 


Royal Faculty of Physicians and Surgeons of Glasgow 


At a recent meeting of the faculty, with Mr. Roy Young, 
the president, in the chair, the following were admitted to the 
fellowship :— 


J. W. Ferguson (Gartcosh), H. R. MacLennan (Glasgow), Thomas 
Semple (Newton Mearns), and H. E. C. Wilson (Bearsden). 


Medico-Legal Society 


A meeting of this society will bo held at 26, Portland Place, 
London, W.1, on Thursday, Oct. 23, at 4. 30 P. M., when Dr. 
Thomas Christie, medical officer of Winchester Prison, 
will read a paper on the manic depressive Peychoses 1 in relation 
to the crime of murder. 


Priority Milk 


The Ministry of Food will allow priority claims on the 
supply of liquid milk up to two pints a day for ‘periods 
normally not exceeding one month by the following people : 

(a) Workers, including domestic workers, during an illness which 
temporarily incapacitates them for work. 

(b) Persons suffering from an illness characterised by high and 
prolonged fever or from post-operative conditions after major 
operations. 

(c) Sick children not attending school. 

(d) Persons suffering from one or more of the following illnesses, 
whether incapacitated or not: Active tuberculosis of all types ; 
silicosis, affection of the mouth, throat or gullet or organic nervous 
disorder causing interference with swallowing ; gastric, duodenal or 
anastomotic ulcer; certain cases of dyspepsia due to conditions 
other than ulceration of the stomach or duodenum ; colitis ; diabetes 
mellitus ; thyrotoxicosis ; nephritis. 

(e) tant mothers, who are allowed a priority claim of one 
pint a day until approximately one month after confinement. 


A certificate signed by a medical practitioner will be 
required, except by an expectant mother, for whom the 
certificate of a certified midwife or health visitor will Be 
accepted. 

Infants between one and twelve months old who are being 
bottle-fed on cow’s liquid milk will be supplied with up to 
7 pints a week, in addition to their priority entitlement of 7 
pints a week under the milk supply scheme. The additional 
quantities must be bought at the full retail price. 
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Memorial to St. Thomas's Masseuses 


A war memorial fund is being formed in memory of the four 
staff masseuses who lost their lives when St. Thomas’s Hospital 
was bombed in September, 1940. It is suggested that funds 
for four bursaries should be raised to help students in the 
physiotherapy department, to be awarded as follows : ie ~A 

In memory of Barbara Mortimer Thomas—primarily f 
student from the Dominions z 7 tors 

In memory of Gwendolen Lockyer—primarily for the daughter 
of a medical practitioner. 

In memory of Marguerite Doucet—primarily for the daughter of a 
past or present member of the Services. 

In memory of Stephanie Dunn—primarily for the daughter of a 
clergyman. 

Donations should be sent to Miss M. Randell, at the 
massage department of St. Thomas’ s Hospital, S.E.1. 


Lister Medal 
' The Lister medal for 1942, which is awarded in recognition 


of distinguished contributions to surgical science, has been 


granted to Prof. Evarts A. Graham, professor of surgery in the 
Washington University (St. Louis, Mo.), and he will deliver the 
Lister memorial lecture in 1942, or later, under the auspices 
of the Royal College of Surgeons of England. 


_ Royal Society of Medicine 


On Tuesday, Oct. 21, at 2.30 p.m. at the section of com- 
parative medicine Mr. H. W. Steele-Bodger, M.R.C.V.S., will 
open the first of a series of discussions on the general prin- 
ciples involved in a campaign to control diseases of cattle 
inimical to man. At 5 p.m. on the same day there will be a 
general meeting of fellows, and on Thursday, Oct. 23, at 
4 P.M., the section of urology will hold a clinico-pathological 
meeting. On Friday, Oct. 24, at 2.30 P.m., Dr. Donald Paterson, 
Dr. Richard Dobbs, Sir ‘Lancelot Barrington-Ward and 
Mr. David Levi will open a discussion at the section of 
disease in children on pyloric stenosis in infants. At 3 P.M. on 
the same day Dr. E. H. R. Harries will deliver his presidential 
address to the section of epidemiology and state medicine. 
He will speak on the trend of fever hospital practice. 


Among the victims of German reprisal in Czecho-Slovakia 
is, we are informed, the chief of mental hospitals in Prague, 
Dr. F. Kafka, who was also director of the Pee: clinic in 
the German University there. 


Births, Marriages and Deaths 


BIRTHS 


BoOUCHER.—On Oct. 6, at Wokng Maternity Home, the wite of Dr. 
Anthony Boucher—a s 
BRown.—On Oct. 8, at St. P Aibäiis; the wife of Dr. G. L. Brown— 


a son. 

EDHOLM AS Sept. 26, at Belfast, the wife of Dr. O. G. Edholm— 
a da 

GILBERT. Zon Oct. 6, the wife of Dr. R. G. B. Gilbert, of Barnstaple 
—as 

GURNEY. LPO Oct. 8, at W ndeor the wife of Captain James 
Gurney, R.A.M.C.—a 8 


` HAMILTON.—On Oct. 11, at “Monk's Orchard, Beckenham, the wife 


of Dr. J. G. Hamilton—s s 
INNES: par Oct. at Liverpool: the wife of Mr. Alexander Innes 
—a, Be 
SWAYNE.—On Oct. "3, at Hitchin, to Dr. Margaret Swayne, Tig Cas 
Peggy Blenkin), wife. of Captain D. H. Swayne, R.A 


Tier row On Oct. 1, at Midhurst, Sussex, the wife of Dr. William 
Templeton, of Chichester—a son. 


MARRIAGES 


BELLIS—RICHARDS.—On Oct. 11, at Leicester, Gordon Worsley 
Bee T .R.C.P., Flying- Officer R.A.F.V.R », to Barbara Irene 
| chards. 
BootH—DENNY.—On Oct. 11, at Sydney, Robert Philip Booth, 
M.B., surgeon-leutenant, R.A. N., to Winifred Daphne Denny. 
DUERDEN—ALLAN.—On Oct. 11, at Port AEON John Wilson 
Aaeeoeel Duerden, M.B., captain’, R.A.M.C o to Grace Pride 


LEDWARD—COLYER.—On Oct. 11, at Charing, Alexander Daven- 
por, Ledward, M.B., lieutenant, R.A.M.C., to Margaret Leith 

yer. 

MACALPINE—HIRSCHMANN.—In October, George Lawson Macalpine, 
of Accrington, to Ida Hirschmann, M.D., formerly of Harley 
Street, London. 

MACARTNEY—CAREY. —On Oct. 11, at Bromley, Kent, James 
Norman Macartney, M.D., major, R.A.M.C., to Phyllis Susannah 


Carey. 
DEATHS 
MIıLL.—On Oct. 8, at Keswick, Thomas Mill, C.M.G., C.B.E., 
M.B. Edin., F.R.C.S.E., F.R.A.C.S. 


O’CONNELL —On Oct. 2, at West Moors, Dorset, David Valentine 
O'Connell, M.D.R.U.1., D.P.H., colonel, late R.A.M. C., aged 83. 

THURNAM. —On Oct. 8, at Hayle, Cornwall, iliam Rowland 
Thurnam, M.D. Duth., founder of N ordrach-upon-Mendip. 
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Notes, Comments and: Abstracts 


BLOOD TRANSFUSION IN THE FINNISH WAR 


Dr. Erik Unonius and Dr. Inga Schröder (Nord. 
” Med. 1941, 10, 1046) tell us something of the problems 
encountered by the Finnish blood-transfusion service in 
the Russo-Finnish (as distinct from the Finno-Russian) 
war. Many of the donors moved away from their 
homes during the early months of war and it became 
necessary to enrol new ones in large numbers in order 
to have a supply: available for emergencies. Donors 
are only accepted if the results of general examination, 
Wassermann and Kahn tests, and the sedimentation- 
. vate are favourable. Blood is taken directly into the 
transfusion apparatus. Vichy-water bottles fitted with 
a special stopper were found to be satisfactory for the 
purpose. The donor’s hemoglobin was estimated before 
the blood was taken, and it was found that the figure 
did not return to normal within 7 weeks of blood-taking. 
The rate of restoration varied greatly between donors. 
Men between 26 and 35 and women between 35 and 45 
made up the loss most quickly, though elderly donors 
tolerated the loss of blood well. Only group O blood 
was sent to the front, since grouping was impossible 
there. Blood of other groups was used at the base 
hospitals as far as possible. In field hospitals and 
casualty stations a mixture of equal parts of blood and 
normal saline was found to be the most useful for trans- 
fusion. Stored blood showed similar changes whether 
treated with citrate or heparin. The red cells were very 
resistant, but the whites disintegrated rapidly. After 
' 5 weeks the red cells were only down by 14%, but after 
a fortnight there were no undamaged white cells left. 
According to. Unonius and Schréder the destruction of 
white cells releases albuminous products in the blood 
which may account for the rigors occasionally seen. 
The sedimentation-rate decreased rapidly, and after 
2 weeks was 0 mm. in one hour (Westergren). Blood- 
sugar fell quickly to a third and then remained constant. 
The hemoglobin percentage fell a little in the first week 
and then became steady. Blood stored for 3 months 
was used for transfusion in two cases with no ill effects. 


HE'S A GOOD BOY 


THe Cockney mother who went to the police-court to 
plead for her son put the idea of the Hawkspur camp in a 
nutshell: ‘‘ He’s a good boy, yer honour, bar what he 
does.” But in “The Hawkspur Experiment ”’ (Geo. 
Allen and Unwin. Pp. 192. 6s.) Mr. David Wills des- 
cribes in greater detail the attempt made at this volun- 
tary camp of 70 youths to find a solution for delinquency 
‘not in discipline from without, but in control from 

within. The workers at Hawkspur went all out to 
show the boy that though they could not always approve 
of what he did they always very much approved of him. 
The Q Camps Committee, which continues to work 
among evacuated children, started the camp in May, 
1936. When in January, 1940, the war made it impos- 
sible for the camp to carry on it was still chronically short 
of funds and officially unrecognised. But it had the 
germ of a great idea and Mr. Wills tells an enthralling 
story of pioneer effort. The various forms of government 
adopted by the campers is in itself an instructive study 
of constitutional history. The work of diagnosing the 
members of the camp was carried out by a selection and 
treatment committee, mainly composed of medical 
psychologists—though Mr. Wills is careful to explain 
that he himself writes as a Christian and not as a psycho- 
logist—and the Institute for the Scientific Treatment 
of Delinquency gave a physical and psychometric 
examination as well as a psychiatric interview to each 
boy. Happiness is a human birthright and delinquents 
are among those who have not found it; Mr. Wills feels 
we should meet them not with retribution or punish- 
ment, but with treatment inspired by love. 


CONTRACEPTIVE TECHNIQUE 


WHATEVER his views on the ethics of contraception the 
doctor needs to be well informed about its practical 
aspects, for sooner or later he is sure to be called on to 
give advice on them. Many recently qualified men and 
women have been dismayed by their own ignorance 
when a patient asks for instruction on an efficient method 
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of preventing conception. In the medical curriculum 
the subject is avoided, so that the young doctor is at a 
loss for theoretical data, and the patient’s practical 
knowledge of the subject may be better than his own. 
What is the safest, most reliable, least distasteful and 


cheapest method of contraception? To answer these . 


important questions Dickinson and Morris have produced 
a concise well-illustrated booklet. All methods, good 
or bad, are reviewed; such dangerous devices as the 
Grafenburg ring and the wishbone pessary are mentioned 
to be condemned. All gynecologists recognise the 
dangers of infection and perforation. from these two 
methods, which are not in any case certain preventives 
of conception since foetus and ring have been seen occupy- 
ing the same uterine cavity. The authors favour the 


condom for its simplicity, and the diaphragm pessary, — 


but insist that both should be fortified by the con- 
comitant use of a reliable spermicidal jelly. They do not 
advocate postcoital vaginal douching, since it is unreli- 
able and must be used immediately if it is to confer 
even a minor degree of protection. 
dangers of using too strong a solution; most gynzco- 
logists will recall cases of serious lysol or perchloride burns 
from this cause. There are short chapters on permanent 
sterilisation in the male and female, and an appendix 
on the organisation of a contraceptive clinic. The book- 
baer a useful to the man in practice and the final-year 
student. a 


VINEGAR AND CIRRHOSIS 


A CORRESPONDENT tells us of his sister who died some 
years ago from cirrhosis of the liver which the hospital 
physician thought to be alcoholic. In fact the lady was 
almost a teetotaller, but she did take a great deal of 
vinegar, both poured over other food and as a drink. 
The correspondent suggests that the vinegar may have 
been the cause of the cirrhosis. The composition of 
vinegar varies, but apparently it may contain in addition 
to the main constituent, acetic acid, small quantities 
of formic and tartaric acids, free mineral acids combined 
sulphate, phosphates, caramel, sulphur dioxide and iron. 
The acetic acid is converted into acetates and these are 
quickly oxidised to carbonates and bicarbonates which 
do no more than alkalinise the urine. Some vinegars 
are fortified with sulphuric acid, but this should not be 
harmful in the doses likely to be taken. It does seem 
possible however that in large amounts vinegar may 
produce a chronic gastritis, and on one view of the ætio- 
logy of cirrhosis this would open the way for bacteria to 
reach the portal circulation and might lead to cirrhosis. 
The habit of drinking vinegar is much more common in 
women than in men, and some women take it as a 
slimming remedy. They may perhaps drink enough of 
it to produce a mild gastritis which robs them of their 
appetite. But the chapter is now closed, for slimming 
is out of fashion and vinegar is getting as scarce as 
whisky. 


WEEK-END COURSE IN Wak MEDICINE.—A course in war 
medicine will be held at Shrewsbury Military Hospital on 
Oct. 25 and 26. Besides medical and surgical rounds the 
course will include lectures and demonstrations on eye injuries, 
gastroscopy, plastic ear nose and throat surgery, oxygen 
therapy for resuscitation and angesthesia in the field. 


Merpican CASUALTIES.—In recent casualty lists Colonel 
Cyril Popham, L.R.C.P.E., R.A.M.C., and W.S./Captain E. A, 
Robertson, M.B. Glasg., R.A.M.C., were posted as wounded. 
Lieutenant J. Campbell, M.B., R.A.M.C., is reported to be a 
prisoner of war. 


Appointments 


ALLISON, P. R., Ch.M. Leeds, F.R.C.S.: hon. surgeon to the thoracic- 
surgical department, Leeds General Infirmary. 


FINE, WILFRED, M.B. Lond.: R.M.O. at Alcester Hospital, 
Warwickshire. 

SHAND, G. E., M.D. Aberd., D.P.H.: temp. asst. M.O.H. for 
Portsmouth. i 

WATSON: H. B., M.B. Birm.: R.S.O. at Solihull Hospital, Warwick- 
shire. | 

Wrtson, Joun, M.B. Leeds: R.S.O. at.Grimsby and District 
Hospital. S 

1. pene of Contraception Control. By R.L. Dickinson, M.D., 
and . BE. Morris, pid: Baltimore: The Williams and 


Wilkins Company. 
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A PLEA FOR 
_ GRADUATION AT AN EARLIER AGE 


A. SPENCER PATERSON, 
M.A. OXFD, M.D. EDIN., F.R.C.P.E., M.R.C.P., D. PSYCH, - 


_ ‘Tum purpose of this paper is to discuss certain psycho- 
logical and sociological aspects of the present system of 
medical education. ‘In what follows, I am not referring 
to any particular medical school, for I have had intimate 
experience of various universities not only in England 
but on the continent of Europe and America as well. 

Before this war the authorities were anxious that a 
medical student before graduation should not only be 
proficient as a doctor but should also have a good general 
education and knowledge of the world. They therefore 
decided that the student should start his training late 
(18-19), have a longer medical course (6-7 years), and 
later take house jobs (1-2 years). Further, with the 
growing tendency to specialisation, a trip abroad would 
‘take another year, and so finally, after perhaps another 
year or two, he might be able to settle down at the age of 
about 30. Now while everyone will allow that the 
highest possible degree of professional efficiency and 


general culture is desirable in the profession, it will, I. 


think, be apparent that this programme is not the best 
way of attaining it. In the first place it takes not 6 or 
q years to make a good doctor but 30 or 40 years, and the 
real pont at issue are at what age we are to allow tle 
boy to become a man, and at what age he is to be given 
a degree and encouraged to settle down and have a home 
of his own. 

The main contention of this article is that the average 
medical student should begin his university studies at 
the age of 16, and also to cite several well-recognised 
psychological and sociological principles in its favour. 

is is nothing new, but a return to a much sounder 
system which has now been given up for some years. It 
is generally agreed that education in Scotland has always 
been of a high standard, and it is worth while comparing 
the life of a medical student 12 years ago at Edinburgh 
with that which appears to hold elsewhere today. 


WHEN STUDENTS GRADUATED AT 21 


= Many youths started their course at 16. Matriculation. 


at such an age ensured that it was the cleverer boys who 
took up medicine, a fact which augured well for the future 
standing of the profession. Again, the tremendous 
number of scholarships coupled with the fact that the 
youth could graduate at 21 meant that ability rather 
than the, state of the parents’ finances determined the 
selection of future doctors. The boys had already had a 
good grounding in biology and often were proficient in at 
least one foreign language. Ifa real love for learning is to be 
instilled, this will have occurred long before the age of 16. 
. Jt is a psychological fact that the intellect of a boy of 
16 has already been mature for 2 years and there is 
nothing that a boy of 18 can learn that is beyond the 
scope of one of 16. It does not appear that the years 
from 16 to 18 are very usefully employed, for either the 
student learns the subjects for the first M.B., which he 
later re-learns at the university, or else he studies the 
classics. This last subject seems of very little help in any 
way. While it is essential if one is to master the English 
language that one should learn another as well, that 
second language éught to be a modern one. Demos- 
thenes wrote tolerably good Greek, and Cicero Latin, 


although neither had been made to study Sanskrit. I 


have discussed the value of the classics with others who, 
like myself, have taken Honours Greats at Oxford, and 
the common view is that however valuable the complete 
university course a smattering of Latin and Greek is 
scarcely worth the trouble. It does in fact contravene 
the law of ‘“‘ transfer of training,” which states that the 
learning of one unrelated subject does not make it easier 
to learn another. ; 

_ On the other hand the student of 16 is much more 
enthusiastic and pliable. If the authorities are afraid 
that the raw country lad will make an uncouth doctor, 
the obvious reply is ‘‘ Send him to college when he is 16 


6165 


. profession. 


and not 18, and then he will be more susceptible to the 
cultural influences of the university.” These yomg 
students did in fact take advantage of contacts outside 
medicine. They mixed with students of other nations 
and with those in other faculties. Apart from the 
university union, a student could discuss political and 
literary topics in the hall of the Fs Ratbone Society 
where Walter Scott and later R. L. Stevenson had once 
sat as secretaries, or argue medical problems in the — 
Royal Medical Society, which Darwin and Lister had 
frequented in earlier days, .There were especially. 
friendly relations between teachers and students, 
including a convivial banquet held once a year in the 
Royal College of Surgeons or Physicians. Such cultiva- 
tion of sentiment, and appeal to tradition, counteracted 
any tendency of the university to become a mere cram- 
ming institution. 

I have often heard it said that no-one would recognise 
the raw country lad of 16 in the cultured graduate of 
21, now hardly distinguishable from his fellow students 
who had been at Fettes or such other public school, 
In order further to ensure that Scottish medicine should 
be imbued with culture in the widest sense there were a 
few scholarships to enable graduates in classics and philo- 
sophy or pure science to take up medicine, and this 
practice might well be introduced in England. ._ The | 
atmosphere of the university was remarkably free from 
the parade of pseudo-opulence which surrounds some 
medical centres. My chief, a renowned neurologist, did 
not possess a motor-car, while the senior surgeon arrived 
daily at the university on a push-bicycle. 

While there is no psychological difference between 
16 and 18, except the greater pliability and enthusiasm 
at the former age, there is a vast difference between 21 
and 23 as the best age for graduation. The youth who 
has begun at 16 is more easily absorbed in the activities 
of the university, and he tends to postpone his interest 
in affairs of the heart to a later date. Under the present- 
day system, however, the student appears to experience 
a definite sense of frustration after 21. The medical 
course seems to be endless. This leads to emotional 
conflicts, and to friendships in many cases with women 
who in personality and status are inferior to those whom 
he would choose if he were frankly contemplating, 
matrimony. These clandestine associations, which d 
convention and morality, tend to dispel that idealism 
which is so necessary in the young doctor and substitute 
an unpleasant brand of cynicism. In other cases the 
sense of frustration leads to a taste for tavern life or may 
reactivate some latent abnormal sexual trend. It is 
tiresome for psychiatrists to have to treat resultant 
breakdowns which a more rational system of teaching — 
would obviate. ' 

i NURSES : 

An analogous state of affairs exists in the nursing 
The girl of 15 or 16 has already been intellec- 
tually mature for one or two years, and there is nothing 
which a girl of 19 can learn of which her sister of 15 is 
incapable. -Many suitable girls of 15 desire to become 
nurses, but because (in some schools) they have to wait 
till 19 they go into other occupations and stay there, 
Yet the girl of 15 is so pliable and enthusiastic that the 
atmosphere of a great nursing college could completely 
captivate her until she was 20. She will by that time 
have mastered a profession which will stand ber in good 
stead as an insurance policy against any possible accident 
to her husband in later years. If a girl starts nursin 
at 19 she feels as if she is taking the veil. She wi 
finish her training at 24 or 25 and all this time she has 
the unhappy feeling that the best years of her life are 
slipping away. This of course only applies to the average 
nurse. There will always be some excellent women who 
feel that nursing is their vocation and who have deter- 
mined to remain as such throughout their whole life. — 

The objection that the public will not have confidence 
in a young doctor or nurse rests on the most superficial 
psychological grounds. Indeed, the nurse’s uniform 
appears to be designed to make her look 10 years older 
than her age, a fact which favours the girl of 16 but 
greatly depresses the girl of 26. A youthful manner © 
results from mental rather than physical factors, and the 
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graduate at 21 who has been treated as a man and not 
as a boy will feel and look mature. 


EARLY. MARRIAGE AND THE STATE 

Up till now the authorities appear to have considered 
this problem purely from the individual’s point of view. 
Yet it is impossible to overestimate its importance from 
the point of view of the state. With the tendency to 
postpone marriage into the thirties, the medical man is 
compelled to have a small family. The reader will no 
doubt recall that most doctors of his acquaintance, and 
particularly specialists, are either bachelors or else have 
only one or two children. If the family of two children 
comes to be considered normal, the day of England as a 
world-power is past. Any ‘country whose families 
average four children, given anything like equal con- 
ditions, is likely to oust one like ours, whose birth-rate 
replaces the present population by only 75%. There is 
less incentive to fight to preserve freedom if this is to 
benefit not our own children but those of immigrants 
from a neighbouring neutral island or from Eastern 
Europe. Since earlier marriage in the community 
always means a higher birth-rate, a heavy responsibility 
rests with any legislating body which encourages late 
marriage such as at present obtains in the medical and 
nursing professions: 


TRAUMATIC ANEURYSM OF POSTERIOR 
_ TIBIAL ARTERY, WITH FOOT-DROP — 


IAN MACPHERSON, 
M.D. LEEDS, M.B.C.P. ; 
MAJOR, B.A.M.O. 
MEDICAL TUTOR, UNIV. LEEDS 


H. S. SHUCKSMITH, 
B.8O. M.B. LEEDS, F.R.C.S.; 
MAJOR, R.A.M.C. 
SENIOR SURGICAL TUTOR 


THE case which we are describing followed a bullet 


wound of the leg and showed not only the features of a 
traumatic aneurysm but also foot-drop. Owing to the 
proximity of the wound to the external popliteal nerve, 
trauma to the nerve was at first considered to be the 
cause of the paralysis. Had it been recognised that 
ischemia might have damaged the external popliteal nerve 
the aneurysin might have been found much earlier. 

The development of an efficient, or more than efficient, 
circulation in a limb several months after an injury 
producing an aneurysm has been recorded by Lewis 
(1940) and Holman (1940). It is well exemplified by the 
course of this patient immediately after operation, when 
it seemed that in addition to the obvious aneurysm of 
the posterior tibial artery the anterior tibial artery might 
also be affected. A well-defined area of hyperssthesia 
in the leg, distal to the aneurysm, was present before 
operation and persisted ; its genesis is difficult to explain. 


CASE-RECORD 
A man, aged 20, was wounded near Dunkirk on May 27, 


1940. The upper part of his right leg was penetrated obliquely » 


by a rifle bullet entering the outer side near the neck of the 
fibula and emerging in the middle of the calf behind. There 
was considerable arterial bleeding from both wounds and the 
soldier showed great ingenuity in constructing a tourniquet 
from his lanyard and jack-knife when he found that the first 
field dressing failed to stop the bleeding. Three days elapsed 
before he reached the base hospital in Britain, and during 
this time he had considerable pain in the leg and complained 
of coldness in the foot. His wounds were healing satisfac- 
torily and radiography showed a comminuted fracture of the 
head of the tibia; the leg was immobilised in plaster. At- 
tempts to walk in the plaster produced so much pain and 
cramp in the region of the exit wound that the plaster had to 
be removed. Further attempts at immobilisation in plaster 
had to be abandoned because of the same symptoms. It was 
now discovered that he could not dorsiflex his foot although 
some power of dorsiflexion of the great toe remained. The 
dorsum of the foot and the region just above the ankle felt 
numb. Splinting the leg and massage resulted in con- 
siderable improvement of the foot-drop, but general aching 
in the leg and foot persisted, and there was occasional slight 
swelling of the foot. He was discharged to duty in Sep- 
tember. The pain in the leg on walking and standing led to 
his readmission to hospital. At this time, 34 months after the 
injury, he noticed an area tender to touch about the size of 
the palm of the hand just above the outer side of the ankle. 
This region felt bruised and when it was tapped pain like an 
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electric shock shot down to his big toe. In addition, this 
observant patient had noticed for 6 weeks an increased 
pulsation at the back of the right knee. l 
On admission under our care in February, 1941, with an 
infection of the upper respiratory tract, he mentioned an 
aching pain in the right calf and foot on walking and an 


- Areas of hyperesthesia to touch 
| and pin-prick 


occasional sharp pain shooting from the ankle to the big toe 
while sitting still. The right calf was 14-2 in. larger in girth 
than the opposite leg. The healed entrance wound was 
situated in front and slightly medial to the neck of the 
fibula and the exit wound was in the middle of the calf about 
5 in. below the bend of the knee. The track had extended 
downwards, inwards and backwards, passing immediately 
below the tibiofibular joint through the interosseous membrane. 
Pulsation of the calf was visible just above the exit wound 
and the veins were more prominent in that leg. There was a 
somewhat localised expansile pulsating swelling 1—14 in. long, 
extending upwards from the exit wound. A thrill clearly 
felt over the swelling extended to the upper limit of the 
popliteal space and could be felt in the posterior tibial artery 
at the ankle. Pulsation in the femoral artery at the groin 
was more easily: felt on the right side. A loud high-pitched 
murmur, systolic in time, was heard 2 in. higher and a little 
lower than the limits of the thrill. It was particularly 
loud in the popliteal fossa and over the external malleolus, 
possibly owing to bone conduction in the latter situation, 
The systolic blood-pressure taken at mid-thigh was 225 mm. 
Hg, but the diastolic pressure could not be recorded by 
auscultation; the pressure in the left thigh was 185/105 mm, 
A sharply demarcated end constant area of hypereesthesia 
to’ touch and pinprick is shown in the figure by shading. 
There was no difference of temperature between the two feet 
on ordinary examination but the right foot became redder 
than the left when dependent. The right foot could be 
dorsiflexed almost to a right angle but the power was still 
diminished, There was no.cardiac murmur nor enlargement 
of the heart and the general condition of the patient was 
good. The radiogram showed no evidence of fracture but 
erosion of bone on the opposing surfaces of the tibia and fibula 
just below the superior tibiofibular joint. 

Operation.—The limb was exsanguinated and a tourniquet 
applied across the upper third of the thigh. A inidline 
incision from the upper part of the popliteal fossa to the outer 


- margin of the tendo achilles was used. The structures of the 


popliteal fossa were dissected clear and there was no evidence 
of damage to the nerves. The vessels in the posterior com- 


` partment of the leg were exposed by dividing gastrocnemius 


in the line of its fibres and the tendon: of plantaris, and by 
incising soleus. A sac, densely adherent to surrounding 
muscles and to the posterior tibial and the branches of the 
internal popliteal nerve, was separated. This sac, the size 
of a walnut, interrupted the course of the posterior tibial 
artery for about 2 in. and the posterior tibial vein was obliter- 
ated in its wall; the upper extremity was about }-in. distal 
to the bifurcation of the popliteal artery. The anterior and 
posterior tibial arteries were of equal size. In attempting 
to free the deeper portion of the sac it was soon apparent that 
a larger part of the aneurysm lay deep to the plane of the 
interosseous membrane and coincided in site with the erosion 
of bone seen by X rays. The upper border of this deep part 
lay snugly under the lower fibres of popliteus. The posterior 
tibial vessels were ligated above and below the sac and the 
hour-glass-like aneurysm removed. Severe hemorrhage 
resulted on release of the tourniquet and it was feared that 
the anterior tibial artery was also affected. Bleeding was 
controlled by pads of gauze stepped up in size and liberally 
soaked in turpentine. The skin was lightly sutured. There 
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was an adequate circulation in the limb immediately after 
operation. The wound suppurated but the infection quickly 
subsided after the removal of the pack and Vaseline-gauze 
drainage. The wound was closed 21 days after operation. 
‘The specimen consisted of two dilated portions connected 
by a narrow neck. The posterior sac was relatively smooth 
and thick walled but the larger anterior part was friable and 
thin and had relied for its support on direct apposition with 
bone. Histologically the smaller of the sacs was arterial in 
origin and the larger was purely connective tissue, the whole 


conforming to the picture of a traumatic arterial aneurysm 


DISCUSSION 
The history of arterial bleeding at the time of injury 


followed by coldness of the foot and severe pain, like inter- 


mittent claudication, in the calf on walking indicated 
arterial damage. We did not make observations to 
differentiate between traumatic arterial and intravenous 
aneury 

(1938). The two may be distinguished by measurement 
of the venous pressure in the limbs; the rate of blood- 
: flow and oxygen content in the veins ; and observations 
on the pulse-rate following pressure over the aneurysm 
sufficient to obliterate the thrill (Branham’s pheno- 
menon). The absence of cardiac murmurs and decom- 
pensation and the systolic timing of the thrill indicated 
a@ traumatic arterial rather than an arteriovenous 
aneurysm (Makins 1919, and Hoover 1924). The 
blood-pressure readings in the femoral arteries differ 
widely (right 225/? and left 185/105 mm. Hg). It is 
difficult to see how the systolic pressures can differ on the 
. two sides; the diastolic pressure on the right by ausculta- 
tory methods gave a reading of nil. The blood-pressure 
distal to the region was not recorded. 

_ Treatment had been directed for many months to the 
partial external popliteal palsy without the aneurysm 


eing suspected. Although the track of the missile 


was near branches of the external popliteal nerve it had 
not directly damaged the nerve ; nor was the aneurysmal 
sac in contact with the nerves. It is, however, well 
known that nerves may be actually traumatised by the 
lateral explosive force of a missile. Is it possible to 
explain the popliteal palsy on the basis of ischsemic 
damage to the nerve? It-is probable that there was 
ischemia of the leg during the development of the 
arterial hematoma and Lewis (1936) has shown that 
nerves recover after 12-20 hours ischzmia, the recovery 
being slow and dependent on regeneration. The area 
of hyperesthesia df the leg does not correspond to the 
distribution of somatic nerves, and clinically the condi- 
tion resembled minor causalgia. This state is common 
after injury to blood-vessels (Homan 1940) and is con- 
sidered to be a reflex phenomenon from the injured 
segment of artery. The hyperesthesia in this case 
has persisted after removal of the aneurysm. 

Holmian recommends operation without a tourniquet. 
It is true that one might thus appreciate better the size 
-of the vessels involved but it seems easier to be able 
to open the aneurysmal sac at once and quickly explore 
its limits. The method of arresting bleeding in an 
inaccessible part of a limb by using small pieces of gauze 
graduated in size (Billroth pack) and soaking these in tur- 
pentine, as recommended by Grey Turner, probably saved 
the patient’s limb. Holman (1940), in reporting 8 success- 
_ ful cases of operation for aneurysm in the limb, noted that 
. provided the aneurysm has been present for some months 
there is no danger of gangrene after its removal. 


| SUMMARY ` 

A. case of traumatic aneurysm of the posterior tibial 
artery with associated foot-drop is described. . 

We consider that the nerve paralysis resulted either 
from ischemia or from the lateral explosive force of the 

issile. The nerves were normal in appearance and 
well away from the aneurysmal sac. 

Hyperesthesia of the leg persisted after removal of 
the aneurysm. ' 

The lapse of 9 months after injury made it certain that 
there would be an adequate blood-supply after operation. 

The Billroth pack and turpentine were found to be of 
value in arresting hemorrhage. 


We are indebted to Colonel F. Whalley for permission to 
publish this case. 
References at foot of next column 


sm as outlined by Holman (1928) and Porter? 


EFFECT. OF CALCIUM IN A CASE OF 
AUTOHZMAGGLUTINATION  . 


H. J. PARISH, _R. G. MACFARLANE, 
M.D. EDIN., M.R.C.P.E. M.D. LOND. 


(Wellcome Physiological Research Laboratories, Beckenham) 


AUTOHZMAGGLUTINATION is usually regarded as 
Synonymous with non-specific cold agglutination or 
panagglutination of Mino—i.e., the clumping which is 
sometimes observed when red cells are mixed. at 0-5° C. 
with serum from the same person. The use of the word 
is discussed fully by Wiener (1939). In-rare cases this 
clumping also occurs at room temperature, and Boxwell 
and Bigger (1931) were in favour of restricting the term 
to agglutination at this higher temperature. Their 
paper included a review of 22 authentic cases of the 
condition which had been reported before 1931. They 
were careful to exclude pseudoagglutination or excessive 
rouleaux formation and the Thomsen phenomenon, 
which is agglutination caused by bacterial action. 
McCombs and McElroy (1937) obtained records of 38 
authentic cases ; 5 of the subjects were in normal health, 
while in many others the condition was associated with 
either anzmia or some interference with the function of 
the liver, as shown by jaundice and enlargement of the 
liver. Greenwald (1938) described autohsemagglutina- 
tion in a case of acute hemolytic anzmia, and noted the 
occurrence of autohsemagglutination in pernicious and 
other severe anzmias, acholuric jaundice, paroxysmal 
hemoglobinuria, severe pneumonias and staphylococcal 
septicemia. Gray, Greenfield and Lederer (1940) 
reported a fatal case of benzene poisoning associated with 
definite autohemagglutination which occurred ‘‘ only at a 
temperature below that of the body. The effect of the 
autoagglutinin was eliminated by heating the patient’s 
serum and cells to body temperature.” Dockeray and 
Sachs (1941) observed autohemagglutination in a case 
of acute megalocytic anzmia. : 

We have recently had a case of autohemagglutination 


which differed in some respects from the one described 


in detail by Boxwell and Bigger, and also presented 
certain features which have not hitherto been reported. 


CASE-RECORD 


A male laboratory assistant, aged 27. Mother died of heart 
failure. Father, two brothers and one sister alive and well. 
One brother had attacks of urticaria during childhood and now 
suffers from severe hay-fever every summer. Neither father 
(group A) nor one brother (group O) showed autohemagglu- . 
tination. Patient had been in good health for years, but in 
childhood had frequent attacks of urticaria, angioneurotic 
cedema, gastro-intestinal disturbancé and headache. Recently 
had only once suffered from mild urticaria, weals being confined 
to left leg. Last attack of severe abdominal symptoms and 
headache was in 1938; on account of associated dyspnea 
pneumonia was suspected, but none was detected, so symp- . 
toms théught to be allergic in origin. Responsible allergen 
not discovered. Angioneurotic odema, with swelling of lips, 
used to occur almost weekly, but only two minor attacks 
during past year. No history of jaundice, hematuria or 
‘hemoglobinuria, chilblains, anemia, asthma. or hay-fever. 

_ Attention was first directed to condition by chance observa- 
tion that patient’s serum, which belonged to group O, agglu- 
tinated not only groups A and B cells, against which group O 

serum is usually tested, but also group O cells which are 
seldom used for test purposes with group O serum. Alto- 
gether, patient’s serum was tested against cells of 15 group O 
subjects and produced agglutination in every instance at room 
temperature ; also agglutinated cells of groups AB, A and B 
and of patient himself. In most instances cells were obtained 
by taking few drops of blood into 1% sodium citrate solution, 
and were unwashed. Less definite clumping occurred when 
blood was added to patient’s serum direct, without use of 
a ee 
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citrate gation as anti-coagulant. Patient’s serum and 
unwashed citrated cells (1% sodium citrate) were warmed in 
incubator for 1 hr. at 37° C., and were then mixed together. 
Agglutination was not observed even after mixture had stood 
for 4 hr. at incubator temperature. When tube was trans- 
ferred to room temperature, or to cold room at 4° C., there 
was well-marked clumping within } hr. Reaction was 

reversible, for when tube was again warmed under hot water 
- tap ae am disappeared, to reappear on cooling to room 
temperature 

The case thus conforms to Boxwell and Bigger’ s 
definition of auto-hemagglutination—‘‘ a clumping of 
erythrocytes into irregular masses, visible to the naked 


eye, occurring in the presence of the individual’s own. 


serum, without bacterial action, at air temperature and 
reversible at body temperature.” 

were easily made from F. H.’s blood and the 
cells could be counted without ee TDS: blood- 
count was normal. ` 


EFFECT OF WASHING PATIENT’S RED CELLS 
Various experiments were carried out with the patient’s 
cells, plasma and serum, the more important series being 
shown in the table. The results of all the experiments 
are summarised as follows : 


1. Patient’s cells, suspended in citrate saline without wash- 
ing, are agglutinated at room temperature by his own serum 
or plasma, and by the serum of normal people. This reaction 
is reversed by warming at 37° C. 

2. His cells, after washing and suspending in saline, are 
‘agglutinated as before by his own citrated plasma, but not by 
his serum or heparinised plasma; or by the sera of normal 
people. 

_ 3. If his washed cells are suspended in citrate saline, agglu- 
tination occurs with his own serum. The reaction i is inhibited 
by the addition of calcium chloride. 


_ 4. No agglutination of his washed cells occurs, even in the ' 


presence of citrate, with the sera of normal people. 

_ 5, His serum agglutinates normal group O corpuscles if they 
are suspended in citrate saline, but not if washed and sus- 
pended in saline. 

6. It appears therefore that the patient’s serum contains 
an agglutinin active against red cells at room temperature 
a Na by the presence of ionised calcium or ny warming 
to 


EXPERIMENTS WITH SERUM AND CELLS OF PATIENT (GROUP O) 
AND FROM NORMAL PEOPLE (GROUPS AB, A, B AND O) 


ai Reversible 
Sorum | Cells How treated agglutination 
Pt. Pt + 
_ bt + 
"gee, ee Whole blood in citrate ' H 
„B Pt + 
(8) Pt S 
AB Pt (0) 
A Pt .O 
g Br Washed in saline S 
Pt Pt Oo 
Pt O Oo 
o Ti Washed in citrate 3 
Pt Pt Washed in citrate + CaCl, (0) 
Pt Pt heparin O 
Pt Pt Washed in O 
Pt Pt chlorazol fast O 
Pt AB + 1 in 160* 
Pt . A Washed in saline + 1 in 160° 
Pt B + lin 80° 


* True isoagglutination. 


DISCUSSION 


‘The outstanding features of our case are that the serum 
will agglutinate the cells in the presence of a trace of 
citrated or oxalated plasma, which may either be on the 
surface of the cells at the time of mixing or be added 
separately. Olumping takes place over a wide range of 
temperature, but not at body temperature, and it is 
reversible, for it disappears on warming to 37° C. and 
reappears on cooling. The patient’s serum will not 
agglutinate his cells if they are washed in saline, but only 
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if they are washed in citrate or oxalate, or if, Aftor Sheh- 


ing in saline, they are re-suspended in citrate or oxalate. 
Certain inferences may be drawn from these observa- 
tions. In the first place, agglutination is potentiated 
hy something present in plasma but not in serum—the 
citrate (or oxalate), the fibrinogen, the prothrombin or 
some unknown factor. But since agglutination occurs 
if the serum is mixed with washed cells that have been 
re-suspended in citrate or oxalate, citrate or oxalate 
must be the activating factor. Heparinised plasma 
fails to induce clumping in mixtures of our patient’s 
serum and saline-washed cells. These observations 
suggest that citrated or oxalated plasma, produced their 
effect either by some direct action of the citrate or oxalate 
or because the latter inactivate calcium. We adduce 
evidence that calcium may be the inhibitor of agglutina- 
tion, and that agglutination will only take place when it 
has been inactivated by citrate or oxalate. 
* The autohzemagglutination observed in our patient 
is clearly different from that described by Boxwell and 
Bigger; although no details are given in their paper of 
‘the method of washing, the célls of their patient were 
still clumped after washing in saline, whereas washing in 
saline eliminated clumping of our patient’s cells. Boxwell 
and Bigger also washed in saline the cells of persons of 
various groups, and state that agglutination of all these 


samples of saline-washed cells by their patient’s serum- 


‘ occurred almost immediately and was very marked.’’ 
Again, Boxwell and Bigger’s patient was ill with ansmia, 
and jaundice at the time of investigation, whereas our 
patient was in’ good health. While under observation, 
however, he developed one of his rare attacks of angio- 
neurotic cedema with swelling of the lips, but the degree 
of autohemagglutination did not appear to be influenced 


` in any way by this. 


Rous and Robertson (1918) described an interesting auto- 
agglutination in rabbits which received almost daily trans- 
fusions of citrated blood from other rabbits. ‘The active 
principle circulated with the corpuscles, and only became 
effective at a temperature several degrees below that of the 
body. Clumping was first observed on cooling defibrinated 
blood to 35° C., was well marked at room temperature, and 
still more so at 0° C. The change was rapid and completely 
reversible, for the clumps disappeared at 35-36° C., to reappear 
on subsequent cooling. Intravascular clumping was observed. 
by applying a tourniquet to the rabbit’s ear and thus produc- 
ing a considerable fall in temperature. The plethora due to 


the injections was sometimes succeeded: by severe anemia, - 


possibly due to accidental chilling and lysis; no adequate 
search for a hemolysin was made at this time. Rous and 
Robertson did not discuss whether the citrate in the whole 
blood which was injected had anything to do with the agglu- 
tination. In a subsequent paper (Robertson arid Rous 1918) 
they described the induction of autohemagglutination by 
another method—by repeated withdrawals of blood from 
rabbits—and stated that a similar clumping was sometimes 
associated with the anzemia of malnutrition. i 


In the reports of human cases, autohæmagglutination 


has often been associated. with normal health, although 
anæmia or some abnormality of liver function has made 
it more obvious. Our own patient is healthy, although 
of an allergic diathesis, and his blood examination shows 
no abnormality. The condition in this instance does 
not appear to be familial. There is no evidence that 


his‘ health would suffer if he were exposed to sudden 


chilling, since the presence of calcium in vivo should 
prevent the reaction. 

Although an error in grouping was not made in our 
patient, who belongs to group O, there is a possibility 
that autoagglutinators of groups AB, A or B might be 
grouped incorrectly as group O. 
test agglutinates corpuscles of groups A & B, one ought 
not to assume that the patient belongs to group O unless 
the test is repeated at 37° C. and the same result obtained. 


- Agglutination of A and B corpuscles at room temperature, 


but not at 37° O., signifies that the subject belongs to 
group AB; if group A corpuscles only are agglutinated 
at 37° C. the serum under test belongs to group B, and if 
group B corpuscles only are agglutinated the ser um is 
group A. 

There is also another possibility of error. If ibaanad 
cells of an autoagglutinator are used in the ordinary 
grouping test they would be agglutinated by the trace 


If a serum undergoing’ 
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of his own plasma in the presence of the diagnostic sera. 
Hence the person would be grouped as AB, whereas he 
might belong to groups O, A or B. Either washing the 
or heating to 40° C. would abolish the non-specific 

agglutination. 
SUMMARY- 


A case of autohemagglutination is described in a 
healthy man aged 27. When his blood is withdrawn 
into citrate or oxalate the red cells are agglutinated by 
his own serum at room or cold-room temperature, but 
not at 37° ©. The reaction is reversible, for the clumps 
break up and disappear on warming to body temperature, 
to reappear on cooling. 

Agglutination does not occur when the serum is mixed 
with cells which have been washed in normal saline, 
unless the cells are re-suspended in citrate or oxalate, 
or a trace of citrated or oxalated plasma is added. 
Normal group O cells are similarly agglutinated by the 
patient’s serum in the presence of citrate. 

Since heparinised plasma not produce the reaction 
it is suggested that an important factor is the presence 
of citrate or oxalate. The addition of calcium chloride 
will inhibit the reaction, and it therefore appears that 
agglutination only occurs in the absence of ionised 


-` calcium. 


The patiènt’s washeđdđ’red. cells are not agglutinated by 
no. serum eyen in the presence of citrate. 

‘The abnormality in this case appears to be an agglu- 
tinin in his serum which is active against red cells at 
room: or cald-room temperature, but is inhibited by 

' to 37° O. or by the presence of ionised calcium. 

Autohemaggliutination of this type may lead to errors 
in blood-grouping unless the cells are washed in saline 
or the =e are carried out at body temperature. 
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-RAYNAUD’S SYNDROME 
l WITH 
SPONTANEOUS COLD HEMAGGLUTINATION 


T. H. c. BENIANS, W. R. FEASBY, 
F.R.C.8. M.D. TORONTO ; CAPTAIN R.C.A.M.C. 


Ir is generally thought that Raynaud’s syndrome is 
brought about by angiospasm. In the following two 
cases a cold-agglutination phenomenon may be an 
additional causative factor. 


CASE 1 

. A widow, aged 52, employed for past nine years as a cook 
doing her own washing up, admitted to North Middlesex 
County Hospital Feb. 29, 1940, under Dr. R. Kempthorne, 
whose clinical notes appear below. For two years she had 
complained of attacks of numbness and blueness of hands, 
feet, nose and ears on exposure to cold ; first attack in cold 
weather of winter 1937-38. No previous history of “ dead ” 
fingers, and nothing similar in her family, including 3 healthy 
children. No history of excessive bleeding, blood in urine, 
purpura or phlebitis. 

Short, stout woman, with healthy colour when warm ; 
apparently in good health. Heart normal ; no sign of arterio- 
sclerosis ; good pulsation in limb vessels. No scleroderma, 
cedema, or other skin change. 
obese, but no viscera felt. No changes in central nervous 
system, Urine normal. Wassermann reaction negative. 
On exposure out of doors for ten minutes at 3° C. fingers and 
distal part of hands, bulb of nose, and pinnæ became cyanosed ; 
indoors at 16° C. nose and ears recovered in ten minutes and 
hands in thirty minutes. Maximal changes were obtained in 
`- hands by immersion to mid-forearm in water at 4° C. for six 
minutes. Thumbs, fingers and distal third of back of hands 
became discoloured, sometimes with complete cyanosis. 
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No enlarged glands. Abdomen 
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Dead whiteness of distal halves of fingers, with patchy cyanosis 
near margins of whiteness, obtained by immersion for ten. 
minutes at 10° C. Immersion of feet for five minutes at 4° C. 
produced cyanosis of toes, and dorsum of feet for about } in. 


. proximal to webs of toes. 


Red cells 3,600,000 per c.mm.; hæmoglobin 50%; colour- 
index 0:7; white cells 10,000 per c.mm. (polymorphs 63%, 
eosinophils 4%, lymphocytes 25%, monocytes 8%). Red 
cells showed well-marked anisocytosis, including some macro- 
cytes, and diffuse polychromasia; occasional normoblasts. 
Platelets abundant. Fragility of red cells somewhat in- © 
creased : lysis in 0-55% saline at 37° C. Sedimentation-rate 
(Westergren), at winter room temperature, 120 mm. in 30 
min. ; blood settled in large agglutinated granules. At 37° C. 
sedimentation-rate 12 mm. in 1 hour. Corpuscles belong to 
group B, she should therefore normally have only anti-A 

agglutinins i in serum. Blood first examined during extremely 
cold weather, and it was noted that when put on a cold slide it- 
immediately formed a mass of granules. Cell-count done by 
taking 1 c.cm. of blood from a vem and immediately mixing 
it into 99 c.cm. of slightly warmed saline; count then made 
before agglutination occurred. Donath-Landsteiner test. 
negative. Blood-serum destitute of complement when tested 
against sensitised sheep’s cells. 

Characteristics of cold agglutinin —In the irregular dun 


` formed in the-cold, rouleaux formation, if it occurred, could 


not be identified. Both the serum and plasma, whether 
heparinised, citrated or oxalated, had the power of agglutinat- 
ing both washed homologous red cells and the red cells of all 
groups, including O, in high titres; up to 1/1000 dilution for 
A and O. The cells dispersed again when the temperature 
was raised to 27° C. and re-agglutinated on cooling. Group A 
corpuscles, when agglutinated in the cold, only partially 
dispersed on warming, presumably because part of the 
agglutination was due to cold agglutinin and part to the 
specific anti-A agglutinin. In serum heated to 55° C. for thirty 
min. the cold-agglutinating power for O corpuscles was 
diminished, and heating to 58° C. for 30 min. destroyed it 
entirely. Group A corpuscles were still agglutinated by the 
heated serum. 

After the power to agglutinate group O corpuscles was des- 
troyed by heating the serum to 58° Č. the function was not 
restored again by the addition of an equal volume of unheated 
serum from another person. The action of the cold agglutinin 
was prevented by Congo Red in total concentration of the 
dye in the mixture of 1/200. Normal red-cell agglutination 
is not affected by this dye even in strong concentrations, but 
Congo Red has the property of inhibiting phagocytosis, lysis 
and coagulation, which properties also depend on a heat-labile 
factor. These latter factors in the blood are, of course, sus- 
ceptible to much smaller amounts of dye. 

Absorption of the cold agglutinin with a thick suspension of 
O cells at 0° C. was only partially effective. Some lysis of the 
O cells had occurred.. A suspension of yeast cells was ineffec- 
tive as an absorbent. The agglutinin was not removed by 
shaking the serum for 5 min. with a third of its bulk o: 


powdered animal charcoal. 


The rapidity of agglutination and dispersal with varying 
temperature is well seen when a mixture of red cells (group O) 
and the serum is run through a fine capillary lying in a shallow 
bath on the microscope stage. The formation of large.clumps 
rolling along the tube as soon as cold is applied and their 
immediate dissolution when warmed is very striking. 


CASE 2 

Married woman, aged 65, admitted May 3, 1940, to Adden- 
brooke’s Hospital, Cambridge, under Prof. J. A. Ryle. In 
usual good health until 1937 when, after panhysterectomy for 
fibroids, began to feel tired. Noted that complexion was 
becoming yellow, and from November, 1939, that her fingers. 
were cold, numb and tingling, and that they and her toes 
became very blue on exposure to cold. Small scar on tip of 
one finger where piece of flesh had become blue and sloughed. 
off. During these two years had been unsuccessfully 
treated for anemia, with liver and iron. Menstrual history 
not unusual. Bled profusely when only child was born ; 
for this reason had no more children. Never had phlebitis. 
No family history of jaundice: two brothers, over 45, healthy. 
Only child, a girl, healthy. Lives in a cold house. Does not 
smoke or take alcohol. Appetite poor. No history of red 
or dark-coloured urine. 

Thin woman who looks younger than her age. Skin loose 
and wrinkled with definite icteric tinge. Fundi normal. 
Wears dentures and has smooth, moist, red tongue. Chest 
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normal. ‘Through thin, lax abdominal wall edge of spleen can 
be felt at costal margin. At ends of digits there is an ex- 
tremely aoft putty-like pulp, over which are bluish spots, and 
smaii dry sloughing patches with definite lines of demarcation. 
Immersion in water to 10° C.'‘makes fingers turn first blue and 


then white and starts tingling. On warming they turn bright - 


red. Peripheral pulsations everywhere good. Blood-pressure 
in right brachial artery 112/80 mm. Hg; same elsewhere. 
- Urine normal; no blood or staining. Blood-films had to be 
made on warmed slides, or the cells clumped before spreading. 
Examination’ by Dr. A. M. Barrett showed’ neutrophils 
38:5%, eosinophils 8%, basophils 1%, small lymphocytes 
39%, large lymphocytes 13:5%. Platelets appear in usual 
` numbers. Red cells show slight anisocytosis and slight 
poikilocytosis. Few small mis-shapen red ‘cells present. 
Mean diameter of red cells 7-4 u for 50 cells. Hemoglobin 
52%. Red and white cell counts not made because of diffi- 
culty in preventing clumping, even after dilution with saline 
or using anticoagulants. Fragility tests performed by Dr. 
Barrett’s method and carried out at body temperature showed 
no abnormality. Bleeding-time, 1} min. Clotting-time 3} 
min. (Wright’s method). Wassermann reaction negative. 
Hemagglutination tests were performed by Dr. Taylor and 
his staff at the Galton laboratory. The titre of the agglutinins 
was 1/4000 for the homologous red cells. 
serum to 55° C. for 25 min. did not destroy the agglutinins. 


HEMAGGLUTINATION TESTS 


_ Readings at 4° O. and at room Readings at 37° C. 


temperature 
Serum | Serum | 
Cells Saline Saline 
& b Case 2 a b Case 2 
O a= = C am = = a= = 
B C = C p C žá c z 


C indicates clumping, = indicates no clumping. 


From the table it can be seen that the patient’s blood is 
group O. An agglutinin is present in her serum which clumps 
cells of all groups in the cold. Her cells likewise clump with 
all sera (including her own) in the cold. It would be necessary 
in grouping this patient’s blood for transfusion to perform 


the tests at 37° C. Otherwise the cold agglutinin effective at. 


room temperature would produce an apparent clumping in 
the cross-agglutination test. The red cells clump themselves 
in saline in the colder room. (It was also found that six pro- 
longed washings of. the cells failed to prevent this.) It was 
further noted that the agglutination which occurs in the cold 
was reversible when warmed. 


Apart from the similar’ vascular changes and the 
presence of a powerful cold agglutinin in both cases there 
are other points of similarity in these two cases and some 
differences. Both are married women over 50 following 

‘domestic occupations. They were in good health until 
about two years before seeking advice, which they did 
during or soon after the very cold winter of 1939-40 on 
account of numbness and tingling of the hands: Both 
showed a moderate secondary anemia and a definite 
eosinophilia. On the other hand they were physically 
quite dissimilar, one plump and fresh looking and the 
' other wasted and icteric (the former seen some 12 months 
later however was definitely jaundiced and gave a posi- 


tive indirect van den Bergh of 1-5 mg. per 100 c.cm.).. 


Their differential white counts were widely different 
and their blood-groups were different. 


DISCUSSION | 


Raynaud’s syndrome is characterised by paroxysmal, 
intermittent colour changes of the extremities, precipi- 
tated by cold, and without clinical evidence of blockage 
of the large peripheral vessels. The theory of xtiology 
commonly brought forward is that of Lewis who postulates 
an inherent abnormality of the digita] arteries rendering 
them unusually sensitive tocold. The fault, according to 
his demonstrations, seemed to be within the vessel wall 
rather than in the nerve-supply thereto. In the two 
cases described here the blood also shows the phenomenon 
of cold-autohemagglutination. We think that so 
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unusual a combination suggests a possible causal 
relationship. Witts (1936) has pointed out that in 
paroxysmal hemoglobinuria e frigore, the syphilitic 
disease in which the well-known Donath-Landsteiner 
cold-sensitised hemolysin is present, Kaynaud’s syn- 
drome sometimes occurs with considerable severity. 
Autohemagglutination is also known to be associated 
with anzemias and dysfunction of the liver (Boxwell and 


Bigger 1931) but latter are not hypersensitive states ; 


it may also appear in otherwise normal persons. It 
is, however, generally recognised that people with one 
form of hypersensitivity often show others as well, and it 
seems probable that in our cases cold hypersensitivity 
played a part in the production of both the agglutination 
and the Raynaud’s syndrome ; in the latter the arteriolar 
musculature would be the sensitive tissue. . 

McCombs and McElroy (1937) have reported a case 
and have suggested the term reversible autohemagglu- 
tination. They have collected further’ cases from the 
literature making a total of 38. They quote the Japanese 
authors Iwai and Mei-Sai who had already demon- 
strated intracapillary clumping in vitro, and had sug- 
gested that this might play a part in the production of 
Raynaud’s syndrome. McCombs and McElroy believe 
that plugging with agglutinated cells would explain all - 
the vascular symptoms in their case, which showed some 
degree of peripheral arteriosclerosis. In our own two 
2 the spastic element was evidently playing a large 
part. 

SUMMARY 

. In two middle-aged women Raynaud’s phenomena were 
associated with powerful cold agglutinins in their sera. 

It is suggested that there was a causal relationship 
between the two conditions. Probably cold hyper- 
sensitivity played a part in the production of both. 


We are indebted to Mr. Ivor Lewis, medical superintendent 
of North Middlesex County Hospital, for permission to publish 
case l, and to Professor Ryle for permission to publish case 2. 
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GLANDULAR FEVER WITH JAUNDICE 


REPORT ON TWO CASES 


LAURENCE MARTIN, M.D. CAMB., M.R.C.P. — 


RESEARCH ASSISTANT, DEPARTMENT OF MEDICINE, CAMBRIDGE 
UNIVERSITY ; PHYSICIAN, E.M.8. 


. . THERE are few recorded cases of jaundice as a compli- 
cation of glandular fever and little mention of it in most 
modern textbooks, though brief allusions are made by 
Tidy (1937) and Whitby and Britton (1937). In the 
first of the following two cases jaundice and fever were 
presenting symptoms before there was notable glandular 
enlargement, while in the second case transient jaundice 
appeared in the course of an otherwise characteristic 
attack. 

Case 1.—A soldier, aged 21, was admitted to an E.M.S. 
hospital on May 7, 1941, having been in a field ambulance 
since April 30 with headache, sore throat and pyrexia up to 
103° F. No improvement had followed sulphapyridine 
(? 1 g.) 4-hourly for 48 hours and subsequent sulphanilamide 
(? 1 g.) 4-hourly for 4 days. Slight jaundice was noted on 
May 5 which was deeper on May 6 when splenic enlargement 
was found. 

On May 7 he had slight jaundice of the skin and conjunc- 
tive, no rash was present or had been noted previously. 
Temperature 99:4° F., pulse-rate 90. Mouth and tongue dry 
and glazed, sordes on lips, but no ulceration or exudate on 
tonsils or fauces. No abdominal pain or tenderness, liver 
not enlarged, Traubo’s space dull to percussion but spleen 
not definitely felt. A few lymph-glands palpable, but not 
tender or strikingly enlarged, in the left supraclavicular 
fossa, axillæ and groins. Urine contained much bile, but no 
albumin or blood. Van den Bergh reaction : delayed direct. 
Throat swab on May 7: a few colonies of hemolytic strepto- 
cocci. Hematological and serological findings are shown -n 
table I. | $ 
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- Glandular enlargement increased until May 14, when the 
epitrochlear, cervical, supraclavicular, axillary-and inguinal 
glands were notably enlarged and the spleen readily palpable. 
Jaundice deepened until May 12, then faded, and had gone. by 
May 16 (total duration 10 days). Excess urobilin was present 
inthe urine on May 17 but absent on May 23. The tempera- 
ture was normal after May 19 and recovery uneventful. The 
man was very well on June 14 before rejoining his unit ; only 
a. few shotty glands were felt, Traube’s space was partially 
resonant and the spleen impalpable, Paul-Bunnell reaction 
negative and white cells 5450 per cmm. Table r shows the 
hematological and serological changes. 


TABLE I—FINDINGS IN CASE 1l 


=: May June 
9& 10) 14 |16&17| 20 |31) 1 
White cells per c.mm. .. | 8800 | 12,500] 18,100 10,100/5200] 5450. 
Polymorphs (all forms)% | 20 14 10 12:5 |155 27 
Lymphocytes % 56-5 | 55:5 | 44 | 66 |80 | 66-5 
Definite “ glandula ; 
fever ” cells % .. | 22°5 | 30:5 | 45°5 | 19°5 3°5| 4 
Monocytes % 1 0 0-5 | 2 1 2-5 
Paul-Bunnell reaction .. | Pos. Pos. Neg. 
1/640 1/640 1/40 


CasE 2.—A soldier, aged 22, was admitted to an E.M.S. 


hospital on June 6 complaining of malaise and shivering; 


painful throat and a lump in the left side of his neck of about 
36 hours’ duration. Temperature 102-6° F., pulse-rate 110, 
flushed but not looking or feeling very ill. Enlarged tender 
glands in both sides of neck, supraclavicular fossæ and left 
‘groin. Spleen and liver not felt. No rash. Tonsils large 
and fleshy, but not obviously infected, no ulceration or 
exudate on fauces but a throat swab on June 9 showed a 
heavy growth of hemolytic streptococci. Hematological 
and serological changes are shown in table 1. By June 13 the 
spleen was definitely palpable, epitrochlear glands on both 
sides were enlarged, and more enlarged glands had appeared 
in the axille and neck. The temperature, having swung 
daily' between 99° and 102° or 103° F., fell abruptly to normal 
on May 15, when bile appeared inthe urine and slight jaundice 
was noted in the skin and conjunctive. Serum from blood 
taken on the previous day for the Paul-Bunnell test was 
found to give a quantitative van den Bergh reaction of 3-5 
_ units (normal range up to 1 unit), 

On June 16 skin jaundice was barely visible but the urine 
still contained a trace of bile. On June 17 the skin was clear 
and no excess of urobilin could be shown in the urine. The 
total duration of jaundice was thus about 48 hours. By 
June 21 the patient was feeling well, and he was discharged a 
week later. 

TABLE II—FINDINGS IN CASE 2 


June ..; 9 13 & 14 | 19 & 21| 27&28 , 

White cells per c.mm. 3900 | 13,750 | 6450 | 5000 — 
Polymorphs (allforms)%..| 33° | 11-5 | 12 | 27 

_ Lymphocytes % 44:5 54-5 68:5 66-5 
Definite “glandular fever” | 20. 32 17:5 2 

cells% .. sa its 
Monocytes % Ts ae 2°5 2 2 4°5 
Paul-Bunnell reaction Neg. ? Pos. Pos. ? Pos. 
1/20 1/80 | 1/160 | 1/80 


The sheep cell agglutination test used for both cases 
was that of Stuart and others (1934), who modified the 
original Paul-Bunnell technique. In both cases the 


heterophile antibody was absorbed by ox-cells and not. 


by guineapig kidney, thus fulfilling the criteria for 
glandular fever antibody as finally laid down by 
Davidsohn (1937). The strongly positive Paul-Bunnell 
reaction in case 1 after sulphonamide therapy is interest- 
ing in view of the suggestion (Lancet, 1941, 1, 84) that the 
sulphonamide drugs might suppress antibody formation, 
although Logan (1941) mentioned a case in which heavy 
sulphapyridine therapy did not have this effect. 


sulphonamide, drugs had been given at all. 


. eruptive stage of syp 


. fever. 


In case’ 
2 the Paul-Bunnell titre was low despite the fact that no 


Frequent red cells of the “ target ’? type were seen in 
blood ‘films from both cases during their periods of 
jaundice ; ‘these cells were described in obstructive 
jaundice by Barrett (1938). ` | | 


DISCUSSION me Sy 


I have found 18 cases of glandular fever with jaundice. 


in the literature (Downey and McKinlay 1923, Mackey 
and Wakefield 1925, Stuart et, al. 1934, McKinlay 1935, 
de Vries 1938, Svaar-Seljesaecter 1939, Fowler and 
Tidrick 1940). Cathala and others (1939) recorded an. 
alleged case, but the clinical and pathological data were 
not entirely convincing. Tidy (1934), in the Lumleian 
lectures, said that jaundice was a rare complication of 


glandular fever, especially in childhood, and that it . 


commonly developed after the glandular enlargement, 
although it might occur before in the febrile type. 


de Vries (1938) reccgnised 3 types of jaundice in glandular . 


feyer: (1) a “forme ictérique à début ganglionnaire ” 
where glandular enlargement was prominent, and 
jaundice developed during the course of the disease ; 
(2) a ‘‘ forme à début ictérique ” where jaundice was the 
first symptom and the other features of glandular fever 
followed ; and {3) very rare cases in which jaundice and 
slight pyrexia were the only symptoms, and the diagnosis 
of glandular fever rested on hematological findings and a 
positive Paul-Bunnell reaction. The first case recorded 
here appears to be an example of the febrile type of 
disease ‘“‘ à début ictérique,’’ and the second of “ forme 
ictérique à début ganglionnaire.” | 7 

In the recorded cases the jaundice seldom lasted 
longer than a week, and was usually considered to be of 
obstructive origin rather than due to liver-damage or 
infection of the biliary passages. Few laboratory details 
were given, but frequent mention of pale stools and dark 
urine containing bile-pigments, with normal liver- 
function tests in several cases, supported the general 
opinion. 
to be pressure from enlarged glands in the liver hilum, 
by analogy with the mesenteric glands which can be 
enlarged or palpable and cause abdominal pain. The 
liver enlarged as a rule whether jaundice is present 
or not. E 

The main interest of jaundice in glandular fever lies 
in the diagnostic difficulties raised when it occurs before 
glandular enlargement is prominent and glandular fever 
suspected. Catarrlal jaundice and cholecystitis are 
mentioned as diagnostic pitfalls, as well as the pre- 
ilis, because the Wassermann 
reaction is often positive in glandular fever and thus 
may be associated with enlarged glands and a subsequent 
rash. de Vries (1938) even advocated examination of a 
blood film and a Paul-Bunnell test in every case of 
‘jaundice, and these investigations are certainly desirable 
in cases, such as case 1, which present unusual clinical 
features. In this case suspicion was aroused because the 
patient was not very ill despite a high temperature, and 
the lack of pain and tenderness excluded an acute gall- 
bladder lesion, while the absence of nausea, the high 


temperature and raised pulse-rate were against catarrhal 
jaundice—yet the deeply bile-stained urine indicated an 


obstructive jaundice. This last feature, coupled with 


~ the few palpable glands, the enlarging spleen and recent 


history of sore throat, suggested the true diagnosis. 


SUMMARY. 


. In 2 cases jaundice was associated with glandular 
In one case jaundice was prominent and pre- 
ceded the usual glandular enlargement, while in the other 
it occurred as a transient feature during the course of an 
otherwise typical attack of glandular fever. Hzmato- 
logical findings and positive Paul-Bunnell. reactions 
confirmed the diagnosis in both cases. 

The jaundice is of obstructive type and probably 
arises from enlargement of glands in the liver hilum. 

Examination of a blood film and a Paul-Bunnell test 


are desirable in cases of obstructive jaundice of obscure ' 


causation. A DER 
My thanks are due to Dr. A. M. Barrett of the pathological 


-department of Cambridge University for his help with the 
blood examinations and Paul-Bunnell tests, and to Dr. N. R. . 


Lawrie, biochemist at Addenbrooke’s Hospital, Cambridge, for 
the biochemical tests. ` an . 
References at foot of next page 
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The cause of biliary obstruction was assumed : 
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TETANY FOLLOWING PROLONGED 
LACTATION ON A DEFICIENT DIET 


A. B. ANDERSON, ALEXANDER BROWN, 
PH.D. CAMB., M.R.C.S.. M.B. GLASG., F.R-F.P.8S.G., M.R.O.P.E. 


’ CLINICAL BIOCHEMIST TO THE EXTRA ASSISTANT DISPENSARY 
GLASGOW ROYAL INFIRMARY PHYSICIAN AND PATHOLOGIST 


A WOMAN of 42 was first seen by one of us on April 23, 
1941, as an outpatient. She gave a history of recurrent 
attacks of painful muscle spasm, the first experienced 
during the ‘night two months previously, and affecting 
the forearms and hands. A week elapsed between this 
and the second attack in which trunk and limbs were 
involved. The description of the posture produced by 
the attack left no doubt that the spasms were typical of 
tetany of unusual severity. Major attacks.occurred with 
increasing severity and frequency, and were accompanied 
by great pain. In the later weeks of the illness they 
were of almost nightly. occurrence, varying in duration 
from a few minutes to two hours. At the end of an 
attack, the disappearance of spasm preceded by as much 
` as an hour the disappearance of all discomfort. Minor 
symptoms ‘occurred frequently by day. as well as by 
night, and consisted of paresthesise in the extremities 
and a feeling of stiffness in the muscles of the limbs. 
Even in the major attacks the higher centres were 
unaffected. Amenorrhcea had been present ever since 
the last pregnancy until three weeks before admission 
when uterine bleeding began. — 

. She gave a vague history of painful spasms of the hands 
and feet in childhood, rather similar to the attacks 
described above: After a year’s disability the condition 
subsided, and until the present illness she had been in 
excellent health. She had had 7 children, of whom 1 
died at the age of 9 months from bronchopneumonia ; 
“the others were alive and well. All were normal 
' gpontaneous deliveries. The first 6 were breast fed for 
- 9 months, but the youngest child at the age of 21 months 
was still at the breast when the patient was seen by us. 
Questioned about her diet, she said that for breakfast 
she always took porridge without milk, with an egg once 


a week. Her midday meal consisted mainly of potatoes 


with occasionally mince or other form of meat. A milk 
pudding was sometimes taken, but she was quite definite 
that in the week she did not have more than 3 pint milk, 
except for the small amount of condensed milk she 
had in her tea. Other meals consisted chiefly of bread 
and tea. 
' The patient was a poorly nourished sallow rachitic female of 
short stature. Though mentally very listless, she presented 
to an.extrerne degree the many clinical signs of undue muscle 
irritability associated with tetany. Chvostek’s sign was 
readily elicited, and Trousseau’s was uniformly | positive 
within 1-2 minutes of compression of the upper arm. Though 
the peripheral nerves and muscles were hyperexcitable to 
percussion, the tendon reflexes were all sluggish and the 
abdominal reflexes, during her stay in hospital, could not-be 
elicited. The results of general examination of the patient 
were in great part negative, though the vaginal bleeding still 
continued. B.P. 100/60. Red cells 3,300,000; white cells 
6400 ; Hb. 9-6 g.%. The breasts still contained milk, 
While under observation, and before treatment was begun, 
she had occasional discomfort and paresthesia in the 
extremities. Slight localised, but no generalised, tonic 


. DR. MARTIN: REFERENCES. 


Barrett, A. M. (1938) J. Path. Bact. 46, 603. 
sare A J. A rani P. and Séguin (1938) Bull. Soc. méd. Hóp. Paris, 


Davidsohn, I. (1937) J: Amer. med. Ass. 108, 289 


Downey, H. and McKinlay, O. A. (1923) Arch. intern. Med. 32, 82. 


Fowler, W. M. and Tidrick, R. T. (1940) Amer. J. clin. Path. 10, 548. 
Logan, R. F. L. (1941) Lancet, 1, 648. 

Mackey, R. D. and Wakefield, A. M. (1926) Ann. clin. Med. 4, 727. 
McKinlay, C. A. (1935) J. Amer. med. Ass. 105, 761. 


(1934) Arch. intern, Med. 54, 199.. 
Svaar-Seljesaeter, O. (1939) Nard. Med. 4, S511. 
Tidy H. L. (1934) Lancet, 2, 180,236. 
(1937) British Encyclopædia of Medical Practice, Vol: Iv, 572. 
de Viies, S. I. oe) Acta. med. scand. 95, 652. 
Whitby, L. E. H 
London, p. 456, 


Stuart, C. A., Burgess, A. M., Lawson, H. A. and Wellmann, H. E. 


DRS. ANDERSON AND BROWN: TETANY FOLLOWING PROLONGED LACTATION 


taken for one period of three days. 
very considerable retention of calcium was taking place. 


. and n C. J CC, aed ) Disorders of the Blood, 


[oor. 25, 1941. ` 


spasm occurred spontaneously during ‘these few days. ` The 


- most prominent complaint was pain in the lower lumbar 


region. 
Í Padiological findings (Dr. R. K. Harper). —“ There are no 
changes in the skull or pelvis. There is thinning of the cortex 
of the femora and tibiæ with uniform decalcification of the 
extremities of the long bones. Slight decalcification of the 
fibulæ and bones of the forearms is also seen. There is 
slight bowing of the left tibia which may be due to 
these changes although the bowing may be old as there is 
probably insufficient. decalcification to account for the recent 
bowin 

Olecal progress, —The patient was admitted to Dr. David 
Smith’s wards on April 29, 1941, and subsequently transferred 
on May 3 to the metabolic wards for investigation. Lactation 
was stopped'on admission. Treatment was begun eight days 


-later and consisted solely of a mixed diet of 2700 calories, 


including 14 pints of milk daily. The result was complete . 
relief from muscle spasm and subjective sensory disturbances. 
By May 15 there was no evidence of muscle irritability. The 
vaginal bleeding was much diminished and by the 20th had 


.ceased entirely. She was discharged on May 30, and a month 


later was seen as an outpatient. She was then still rather pale, 
but her listlessness had gone ; there was neither subjective nor 
objective evidence of tetany. She was sent to a convalescent 
home where she received extra milk. A scale preparation of . 
iron was prescribed for the anæmia. 

Biochemical investigation.—April 30 and May 6, serum 
calcium 6-9 mg. per 100 c.cm. May 7, treatment begun. 
May 13, serum calcium 9-4 mg., ‘(plasma inorganic phosphorus 
2-7 mg. per 100 c.cm. May 25, serum calcium 10:2 mg. 
May 30, discharged. June 20, serum calcium 9-0 mg. per 
100 c.cm. 

Calcium balance _—Three-day period beginning May 20. 
Calcium in urine was estimated by the method of Shohl and 


Pedley (1922),.in food and fæces by that of McCrudden . 
(1909-10, 1911-12). 
Daily output—OUrine .. 0- 075 g. Daily intake -- 1204 g. 
Feces .. 0:694 g Balance + 0:435 g. 
> E Total oe 0-769 g. N $ 


Too great stress cannot be placed on the calcium balance 
But it is obvious that'a 


COMMENT 


This case of early ‘‘ osteomalacia ” with ang presentá 
several interesting features. The poor diet deficient. in 
calcium combined with the drain of repeated pregnancies 
and prolonged lactation was sufficient to produce definite 
clinical, radiological and chemical evidence of gross 
calcium deficiency. Our impression is that such a 
defictent diet is common in the poorer classes of Glasgow, 
in spite of contrary statements that have been made. 


- To elicit a true account of the average diet requires 


careful inquiry ; only detailed questions as to the actual 
food eaten day by day will determine the true intake. 


` Our patient is a case in point ; when first questioned the 


impression was gained that her diet was adequate and its 
unsatisfactory nature was discovered. only after detailed 
questioning: The. rapid recovery from tetany and. 
hypocalcemia under treatment with a high-calcium 
milk diet assisted by weaning is in striking contrast to 
the lack of response in tetany due to non-absorption of . 
calcium such as that found in non-tropical sprue, and i is: 
comparable to the. rapid absorption of calcium .in 
hunger ly aaa Teported by Crawford and Cuth- 
bertson (1934). 

As Mellanby (1933) says, B It is probable that many 
women suffer some osteoporotic change owing 
pregnancy.” While this is an extreme case in which che 
calcium deficiency was brought to light by the occurrence’ 
of tetany, there is no doubt that it is an example, unusual 
only in degree, of general calcium deficiency i in lactating . 
women living under similar conditions. . 


Woe are much indebted to Dr. David Smith for the oppor- 
tunity to R this caso. 
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. Smith-Petersen pin; by 


. from the foot to the mid-thigh on the sound side. 
- of the stirrup are prolonged below the foot and’ bent inwards 
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= WELL-LEG TRACTION APPARATUS FOR 
REDUCING FRACTURED FEMORAL NECK 


E. MERVYN EVANS, M.B. CAMB., F.R.C.S. 


ACTING SURGICAL AND ORTHOPÆDIC REGISTRAR AT THE MIDDLESEX 
. HOSPITAL ; SURGEON, E.M.S. 


THE principle of well-leg traction may be applied with 
advantage to the reduction of fractures of the neck of 
the femur prior to their fixation by the insertion of a 
this method a rapid and 
atraumatic reduction is obtained in the patient’s bed, 
whether in a hospital or at home, and X-ray confirmation 
is available before the operation is undertaken. When 
the reduction is satisfactory the patient may be moved 
in the apparatus without fear of disturbing the fracture. 
The method thus has several advantages over other 
methods commonly employed. Reduction by mani- 
pulation immediately before operation is satisfactory in 
most cases, hut occasionally accurate reduction is not 
obtained even after several attempts, and, with the 
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_ inserted the exten- 


theatre and X-ray teams waiting to proceed, the surgeon | 


may be tempted to accept an imperfect reduction. 
Reduction by weight extension in bed is relatively cer- 
tain, but movement of the patient to the theatre is 
difficult and the fracture may be displaced during the 
process. Reduction on a Hawley table overcomes these 
difficulties, but the method -is restricted to those institu- 
tions where the necessary equipment is available. With 
regard to the complete-bed technique many surgeons 
consider that: the insertion of a Smith-Petersen pin is 
not a suitable operation to be performed in bed whatever 
the advantages of the method. 

With these points in mind I have made a modification 
of the Roger-Anderson apparatus to be used with strap- 
ping extension. The speed with which the fracture is 
reduced allows of heavy extension (40-50 lb.) being used 
without fear of skin lesions. 


The splint (fig. 1) consists essentially of a long metal stirrup 
which is incorporated in a thickly padded plaster extending 
The sides 


so that they run together to a point 18 in. below the foot on 
the injured side. A pulley is fixed to the splint at this point, 
and over this screw-traction is applied to the injured limb ; 
a spring balance is interposed between the screw and the 
strapping extension to measure the amount of traction. I 
have found it convenient to incorporate a cradle attached 
to the sound limb, from which the injured limb may be 
suspended. Internal rotation of the injured limb is 
obtained by attaching a broad strip of adhesive strapping 
to the outer side of the limb and fixing it to the over- 
hanging cradle. ` 


With this splint a fracture of the neck of the femur is 
reduced very quickly, and with the minimum of disturb- 
ance to the patient. The splint is applied in bed without 
an anesthetic, though a sedative will be found of 
advantage. It is best to apply heavy traction (up to 
40—50 Ib.) at first, reducing this to 20-30 Ib. as soon as 
the greater trochanter has come down to its normal level. 
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. 2—Fractured neck of femur. 3 Before reduction. w 
well-leg traction apparatus. t 


(c) After insertion of S 
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Anteroposterior 
and lateral radio- 
grams are taken, 
and if reduction is / 
satisfactory the pa- 
tient is transported 
to the theatre at 
leisure. If reduc- 
tion is incomplete \ 


Paooen 


traction is con- 
tinued until the 
desired . result is 
obtained. The 
operation is per- 
formed with the 
splint in position 
and the extension 
on, but as soon as 
the pin has been ` 


STRAPPING 
EXTENSION 


sion is removed so 
that the fracture 
may be impacted ; 
after this the 
apparatus is re- 
moved. 

I have treated 


SPRING NAN, 
BALANCE 65. 6018 


OA erqore FOR FRACTURED 


Lime 
three cases by this 7 | 
method and in all Bigs: DRET of os leg traction 


reduction was ob- 


tained within 12 hours. ‘The principle of heavy fixed 
traction is the same as that employed on a Hawley 

table, and reduction must be very rapid. I am. 
satisfied that if it had been convenient to X ray. 
these cases earlier the same result would have been 
obtained. i Je 

The fixation of the sound limb necessitates the use of 

a different technique from that usually employed for the 
lateral radiogram. A cassette is thrust as high up into 
the perineum as possible so that it faces upwards towards 
the injured side, and the X-ray tube is directed down- 
wards from the loin on the injured side at a distance of 
36 in. from the cassette. The tilting of the pelvis down- 
wards on the injured side, owing to the pull of the screw- 
traction, makes a good lateral view of the head and neck 
of the femur possible. Fig. 2 illustrates a case treated 
by this method. | i 


SUMMARY 


A method of reducing fractures of the neck of the 
femur by well-leg traction in a modified Roger-Anderson 
apparatus is described. It ensures a rapid and atrau- 


matic reduction, obtained in the patient’s bed and con- 


firmed by X ray before operation. The fracture can be 
immobilised and the patient transferred to the theatre 
without fear of redisplacement, and the fixation is main- 
tained until the insertion of a Smith-Petersen pin has 


. been completed. 


I am indebted to Mr. A. S. Blundell Bankart for his help 
and advice, and to Major Eric Samuel for the development. 
of the X-ray technique. The instrument has been made for 
me by Messrs. Down Bros. 


; “*, . . There are some things worth waiting 
, -for even in war, and high among these is 
the maturity which comes to boys of ability 
and character after even a brief experience 
of University life and work. ... I have 
found the most convinced and outspoken 
believers in the value of this academic 
process even for the purposes of war among 
the representatives of the Fighting Services. 
I could wish that this fact were better known 
in the schools, where the natural but 
mistaken feeling still lingers that a Univer- 
sity education, however compressed and 
accompanied by Service training, is in 
these days a privilege which the highspirited 
should perhaps forgo.”—G. S. GORDON, 


c vice-chancellor of the University of Oxford, 


After reduction in 
-Petersen pin. 


in his valedictory oration to convocation on 
Oct. 8. 
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A CASE OF PRIMARY OVARIAN:PREGNANCY 
J. N. MacBean Ross, M.C., M.D. EDIN., F.R.C.S.E. 
SURGEON TO SUTTON AND CHEAM GENERAL HOSPITAL 


Pathological findings by T. N. GLEDHILL, B.A. OXFD, 
M.R.O.S. 3 PATHOLOGIST-IN-OHARGE, E.M.S. LABORATORY 


THE case published in 1899 by Catherine van Tussen- 

. brock? of Amsterdam proved that primary ovarian 
pregnancy was a definite entity. Though it is still 
regarded: as rare a number of cases have since been 
reported, in recent .years particularly in America and 
Germany. The usual course is early rupture of the ovary 
with only moderate bleeding and the exact diagnosis has 
as a rule been obscure until operation, though in a few 
cases the pregnancy goes on to full term and in some 
gives rise to lithopzedion formations. In the case here 
recorded hemorrhage was extremely severe, the diagnosis 
of a ruptured ectopic gestation was made with certainty | 
before operation, and there was the added complication 
of a ruptured corpus luteum hematoma. 


A married woman of 26 was, sent, by Dr. H. W. Bowen of 
Carshalton on June 10, 1941, to Sutton and Cheam General 
Hospital as a surgical emergency. During 11 months of 
married life she had taken no contraceptive measures except 
very occasional douching. She had no child, but in January 
had probably had a very early abortion. No history of 
previous illnesses or operations. Menstruation started at 14 

. years and was of the 28 day type; it lasted 6 days and was 
always relatively painless. 
to have been exactly 4 weeks before admission. 
acute symptoms for 114 hours prior to admission. 

She was obviously suffering from a very severe internal 
hemorrhage and was in extremis. A diagnosis of a ruptured 
ectopic gestation was made though this was expected to be 
tubal-and not ovarian. Arrangements were made for immediate 
laparotomy combined with continuous blood-transfusion both 

during the operation and afterwards. Gas-oxygen-ether 
anesthesia was administered by Dr. J. H. Willis, and Dr. 

A. C. Anderson gave the drip transfusion. The .peritoneal 
cavity was almost completely full of blood and recent blood- 
clot. The actual amount of blood lost can roughly be esti- 


She had had 


mated by the fact that 18 hours after operation, though she . 


had had 3 pints of blood transfused, the red cells numbered 
only 2,940,000 per c.mm.; hemoglobin 56%. When the 
blood and blood-clot had been mopped out as thoroughly and 
quickly as possible it was seen that fairly brisk hemorrhage 
was still coming from a rupture in the right ovary. This 
‘Immediately ceased on applying pressure to the ovarian 
artery and so the vessel was tied and the ovary removed with- 
out difficulty. The right fallopian tube was found to be 
normal and unattached to the ovary; it was therefore left 
alone.. The left tube and ovary were normal and the uterus 
was slightly enlarged. The patient returned home on July 3 
and is now well. She had a menstrual period 28 days after 
operation and has been regular ever since. 

Pathological report—The ovary is somewhat enlarged and 
shows rupture of its surface at two places: on the superior 
border near the upper pole, and on the posterior surface near 
‘the lower pole. Recent blood-clot is present around each 
site of rupture. On section it is clear that the hemorrhage 
emanated from two ruptured “‘ cysts ”’ each filled with blood- 
clot. The upper “cyst” is 1 cm. in diameter and the lower 
1-5 cm. in diameter. The latter is surrounded by a narrow 
yellow zone. There is no connexion between the cysts. 
Microscopically the lower cyst has the structure of a corpus 
luteum hematoma. The upper shows, among the recent 
blood-clot, several chorionic villi, mainly near the site of 
rupture ; and scattered small masses of what appear to be 
decidual cells. This is a ruptured primary ovarian pregnancy 
associated with a ruptured corpus luteum hematoma. 


Clinically this appeared to be a possible case of primary 
Ovarian pregnancy, though a ruptured Graafian follicle 
with intra-abdominal hemorrhage could not be excluded 
without microscopical examination. . From a patho- 
logical standpoint the literature indicates that to clench 
the diagnosis chorionic villi must be present, and some 
experts, though not by any means all, also demand the 
finding of decidual cells but none think the finding of an 
embryo to be essential, though occasionally it has been 
isolated from either the blood or the blood-clot effused. 


1. Ann. Gynéc. Obstél. 1899, 52, 537. 
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Last menstrual period was stated , 
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Medicine versus Invasion . , 


Home Guard Medical Service in Action. G. B. SHIRLAW, 
L.R.C.P.E., assistant medical officer A.R.P. for Battersea ; 
and CLIFFORD TROKE, staff officer, Finsbury casualty 
services. London: Seckerand Warburg. Pp. 228. 7s. 6d. 


READERS have already had a taste of the quality of this 
book (Lancet, Aug. 23, 1941, p. 225). ‘It is not enough 
to say of it that all should buy and read it: it should be 
distributed to every Home Guard officer, fighting as well 
as medical. Mést people must have thought or wondered - 
just what will be the functions of the Home Guard, but 
speculation is here given a technical. and professional 
starting-point which is sharply stimulating. The first- 
aid section is thoroughly sensible ; it is adequate, has no 
redundancies, and is based on the definition ‘‘ immediate 
temporary assistance.” The first two sections of the 
book deal with casualty service tactics and milit 
appreciations. The casualty service tactics include the 
principles of military medicine, the theory of invasion, 
medical strategy in modern warfare and the part to be 
played by the Home Guard in town and country. 
Military appreciations include a review of the terrain and 
descriptions of several hypothetical battles—the battles 
of Glebeshire, of Barchester, of the Bridgehead and of 
the Corridor. It is these chapters, deliberately drawing 
a rather dreadful picture of possibilities, which are so 
important; for unpalatable as the dose may be there is 
not a single ingredient of which we can say that it might 
have been left out, or that it has been added with an 
impossibly lavish hand. All that is described may 
happen, and to us. ‘‘ The official view of invasion,” say 
the authors, ‘‘ is of necessity optimistic (and on the whole 
justly so), but it is impossible to avoid the suspicion that 
& nice, neat, comfortable sort of invasion had been 
pictured and provided for, while the reality will be nasty, 
untidy and acutely uncomfortable for all concerned.” ` 


Diseases of the Nervous System > 


(2nd ed.) F. M. R. Wassup, M.D. Lond., F.R.C.P. 
Edinburgh: E. and S. Livingstone. Pp, 325. 12s. 6d. 


AN elementary textbook which reaches a second 
edition within a year has already proved its value. Dr. 
Walshe aimed only at producing a simple textbook 
adapted to the needs of the student and the practitioner, 
and he was successful because he maintained a delicate 
balance between the fundamental needs of elementary 
teaching and the critical selection of material. The first 
edition contained scattered errors of emphasis and 
statement, of which many have been adjusted, and a 
number of its briefer sections have been amplified. 
Some clinical photographs and anatomical diagrams have 
been added, and there is more about the effects of 
infection and injury upon the central nervous system and 
peripheral nerves. The author’s choice of words makes 
the book a pleasure to read.. oe 


Roentgen Interpretation | 


(6th ed.) G. W. Homes, M.D., and H. E. Ruaerxs, M.D. 
London: Henry Kimpton. Pp. 364. 24s. 


THD sixth edition of this popular book will be welcomed 
by -British radiologists. Holmes and Ruggles in their | 
first edition in 1919 did great service by stressing the 
need for a sound knowledge of pathology and general 
medicine as a background for accurate radiological inter- 
pretation. The X-ray diagnosis of bone: and joint 
lesions occupied a large part of the early editions; ,in 
those days our knowledge of the radiology of the thoracic 
and abdominal viscera was scanty. The study of bones 
and joints still predominates and occupies half the 
volume, and there is a 30-page chapter on the spine 
which is ideal for the student of radiology and indeed all 
the sections on bones and joints maintain this high 
standard. Unfortunately too much has been com- 
pressed into the second half of the book. ‘The section on 
the lungs gets 37 pages, that on the heart only 27 and 
that on the gastro-intestinal tract 44 pages. This con- 
densation has led to some dogmatic and unproven 
statements and we should like the two distinguished 
American teachers to take more space another time to ` 
set out their own experience. | oe 
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‘LIGHTENING THE LOAD 

In January nationgl health insurance will be 
extended to half a million people with incomes up to 
_ £420, and whether or not doctors approve of the 
extension a number of them will find it brings an 
additional burden to what was already becoming a 
harassed life. 
ally large—in 1938 the 16,840,000 insured persons 
were shared on 16,200 doctors’ lists—but there are 
now fewer doctors in panel practice and the new- 
comers will not be evenly distributed on the lists. 
Moreover they are drawn from the income group which 
have hitherto found the doctor’s bill particularly 
hard to meet and have therefore stinted themselves of 
medical attendance even beyond the limits of safety. 
They will now come to the doctor for many ailments 
which they would previously have treated themselves 


or left untreated, and some of them, from ignorance | 


of the rules and customs of insurance practice, may 
give the doctor more trouble than they need and not 
get as good attention as they might. The insured 
person, like his doctor, is bound by a code of rules ; 
but, whereas the doctor who breaks his may well find 
his quarterly cheque reduced by way of fine, the 
_ patient’s shortcomings are overlooked unless they 

affect his relations with the approved society. The 
seven rules which should govern his relations with the 
doctor are printed on the back of his medical card in 
type so inconspicuous that few patients read them 
even if their eyesight allows them todo so. The rules 
are sound, and if strictly kept would bring ease to the 
busy practitioner. ‘ He shall,” says rule e, ‘‘ whenever 
his condition permits, attend at the surgery or place 
of residence of the practitioner attending him on such 
days and at such hours as may be appointed by the 
practitioner.” ‘‘ He shall not,” says f, “ summon the 
practitioner to visit him between the hours of 6 P.m. 


and 9 a.m. except in cases of serious emergency.” - 


“ He shall,” ends g, “‘ when his condition requires a 
home visit, give notice to the practitioner, if the 
circumstances of the case permit, before-10 a.m. on 
the day in which the visit is required.” On the whole 
insured patients afte reasonably good about attending 
the surgery once they have found their-way to it and 


overcome their initial shyness, but the new class of - 


' patient may not appreciate the charms of a chat in the 
waiting-room. Rules f and g, too, are more often 
broken by newcomers than by the old hands who have 


been well trained by the doctor and know his ways.. 


The unnecessary messages at odd hours which lead 
to double journeys and make the day’s visiting-list 
unending often arise from misapplied kindness of 
heart ih the patient (“I left it as long as I could, 
Doctor ’’), though there is a playful East End habit 
in an emergency of broadcasting appeals to every 
doctor within reach, so that three have been known to 


meet on the doorstep. A nice judgment of what- 


constitutes a “ serious emergency ”? may require more 
lévelheadedness and clinical acumen than the general 
run of patients or their relatives possess, and while the 
late evening call may appeal'to' the dramatic sense it 
is more likely to. originate from panic or a faulty 


The addition may not sound numeric- - 


diagnosis than from reckless disregard of the doctor’s 
convenience. 7 | 


What are the remedies? For the very few who ' 


treat the doctor as they do all public. servants and 
demand their rights with no thought for the servants’ 
convenience the doctor can in theory seek redress from 
the insurance committee, but he rarely does. Nearly 
all will make as little trouble as they can if they 
are shown the doctor’s point of view. The familiar 
methods of propaganda could here be effectively 
applied. The extension of insurance seems a fitting 
occasion for a “ Help your Doctor to help You” 
campaign, the B.B.C. providing a series of five-minute 
conversations between doctor and patient, and the 
Ministry of Health supporting them with advertise- 
ments in the press. This might, in fact, be made part 
of the large “ Health Front” advocated by Dr. 
BARBER on another page. The doctor should speak 
his mind on occasion and he can appeal to the patient’s 


better nature by handbills or posters exhibited in his 


waiting-room, as suggested in these columns last year. 


If YOU WANT TO HELP YOUR DOCTOR IN WAR-TIME 


Send messages before 10 a.m. if you want him to visit . 
you. Remember that his petrol is rationed and that his 
travelling expenses have risen, so he doesn’t want to 
cover the ground twice or more on one day, especially 
during the blackout. | | 

Avoid night calls and Sunday visits whenever possible. 

- Conie to the surgery if you can, rather than ask for a 
visit, and come during surgery hours, the earlier the 


. better. 


In a message state as clearly as you can what is wrong 
and how long the patient‘has been ill. Don’t exagzerate 
or the doctor may have to neglect somebody more seri- 
ously ill in order to hurry to you. ey 


Before the war the London insurance committee 


and some others enclosed in each new medical card a 


list of Don’ts—e.g., ‘‘ Don’t forget your medical card 
when you want the doctor.” Shortage of paper has 
suspended this custom, but it might well be revived for 


the January freshmen, who will respond more heartily | 


to the medical Do-this than to the administrative 
Don’t-do-that. The universal consideration for the 
doctor which such a campaign might bring would do 
much this winter to offset the trials of blackout and 
blitz and the tribulations of a changing population - 
and shorthandedness. | nn 


PROBLEMS IN HÆMAGGLUTINATION 


Two aspects of agglutination phenomena in blood 
are receiving current attention; the first is the 
question of autoagglutination. Few experiences are 
more disturbing than to be asked to provide blood for 
the urgent transfusion of a gravely anæmic patient 
and to find that the patient’s serum agglutinates the 
red cells of all available blood; the patient’s serum 
tested against his own cells will be found to agglutinate 
these as well—hence the phenomenon is called “ auto- 
agglutination.” It is due to the presence in. the 
serum of a non-specific, cold-sensitive agglutinin ; 
this affects red blood-cells of all blood groups and is 
most active below 5° C., still active at room tempera- 
ture, but as a rule inactive at 37°C. The term 
 autoagglutination ”’ is now applied only when the 
effect is seen at room temperature or above. Auto- 
agglutination is often associated with severe anemia, 


and with, disease of the liver, It has not been cer- 
tainly shown to cause any diséase but Mr. Benrans 
-IUO Le Lancet, 1940, 2, 409, ` | 


¢ 


aati Captain FrassBy, who report in Aiie issue the 
combination of Raynaud’ s syndrome and autoagglu- 
. tination, regard them ‘both as caused by chilling in a 
cold-sensitive patient. The blood of outwardly normal 
people may also show it; an example is provided on. 
another page by Dr. Parise and Dr. MACFARLANE’ S 
report.of an unusual case in which ionised calcium 
played a part,.and it is noteworthy that, though their 
patient was an allergic subject with angioneurotic 
cedema, the autoagglutination was not connected with 
_ any allergic attacks. Autoagglutination ig not com- 
mon, but among the large numbers of people now 
being grouped by the transfusion services some are 
bound to show it, and since the ordinary grouping 
tests will not detect them the effects of possible mis- 

grouping are worth examination. 

When blood is taken for the grouping test sufficient 
plasma is carried over to agglutinate the red cells 
even in the presence of test sera ; the autoagglutinator 
will therefore be recorded as group AB when in fact 
he might be any of the other groups. If his blood is 
taken for transfusing a group AB patient unexpected 
agglutination will take place when his cells are tested 
~against the patient’s serum. The next step is usually 
to try another specimen of blood, so that as long as 


-= eross-matching is possible no harm will be done, and ' 


in emergencies when time does not’ permit cross- 
_ matching group O blood—never group AB— is used. 
If the autoagglutinator’s blood is turned into serum 


or plasma the results are again unlikely to be serious . 


since. the abnormal agglutinin is usually inactive at 
37° C., and with the large batches of pooled plasma 
now used the abnormal agglutinin will be much 
diluted. The true group of an autoagglutinator can 
‘usually be determined by repeating the tests at 37° C. 
or by washing the red cells in saline before testing. If 
the incorrectly grouped autoagglutinator is himself to 
receive blood he will be safe so long as cross-matching 
is properly done, when unexpected agglutination 
should indicate the necessity for repeating the group- 
ing test at 37°C. The drip method is undoubtedly 
the safest way of giving blood to such a patient. 
The mass-production tactics of the transfusion services 
make it difficult for every group AB donor to be 
regrouped using precautions to detect autoagglutina- 
tors, and such regrouping is not vital. On the other 
hand, when patients in need of transfusion for severe 
‘anzemia are found to be group AB, it is worth while 
to exclude autoagglutination. 

The second problem, involving group-specific iso- 
agglutinins, arises in connexion with the use of serum 
for transfusion. Just as the blood-banks store group 
O blood for emergency use because its red cells contain 
no agglutinogens, so from a theoretical standpoint 
group AB serum is the ideal since it contains no 
agglutinins. But only 3-7% of donors are group 
AB ;' much of the plasma and serum comes necessarily 
from the 40-46% of donors who are group O and 
therefore contains both anti-A and anti-B agglutinins. 
Bryce and Jakospowicz,! who made a quantitative 
examination of a large number of group O sera, found 


that 31-2% lad an anti-A titre and 10-1% an anti-B. 


titre of over 1 in 100. It is generally thought desir- 
able that plasma or serum, especially concentrated 
serum, should be freed from these isoag utinins, and 
the fact that it is more difficult for serum to be so 


1. Bryce, L. M, and Jakobowicz, R. Med. J.’ Aust. 1941, 1, 290. 
i rig ca EA 


PERTUSSIS PROPHYLAXIS 
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freed has been made a point against its use. Mixing 
of group. A and group B blood before separating the ~ 
plasma, so that the A cells absorb the anti-A iso- 
agglutinins of group B blood and vice versa, has been © 
one method, but this again limits the donors to about 

50% of those available. DELLA Vipa and DYKE 2 
utilised the fact that agglutinogens are not limited to 
the red blood-cells but also occur im body fluids includ- 
ing plasma and serum, so that group A serum can be 
used to absorb the anti-A isoagglutinins of group B 
serum and vice versa. They showed how with group 
O serum the agglutinin titre could be considerably 
reduced, even if not completely absorbed, by mixing 
in suitable proportions with group A and B sera, so 
that the blood of all groups could be used. A third 
method is’suggested by WITEBSKY, KLENDSHOJ and 
Swanson.2 They point out that the group-specific 
substances (agglutinogens) are complex carbohydrate- 
like bodies resembling the capsular substance of — 
pneumococci. Group A substance can be prepared 
from commercial pepsin, mucin or peptone, but 
group B substance has so far only been isolated from 
the gastric juice of group B persons. By adding these 
two group-specific substances to group O. blood they 
are able to reduce the titre of the anti-A and anti-B 
agglutinins in the plasma to a safe level. This method 
is an interesting application of our increasing know- 
legdge of the nature of the blood groups but is hardly 
suitable as yet for large-scale work. Clinical reports 
of reactions after the transfusion of group O.serum 


into patients of other groups are scanty, and it is not 


s 


yet clear how far the presence of anti-A and anti-B 
isoagglutinins is really detrimental. The definition 
of safe limits for the titres of these agglutinins in 
pooled serum should not be too difficult and would 
provide the transfusion services with a useful standard. 


PERTUSSIS PROPHYLAXIS _. 


THE present prevalence of whooping-cough reminds 
us how little has been attempted in this country 
towards the prevention of this preventable disegse. 
Too many of us still regard pertussis and measles as 
the inescapable .and not very serious afflictions of 
childhood. But in London these two rank fourth and ` 
fifth among the causes of death in children under five 
years, and in hospital practice the case-fatality from 
pertussis exceeds that of both measles and diphtheria 
(L.C.C. Annual Report, 1935). Moreover, about a 
tenth of the cases and two-fifths of the deaths from 
pertussis occur in the first year of life 4 while Stocks 
estimated that 44% of London children developed the 
disease before their fifth birthday. Prophylaxis 
of sq prevalent a respiratory infection could only be 
possible by specific vaccination, and this method -of 
prevention has been shown, particularly in America, 
to be a practical possibility. Unfortunately, four or | 
five weekly injections of large doses (10-30 thousand ` 
million organisms) of a carefully prepared smooth- 
phase vaccine are apparently necessary to secure an 
effective immunity, which for large-scale immunisa- 
tion introduces. serious problems in production and 
administration. The possibility of protecting the 
child by fewer doses of the vaccine spaced at longer 
intervals, as has been proved effective with diphtheria 
2. Della Vida, B. L. and Dyke, S. C. Lancet, 1941, 1, 564. 

3. Witebsky, E., anon, N. C. and Swanson, P. ‘Je Amer. med. 


Ass. 1941, 116, 2654 
4. Zamkin, H. O. Amer. J. publ. Hlih, 1940, 30, 394. 


THE LANCET] — 


toxoid, had not until recently been given a serious 
trial under controlled conditions. McLEan® at a 
elinic at St. Mary’s Hospital vaccinated 513 children 
over a period of 4 years, using three doses of 4000 
million organisms at 3—7 day intervals followed by a 
fourth dose a month later, and he reported no cases of 
whooping-cough among 46 known and’ 45 suspected 
exposures, whereas in a control group of 154 children, 
89 cases followed.115 exposures. ScHtTzE* showed 
experimentally that the combination of diphtheria 


alum-precipitated toxoid and pertussis vaccine had no - 
inhibitory action on the immunising property of 


either antigen, and the idea of combined immunisa- 
tion against these two diseases has been gaining 
ground. A single dose of an alum-precipitated 
pertussis vaccine was given a clinical trial in Maryland, 


U.S.A., in 1936-37, and although the evidence of . 


protection was not such as to justify recommendation 
of the “one-shot ’”’ vaccine there were no severe 
reactions. 

A large-scale investigation in Norfolk, Virginia, was 
therefore planned to find if two doses of the alum- 
precipitated vaccine at a month’s interval would give 
real protection against pertussis. The first report’ 
on this investigation is largely concerned with the 
planning of the experiment so as to obtain (1) an 
injected group identical in all essentials with a control 
uninjected group, (2) the uniform observation of both 
groups over an adequate period of time, and (3) a 
definition of pertussis as a clinical entity which could 
be uniformly recognised. The difficulties encoun- 
tered need not be enumerated ; the manner in which 
they were tackled and largely overcome should be 
carefully studied by any team of workers likely to 
undertake similar field studies in this country. Two 
1 c.cm, doses of an alum-precipitated vaccine con- 
taining 10,000 million organisms per c.cm. were 


injected subcutaneously in the deltoid region of first. 


one arm and then the other at a month’s interval. 
Very few children had any systemic reaction ; there 
was some local tenderness and stiffness, but if the 
vaccine was not injected too superficially the firm 
nodule which usually developed was not noticed by 
~ the parents. After various discards there remained 
for analysis 641 vaccinated (V) and 571 non-vaccinated 
(N) children, and these’ were divided into two age- 
groups according as they were born (A) before and (B) 
after July 1, 1937. The table, taken from a larger 


Pertussis in the 
34 months after 


June 1, 1938 June 1, 1938 


Vacc. (V) 
ABe- | tor non- 


up ea eae Oe RE 
SrowPivace-(N)! No. of | No. of |Attacked, No. of No. of|Attacked 
children | cases (%) jchildren| cases (%) 


a ee ces | en —_—_—_—_————_ | m 


Pertussis before 


344 52 15:1 259 29 11:2 

A N 304 45 14-8 230 90 39-1 
-| (Total 648 97 15:0 489 119 24°3 

Vv 297 17 5'7 234 22 9-4 

N 267 23 8:6 202 60 29:7 

Total 564 40 71 436 82 18:8 


table illustrating the comparative incidence of measles, 
chickenpox and mumps in the two groups, shows the 
incidence of pertussis in vaccinated and unvaccinated 


- children before June 1, 1938, when vaccination was - 


begun, and for 34 months after that date. The 


5. McLean, I. H. Proc. R. Sor. Mea 1940, 33, 425. 
6. Schütze, H. Lancet, 1940, 92. 
7. Bell, J. A. Publ. Hith pits "Wash. 1941, 56, 1535. 
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results are not very different from those obtained 
in their large-scale and carefully controlled experi- 
ment by KENDRICK and ELDERLING® who used a total 
of 70,000 million organisms given in four weekly doses, 
and reported an annual attack-rate of 2-3% in the 
inoculated and 15-1% in the controls. As usually ` 
happens, it was: noted, in the Virginia series that 
pertussis when it did occur in a vaccinated child was 
milder and of shorter duration than the attack in the 
children. These results with alum- 
precipitated pertussis vaccine should encourage health 
authorities to combine the pertussis vaccine with 
diphtheria A.P.T., in which case it would seem 
advisable to start the double immunisation during the 
second six months of life, for at that age pertussis 
takes a heavy toll of infected children. 

Passive protection against the infection by the use 
of human blood or serum has been claimed to be 
effective (MEADER).® Using the method of intranasal 
infection of mice, NortH and others found that the 
serum of child convalescents or of immunised children 
protected against large infecting doses, whereas pooled 
adult serum protected only irregularly against 
sublethal mouse infections. Fortunately pertussis 
has not the high infectivity of measles or chickenpox 
when it is introduced into a hospital ward, so that the 
need for passive protection is less urgent. But in the 
home any child under two years who has been exposed 
to infection ‘might with advantage be given a pro- 
tective dose of human serum. For this purpose panels: 
of immunised donors could with a little organisation 
be made available. 


Annotations 


THE HEN AS MIDDLEMAN 

For years we have been taught that as a middleman 
between vegetable products (particularly grain “ offals ’’) 
and human food the hen, of all domestic animals, is the 
most wasteful and the cow the least. Some publicists 
even went so far as to give figures for the relative merit 
of cow, pig, bullock and hen; and the hen, as converter. 
of fodder into food, *was invariably placed last. The 
cow was reckoned to be five times as efficient. as the hen 
and the pig ranked next to the cow. Thus it was con- 
sidered uneconomical to use offals in producing beef, 
eggs and fowls (roasters and boilers), and the Govern- 
ment gave priority in feeding stuffs to dairy cows, both 
in the war of 1914-18 and in the present war, and rated 
hens last. It is not clear whether these assessments 


' were based on the total dry constituents produced from 


(say) 100 lb. of fodder, or on the calories or the protein ; 
and it is essential in assessing the efficiency of cow and 
hen that we should know what we are aiming at. It is 
possible, and indeed likely, that the order of merit 
would need revision if we considered the protein deriv- 
able by hen power from g given weight of fodder protein. 

This is clear from a recent article by E. T. Halnan™ 
of the Animal Nutrition Institute at Cambridge. 

Halnan, being an authority on poultry, naturally 
defends the animal of his choice from the obloquy 
cast on it by agriculturists and dietitians. It seems 
that she has been maligned as a manufacturer of first- 
class protein from the proteins of lower biological value 
in offals. According to Halnan’s estimates the hen 
converts 100 lb. of digestible fodder protein into 31-6 lb. 


8. Kendrick, P. and Elderling, G. Amer. J. Hyg. 1939, 29, 133. 
9. Meader, F. H. Amer. J. Dis. Child. 1937, 53, 760. 
10. North, E ye Keogh, E. V., Anderson, G. a Williams 


nd S. 
zp, Biol. med. Sci. 1939, 17 ; 275; North and 
Ande Med. J. Aust. 1941, 1, 754. 

11. Native. 2 Doud: 1941, 148, 335. ` 
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of egg protein, or into 18 Ib. of hen meat, whereas the 
cow can produce but 35-8 lb. from the same—a mere 
4-2 lb. more than via eggs. Moreover Halnan’s con- 
tention has been confirmed by the estimates of Leitch 
and Godden,'* who have been led to rate the hen not 
_ quite so high as Halnan when regarded as an egg-protein 
factory, but higher than he did as a converter of fodder 
protein into hen meat. Conversions by pig and bullock 
cannot hold a candle to those by cow and hen. 
then the rating of the hen by the Ministries of Food and 
Agriculture is false, and the question is pertinent now 
that first-class protein is so hard to come by and so 
expensive. It is when expense is considered that 
Halnan’s thesis is seen not to be so cogent. The egg 
- contains some 6-7 g. of first-class protein and costs the 
Government 33d. to produce; the pint of milk contains 
18 g. of first-class protein and costs 43d. In other words 
„it costs two and a third times as much to produce first- 
class protein via the hen as it does via the cow. From 
the point of view of economics the chivalrous defence of 
the hen by Halnan, Leitch and Godden is hollow. 
Where is the fault in their reasoning ? It is paradoxical 
that the hen is almost as efficient as the cow in producing 
first-class protein and yet her product is at least twice as 
expensive. The explanation must be that the hen is a 
small animal with a high body temperature (104° F.) 
and the cow a large animal with less body surface 
relative to its weight and a lower temperature (101° F.). 
Consequently the hen uses up many more calories in her 
daily avocations than does the cumbrous and voluminous 
cow. She is an uneconomical manufacturer of food 
because her overhead expenses are extravagant. There 
seems not much reason then to abandon the older priority 
ratings of the hen, nor to increase one’s own stock above 
the half-dozen which can be fed on household scraps. 


TOXAZEMIA OF PREGNANCY AND FUTURE 
PREGNANCIES 
DvuERING the past twenty years much attention has 
been focused on the important question of what effect 
is produced on the subsequent health of the patient by 


hypertensive toxemia of pregnancy. Most investiga- . 


tions of the subject are along one of the two main lines, 
First, large numbers of women who have previously 
suffered from toxemia of pregnancy are followed up for 
a long time with particular reference to the development 
of hypertension, albuminuria, retinal changes and im- 
pairment of renal function, and a study is made of the 
morbidity- and mortality-rates from cardio-vasculo-renal 
diseases among them. Secondly, large-scale investiga- 
tions are made to find what happens when su¢éh women 
are put to the specific and searching test of a subsequent 
pregnancy. Studies of these kinds have been in progress 
. during the past few years in many parts of the world, 
but the war has interrupted them here and on the 
continent and much valuable information has thus been 
lost. It is therefore heartening to find an important 
paper coming from the active Women’s Hospital at 
Melbourne. V. I. Krieger and R. M. Rome* collected 
426 patients who had had various types of severe toxemia 
of pregnancy and investigated them during their subse- 
quent pregnancies, which were gom 1 to 7 in number. 
These findings, in mnemonic form, were: a woman’s 
chance of a subsequent toxemic pregnancy is roughly 
1 in 3 after one toxæmic pregnancy, 2 in 3 after two 
toxæmic pregnancies, and 3 in 3 after three toxemic 
pregnancies. If she does not develop severe toxemia 
in the next pregnancy after the initial toxemia, only 
about 1 in 6 of her subsequent pregnancies is likely 
to be complicated by a severe toxemia. Krieger and 
Rome are thus in full agreement with Young’s suggestion 
that, if a patient has had two toxæmic pregnancies, 
further pregnancies should be prevented. Krieger and 
12. Leiteh, I. and Godden, W., Tech. Commun. Bur, Anim. Nutrit. 
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Rome also support the thesis that the earlier in pregnancy. - 


the albuminuria appears, and the longer it persists, the 
greater is the chance of recurrence in the next pregnancy. 
Their findings indicate,a toxemia recurrence-rate in the 
next pregnancy of 15% if the albuminuria in the initial 
toxemia lasted up to 4 days, of 40° % if it lasted 4-14 
days, and of 63% if it lasted 15 daysorover. They are 
so impressed by the seriousness of a prolonged albuminuria 
that they now terminate pregnancy in which the albu- 
minuria fails to respond to treatment within 6 days, 
whereas originally they placed the limit at 3 weeks. 
They do not find any great difference in late prognosis 
between ordinary severe toxemia, pre-eclampsia and 
eclampsia. Among other conditions, they found that 
over two-thirds of their cases of accidental hemorrhage 
were followed by severe toxemia in the next pregnancy, 
whereas pyelitis was hardly ever followed by a true 
toxemia. Chronic nephritis developed in 8% of their 
patients in the next few years after a severe hypertensive 
toxemia of pregnancy, but they did not find it any more 
likely to follow one type of toxæmia than another. 

In addition to ordinary clinical studies they performed. 
a large series of renal-function tests on these patients, 


during the initial toxsmic pregnancy and also in the © 


follow-up period. They used a urea concentration- 
excretion test which detects degrees of impairment of 
renal function intermediate between the severe grades 
with raised blood-urea and the ‘minor grades with an 
albuminuria only. Their figures show that some 
impairment of renal function is common in pregnancy. 
and continues into the puerperium, but usually clears up 
within about 2 months after delivery. But there ig no 
evidence in their paper that this impairment is in any 
way related to toxemia of pregnancy. If chronic 
nephritis is excluded, there is no significant difference 
between the findings during or after pregnancy in patients 
with any type of severe toxemia and in patients with an 
(Control 
figures for normal patients without a previous toxemia 
are to be published later.) Furthermore there is no 
significant difference between the incidence of unsatis- 
factory renal function in the initial toxæmic pregnancy, 


in subsequent normal pregnancy or in subsequent. 


toxzmic pregnancy. They conclude that the kidney 
is certainly not the primary cause of the toxzmias, but 
find the tests of value in differentiating cases of chronic 
nephritis. 


CHEST PAIN IN HYPOTHYROIDISM 


THE cardiovascular effects of myxcedema are no less 
striking than those of toxic goitre, though they are not 
so well known because of their relative rarity. Enlarge- 
ment of the heart may be conspicuous on the X-ray 
screen though difficult to detect clinically, and sometimes 
this may be accompanied by congestive failure, but 
usually there is a remarkable absence of symptoms of 
abnormal cardiac function. It has been noted that after 
a therapeutic thyroidectomy for heart failure the 
symptoms may be considerably relieved yet the heart 
does not diminish and may even increase in size. Simi- 
larly angina pectoris has been successfully treated by 
total thyroidectomy and yet it may be a symptom in 
spontaneous myxedema. The effect of thyroid extract 
on this latter type of case is uncertain ; sometimes the 
pain is relieved along with the other symptoms, in others 
it is aggravated. In Tur LANcetT of Sept. 13 (p. 310) Dr. 
Herman Zondek described a form of hypothyroidism in 
which chest pain is a feature. The characteristic clinical 
aspect—putfy face, thick dry skin, scanty hair and lethar- 
gic appearance—is lacking, but these patients.do present 
biochemical and circulatory changes usually relied on in 
the diagnosis of myxedema: low basal metabolic rate, 
increased blood cholesterol and decreased circulation- 
rate. Precordial oppression is common, and Zondek 
regards this as angina though from the details he gives 


> 
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this diagnosis seems hardly warranted, the sensation 


being typical neither of effort angina nor of infarction. 


angina. With the collapse, cold extremities and brady- 
cardia which may accompany the thoracic distress the 
picture seems identical with that of the vasovagal attack 
or Gowers’s syndrome. This is presumably what Zondek 
refers to when he mentions ‘angina pectoris vaso- 
motoria ’’ as entering into the differential diagnosis of 
his cases. A therapeutic test with thyroid extract is 
recommended for confirming the diagnosis and while this 
is valuable it should not be forgotten that thyroid extract 
may be of help in some conditions other than hypo- 
thyroidism through one or more of the physiological 
actions of the hormone. Two other signs described by 
Zondek are narrowing of the skin capillaries and enlarge- 
ment of the left ventricle, though only one of the three 
cases described showed this enlargement and this patient 
had systolic murmurs in all areas. The effects of thyroid 
deficiency deserve closer study, especially in its mild 
- forms, and a critical examination of Zondek’s cases shows 
how difficult the diagnosis may be. The thoracic distress 
in these cases is usually of a type which does not permit 
the diagnosis of angina pectoris, but when cardiac pain 
is encountered in frank myxcedema it is essential that 
thyroid extract be given with caution. This is especially 
so if there is reason to think that cardiac infarction has 
occurred. The initial dose of the extract should not 
exceed gr. } daily and the effect should be observed for 
at least a week before increasing it. Any aggravation 
of the pain would of course demand a reduced dose or 
complete withdrawal of the drug. 


HEALTH OF GERMAN TROOPS IN FRANCE 


In a lecture given to German army doctors in Nancy 
in the spring of this year, Gansslen ! reviews the health 
of one of the German armies during the preceding 9 
months. The general sickness-rate was low; this was 
attributed partly to favourable weather and partly to 
the unexpectedly rapid conclusion of the French cam- 


paign, which allowed the troops to settle soon into 


quarters almost as comfortable as those of peace-time. 
The chief epidemic diseases were those of the alimentary 
tract. Outbreaks of gastro-enteritis occurred, often 
traceable to contaminated food ; sometimes organisms 
of the salmonella group were responsible, but in the 
almost pandemic outbreak in the summer of 1940 
bacteriological investigation was inconclusive... Dysen- 
tery occurred fairly often, usually in mild form, Flexner’s 
bacillus being commonest and Shiga’s rare. Two small 


‘clinical points in its recognition are noted: that labial 


herpes, ocourring in 20-30% of cases of non-dysenteric 
gastro-enteritis, is rare in dysentery ; and that “ to him 
who has a fine nose the stale semen-like smell of the stool 
will suggest dysentery.” Among the sequels of dysen- 
tery the familiar arthritis was met with, arising in almost 
any joint.; and attention is drawn to urethritis and con- 
junctivitis, both of which are naturally liable to be attri- 
buted to other causes. A controlled observation of the 
effect of anti-dysentery serum on alternate cases (Shiga 
infections being excluded) showed that it had no clear 
beneficial action. Hypertonic saline given intravenously 
and blood-transfusions were valuable measures in the 
severest cases. A trial of sulphanilamide was begun but 
not concluded. Dysentery was largely confined to the 
low-lying or flat country in northern France and 
Flanders ; from the troops and prison camps in the well- 
drained, more thinly populated uplands of the Vosges 
it was almost absent. The German army in question 
was apparently not free from enteric fever, though cases 
were not numerous ; paratyphoid occurred oftener than 
typhoid. No mention i is made of the extent of preventive 
inoculation. Small epidemics of catarrhal jaundice © 
occurred without ascertainable cause. Cerebrospinal 
fever reached the peak of its incidence’ in the spring, 


1. Disch. med. Wschr. April 25, 1941, p. 455. 
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ànd then almost subsided ; its fatality was probably 
under 20%. Sulphanilamide or its derivatives is 
credited with influencing the severity and mortality of 
the disease, but Gänsslen is surprisingly lukewarm in his 
approval of it. There is no mention of chronic meningo- 
coccal septicemia. A small outbreak of zinc poisoning 
—not new to the Germans, who had already experienced 
it on the Westwall—with acute gastro-intestinal symp- 
toms was caused by the preparation and serving of salads 
in zinc vessels. 


MIDDLE-CLASS PROVIDENCE 

THERE is a wide gap between even a heavy bill from. 
a family doctor and the cost of a serious illness or opera- 
tion involving nursing-home and surgeon’s fees, and 
many peopie with moderate incomes who are well able 
to pay for ordinary medical treatment are stumped 
when faeed with an expensive emergency. Since 1921 
the British Provident Association has been tempering 
the wind to these semi-shorn sheep, lately Bristol has 
launched its Intermediate Contributory Scheme for 
them, King Edward’s Hospital Fund is sponsoring a 
provident scheme for London,’ and now Lord Nuffield 
has given, £150,000 to set up a Provident Guarantee ` 
Fund to encourage the formation of many more insurance 
schemes of this kind. The new fund will guarantee the 


- solvency of contributory schemes set up in the provinces, 


in Scotland, and in Northern Ireland to cover the cost 
of specialists and surgical treatment in hospital pay-beds 
and nursing-homes for the middle and professional 
classez. It is hoped that these provincial schemes will 
work alongside the hospital councils with which the 
Nuffield Provincial Trust is associated. The guarantee 
will be conditional on the scheme’s approval by the 
trustees of. the fund, and this benevolent supervision 
will enable the associations to offer their members a 
uniformity of benefit and facilities for transfer which 
are unusual in local enterprises. The address of the 
fund is 16, King Edward Street, Oxford. 


ECONOMY IN PHENOL AND ASPIRIN: 

THERE is need for economy in phenol and certain 
allied substances which have so far been readily available. — 
In a circular letter to hospitals and medical officers of 
health the Ministry of Health asks that phenol, salicylic 
acid, acetylsalicylic acid, sodium and methyl salicylate, 
and phenolphthalein should be used sparingly. It 
should not be difficult to devise substitutes for carbolic - 
acid itself and for phenolphthalein, but the salicylates, ` 
and especially aspirin, will be difficult to cut down. 
To be fully effective an appeal for reduction in the con- 
sumption of aspirin will have to be made to the public 
direct, for only a small proportion is now sold on pre- 
scription. Nothing will presumably be gained by giving 
phenacetin or phenazone instead, for these are also 
derivatives of phenol. Doctors can no doubt help by 
prescribing aspirin and the salicylates only when there 
is a definite indication for them, and where aspirin must 
be given repeatedly it may be found that a smaller dose 
suspended with tragacanth is as effective as a larger in 
tablet form. 


PECTIN AS A BLOOD SUBSTITUTE 
Tue provision of enough whole blood and serum or 


-plasma for use in shock or hemorrhage is not always 


easy, and new materials are being tried out as substitutes. 
Of the older substitutes, gum acacia accumulates in the 
liver and may depress protein regeneration, while gelatin 
is antigenic. More recently isinglass has been used with 
success,? but ‘this awaits confirmation. Meanwhile 
Hartman and his associates è suggest pectin solution 


1. Lancet, 1939, 1, 1390. 

2. Taylor, H. B. and Waters, E. T. Canad. med. Ass. J. 1941, 44, 
547; see Lancet, Aug. 2, 1941, p. 135. 

3. Hartman, F. W., Schelling, V., Harkins, H. N. and Brush, B. 
Ann. Surg. 1941, 114, 169. 


490 THE LANOET] | 


Its advantage, apart from ease in preparation, is that.a 
0-5% solution has about the same viscosity and osmotic 
pressure as whole blood. A simple solution is too acid 
and requires buffering to the correct pH. Good results 
were obtained in animal experiments and the substance 
was found not to be antigenic, neither did it depress liver 


function. Preliminary trials on human subjects showed ` 


that it was capable of raising the blood-pressure in 
shock and the rise was maintained during the time of the 
experiment. Though pectin is retained for a short time 
in the blood and liver it is rapidly excreted by the 
kidneys. It remains to be seen whether it will stay in 
the circulation long enough to overcome all tendency to 
shock. | 


SULPHADIAZINE AND SULPHONAMIDE E.O.S. 


THE observant physician has been learning in the past 
few years when and how to use each of the available 
sulphonamide compounds to the best advantage of the 
patient—sulphanilamide for streptococcal and coliform 
infections, sulphapyridine for pneumococcal, sulpha- 
thiazole for staphylococcal, and one of the last two for 
meningococcal and gonococcal infections. But many 
~ doctors are not so discriminating, and use sulphanilamide 
or sulphapyridine for all manner of infections without 
regard to the fact that the treatment may be more 
harmful than the malady. Sulphapyridine in particular 
needs to be used with care for not only may it upset 
the patient’s stomach and appetite but it also tends to 
form crystals in the urinary tract ‘unless the fluid intake 
is liberal, a tendency which it shares with sulphathiazole. 
Again, these drugs are often given in inadequate doses, 
and if this practice continues we may be faced with 
drug-fast strains of the common pathogens and infections 
which are entirely resistant to sulphonamide-therapy. 
Sulphathiazole seemed to have advantages over the 
earlier preparations, being effective against most of the 
pathogens and much less irritating to the stomach than 
sulphapyridine. It has two disadvantages, however, 
for it is very quickly excreted, so that a high concentra- 
tion in the blood is difficult to maintain, and at present 
supplies are limited. 

The maintenance of an adequate blood-level of the 
drug chosen without too frequent dosage (ill patients 
should not have to be wakened in the middle of the 
night) is most important, and sulphadiazine, the 
pyrimidine analogue of sulphapyridine, is endowed with 
the valuable property of producing a higher sustained 
-blood-level than sulphapyridine and sulphathiazole? 
with the same dosage. 
upset the stomach, and apparently is not concentrated 
in the kidney, as sulphapyridine and sulphathiazole are, 
so that there is less risk of kidney-damage. Finland, 
Strauss and Peterson? have lately reported the results 
obtained with sulphadiazine in.a variety of clinical 
infections among 446 adults. In the largest group of 
316 cases of pneumonia there were 178 cases of primary 
pneumococcal pneumonia, of whom 19 (10-7%) died, 
which may be compared with a fatality of 16-3% 
among 687 patients treated the previous year with 
sulphapyridine or sulphathiazole with or without specific 
antiserum, Of the 19 patients who died, 8 were mori- 
bund on admission and 9 of the others were old people 
‘who died after the pneumonic infection had apparently 
been overcome. Complications were relatively few and 
three-quarters of those who recovered were afebrile 
within 36 hours of beginning treatment. There were 
29 cases of staphylococcal pneumonia, occurring mostly 
as a complication of influenza. Some of these responded 
‘promptly to sulphadiazine, others ran a more chronic 
course with abscess-formation and pleural effusion ; 
6 of them died. The usual course for adult patients 

See Lancet, 1941, 1, 217. 
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with pneumonia was an initial dose of 2—4 g. followed by 
1 g. 4-hourly until the patient had been afebrile for 3-5 
days, which usually meant treatment for 6 days with a 
total dosage of 40 g. or less. Finland and his colleagues 
thought the results compared favourably with those 
obtained with the earlier sulphonamide preparations or 
with serum. They were also impressed with the effect 
of the drug in tonsillitis, erysipelas and acute, but not 
chronic, urinary infections. Their 4 cases of pneumo- 
coccal meningitis treated with the drug all died. Toxic 
symptoms were of the kind which other drugs of the 
sulphonamide series produce but were on the whole mild 
and infrequent. One patient developed ureteric colic 
with hematuria followed by anuria which was relieved by 
ureteral catheterisation. Sulphadiazine was also used with 
good results by Dingle, Thomas and Morton? in the treat- 
ment of 13 cases of meningococcal meningitis and 1 case 
of meningococcal septicemia: 1 patient with meningitis 
died ten hours after admission. Dowling and others ‘ 
employed much the same dosage as Finland in their . 
115 patients with pneumococcal pneumonia, though 
lately they have raised the initial dose from 2 g. to 4 g. 
or even 6 g. In their whole series the fatality was 
11-3%—the same figure as in their previous series. on 
sulphapyridine, but it was only 6-3% in the 64 patients 
in whom sulphadiazine was begun with in the first 
four days. Serum in addition was given in 16 older’ 
patients, of whom 2 died. Toxic effects were very 
slight, and never made it necessary to stop giving the 
‘drug by mouth. 

Mutch® has lately described his experience with 
sulphonamide ethyl-«-sulphonate, prepared by Imperial 
Chemical Industries. This compound is-freely soluble 
in water, is of low toxicity and is hydrolysed in the body 
with the liberation of sulphanilamide. Mutch has used 
it in a variety of infections and he reports a representa- 
tive series of 34 cases of meningococcal meningitis with 
a fatality of 9% and few unpleasant side-effects. The 
molecular weight of Sulphonamide E.O.S. is nearly twice 


` that of sulphanilamide, so that larger doses must be given, 
but Mutch suggests that since it can be administered in 


an almost tasteless solution it may prove particularly 


useful for infants and fastidious, vomiting or comatose 


patients. 


HEALTH OF THE INDUSTRIAL COMMUNITY 


IN years to come 1940 will count as a significant one 
in the long struggle for improved labour conditions. 
War has acted as a catalyst and brought about large- 
scale organic changes which in peace-time would have 
seemed impossible. It would be facile to: call these 
changes a bloodless revolution, for there was at the same 
time an- increage in industrial accidents as well as an 


` intensification of aerial bombardment of the industrial 


towns. One side of this great story can be read in the 


-annual report of the Chief Inspector of Factories sum- 


marised on another page. The report which has lost 
its familiar blue cover and its statistical tables contains 
an account of all the important developments during 


‘the year leading to improved welfare conditions, the 


term ‘‘ welfare’? being used in a broad sense to connote 
not only the comfort but also the well-being of the workers 
and to include measures to prevent accidents and to 
maintain health. As far as it goes the report is satis- 


fying, but medical readers will-regret the omission of 


anything helpful about industrial diseases and poison-. 
ings, which is peculiarly unfortunate when so many of 
them are facing for the first time some of the major 
problems of factory life. Steps should be taken to cir- 
culate a fuller version of Dr. J. C. Bridge’s, report among 
the doctors whom it so closely concerns. 


3. Dingle, J. H., Thomas, L. and Morton, A. R. Ibid., D. 2666. 

4. Dowling, H. F., Hackman, O. R., Sugar, S. J. and Feldman, | 
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. THE present war must bring about great changes in: 


the organisation and practice of medicine in this country, 
and by general consent many changes are long overdue. 
In face of this prospect it is the business of all those 
interested to take counsel with a view to directing 
developments into proper channels. Not least important 
is the place of pathology and the function to be filled 
by laboratories and laboratory workers. 

The standard of academic teaching and research 
maintained by the medical schools and research institu- 
tions of this country is high, but clinical practice has for 
more than a generation been slow in embodying the full 


possibilities of laboratory work. Only recently patho- 


logy, bacteriology and biochemistry and their allied 
studies were being referred to as ‘ ancillary ” to clinical 
medicine. The war of 1914-18 revealed a similar 
-schism between the clinical practice of medicine and its 
basic sciences in this country, and clinical units were 
established in certain of the London teaching hospitals 
to restore unity within the body of medicine. How 
far the gap still remains open can be judged by all who 
have been in contact with the graduates of the medical 
schools over the last twenty years. The clinician by 
the bedside may now ask for more laboratory tests than 
his- predecessor of a generation ago, but increasing 
demands on his time make it difficult for him to keep 
sufficiently in touch with the many possible lines of 
investigation to enable him to select the most appro- 
priate and gauge correctly the values to be attached to 
the bare results of laboratory procedures. The labora- 
tory worker on his side has often chosen this branch of 
medicine because of lack of interest in the clinical side. 
Purely academic research, in the long run of deep 
importance, has been and will continue to be done by 
workers not interested in and divorced from clinical 
medicine; but for the immediate treatment of the sick 
there is required a body of medical men and women 
fully acquainted with all the details of laboratory 
technique in its application to clinical medicine, and 
interested equally both in clinical and laboratory work. 
. Only those so trained and equipped are in a position to 
direct, or help to direct, both the laboratory investigation 
of clinical problems and the interpretation of results. 

The field to be covered by such workers may for lack 
of a better term be described as clinical pathology. 
This term has been regarded with some disfavour in 
academic circles in this country, partly because it is 
something of a hybrid including all the basic sciences of 
medicine which form, in acadèmic institutions, the sub- 
jects of separate departments or even professorial chairs ; 
and partly because of the misguided activities of some 
of its earlier practitioners. 


” THE PLACE TO BE FILLED 

Clinical pathologists are now attached to all the larger 
non-teaching hospitals and even before the war the 
demand was increasing ; the development of the E.M.S. 
hospital service has led to a call for many more than are 
now available and inducements are being offered to 
promising young medical men and women to take up 
this branch of work. The E.M.S. is a living and growing 
concern and it is clear that it cannot remain merely 
‘“ emergency ” ; it is developing and will continue to 
develop as an integral part of the nation’s medical service 
and in. so doing must profoundly affect the whole future 
of medical practice. It is proper at this time to consider 


the rôle of clinical pathology in the nation’s medical - 


organisation, and the future status of its practitioners. 
Naturally it can only properly be practised by those in 
close and. continuing touch with clinical medicine. 
‘From this it follows that its seat must be in laboratories 
forming'an integral part of large and active hospitals. 
Neither the laboratory established by a local authority 

for the purpose of dealing with public health pathology 
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and bacteriology, the university laboratory maintained 
for the purpose of teaching and research, nor the isolated 
laboratory of any sort is fitted for the proper pursuit of 


clinical pathology. It can only function efficiently ina . 


lanor s oiy which is part of an institution for the care of 
e sick. io 

Clinical pathology must, then, be closely bound to the 
national hospital service ; in the E.M.S. it is already so 
bound. It is evident that the national hospital service 


is even now entering on a phase of rapid evolutionary 


change arid it seems likely that this change will proceed 
along the lines of regionalisation.. The British Hospitals 
Association has long been working for the regional group- 
ing of the voluntary hospitals; for E.M.S. purposes 
such regional grouping: of hospitals is already in being ; 
the work of the Nuffield Provincial Hospitals Trust is, 
with the support of the Minister of Health, already begin- 
ning to make itself felt, and there is reason to hope that 
there will in due course appear a hospital service cal- 
culated to meet all the hospital requirements of the 
nation and including without distinction all hospitals— 
voluntary (both teaching and non-teaching) and muni- 
cipal. The country will for hospital purposes . be 
divided into a number of regions and these again into 
divisions, each centring round a key hospital. Most of 


‘the regions will contain a teaching hospital; this will 


serve as the key hospital of its own division and should 
occupy a unique position among the key hospitals of 
the whole region. Its position, however, must depend 
on its own merits and be that of “‘ primus inter pares ” 
rather than one of unquestioned supremacy. All key 
hospitals will require their own departments of clinical 
pathology . and around these will centre the work of 
their divisions, including work for the hospital itself 
and for the area covered by the hospital. 

The proper functioning of the clinical pathological 
department of an active hospital must bring it into 
contact with’ every department of the clinical work of 
the hospital. It should not merely be a place where 
specimens are examined and reports on them issued. 
The place of the clinical pathologist is in the wards as 
well as in the laboratory. It is his business in consulta- 
tion with the clinical staff to assist in determining the 
lines to be pursued in the investigation of clinical ` 
problems and the interpretation of results. -Much of the’ 
work at the bench must be performed by skilled tech- 
nicians, but it is his duty to see that it is properly done, 
and it is he who must introduce new techniques as they 
become available and generally see that the work of his 
laboratory is kept at a due pitch of efficiency ; and he 


' must ensure that full and proper use is made of the 


facilities of his department. This entails close touch 
with the clinical staff. He must also be vigilant against 
the clogging of the laboratory by specimens sent down 
as a matter of unthinking routine, the examination of 
which can have no real bearing on investigation or 
treatment. | ; . 

A DOMICILIARY SERVICE 


- The needs. of the division, apart from those of the 


hospital, can to some. extent be met by the delivery at 


the laboratory of specimens for examination. Such an 


. impersonal service, however, can no more meet the needs 


of the community as a whole than it can that of the 
hospital. The clinical pathologist must be available in 
person to assist, in consultation, in the investigation of 
clinical problems outside as well as inside the hospital. 
The clinical. pathological service must be domiciliary as 
well as institutional. As matters now stand such 
domiciliary consultations with the clinical pathologist 
are available only to those in a position to pay con- 
sultants’ fees. A national service must minister to the 
needs of the whole community, not excluding its less 
prosperous members. The provision of such a domi- 
ciliary service offers no insuperable difficulties. The 
details of its constitution may well differ from region to 
region and from division to division. In some key 
hospitals certain of the clinical pathological staff might 
elect to serve on a part-time basis, devoting some of 
their time to private practice ; these might possibly be 
those sojourning only temporarily in the service with the 
intention of proceeding later to purely clinical work. 
Alternatively the domiciliary work might be undertaken 
by the whole-time staff and the fees accruing from it 
be placed to thé credit of the service. There are 


` suitable to all areas. 


~ 


‘scope of clinical pathology ; 
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advantages and disadvantages in both systems and it 
would be desirable that for a time both should work 
side by side ; the course of events would show the system 
most worthy of adoption. Early standardisation is not 
desirable, and might prove never to be desirable: events 
might well show the same system not to be equally 


Any hasty and ill-considered attempt to impose a 
rigid uniformity on the clinical pathological (as on any 
other) part of the national hospital service would be 
disastrous. ‘The national hospital service even as now 
existing offers one of the best examples of our traditional 
genius for devising and maintaining locally institutions 
suited to local needs. It is accepted that the national 
hospital service must receive financial assistance from 
the state and the acceptance of financial assistance 
naturally carries with it certain obligations ; the fulfil- 
ment of these obligations must not entail the sacrifice 
of local effort and initiative and its replacement by 
bureaucratic rule. It is a wise saying that ‘it is an 
injustice, a grave evil and a disturbance of right order 
for a larger and higher organisation to arrogate to itself 
functions which can be efficiently performed by smaller 
and lower bodies.” The national hospital service of the 
future must allow to its component hospitals a.degree 
of autonomy ‘subject only to the general direction of 
divisional and regional hospital councils, on both of which 
the hospitals should be able to make their voices heard. 


CLINICAL PATHOLOGY AND PUBLIC HEALTH 


Clinical pathology must necessarily have contacts with 
what is usually described as public-health pathology. 
The concern of clinical pathology is the individual case 
and that of public-health pathology the community as 
a whole. The two spheres impinge on each other and 
it is neither possible nor desirable to draw any exact 
frontier between the two. Much confusion has resulted 
from the habit of regarding the sphere of public health 
as comprising anything ordained or governed by adminis- 
trative statutes. Because there is a statutory obligation 
on local authorities to arrange for the examination of 
throat swabs for diphtheria this is regarded as coming 
within the scope of public health. It may and usually 
does so, but it also falls within the sphere of clinical 
pathology. The same thing applies to all forms of 
examinations in connexion with disease. epidemic or 
likely to become so. From the standpoint of the 
individual patient these examinations fall within the 
from the standpoint of 
the epidemiologist they fall within the scope of public- 
health pathology. i 

The matter is further complicated by the fact that the 


laboratories of many hospitals throughout the country 
undertake the public-health work for their areas. i 
is not the primary business of the hospital laboratory 


This 


but the work brings much-needed financial assistance 
to the laboratory—in many cases it is its main source 
of income, without which it would never have been 
established and could not be maintained. Under the 


regionalised system envisaged by the Nuffield Trust the - 


hospital would. be free of the necessity of seeking 
extraneous sources of income for the maintenance of 
its laboratory. ‘The laboratory and its service would 
become a part of the regional (and through it of the 
national) hospital service and would be in a position to 
extend its full energies within its proper field of clinical 
pathology. | 

With the development of municipal hospitals, local 


| authorities have found themselves under the necessity of 


arranging for much pathological work for individual 
patients in their charge; because performed under 
statutory sanction or obligation this work has also come 
to be regarded as falling within the definition of public 
health. The fact that it is performed under statutory 
sanction, however, does not alter the fact that such 
work for hospital patients falls within the scope of 
clinical and not of public-health pathology. In many 
instances local authorities have established laboratories 
in the hospitals under their charge. This is the right 
and proper course ; such hospitals with their laboratories 
occupy @ place in the hospital service of their region. 
In other areas, in which local authorities have in the 
past established central laboratories for dealing with 
the pathology and bacteriology of epidemic disease, the 
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clinical pathology of all the municipal hospitals has been 
centred on these laboratories. This entails the trans- 
port of specimens from the hospitals to the central 
laboratory, and renders impossible that close and con- 
tinuing touch with clinical work on the part of the 
laboratory staff essential for the proper practice of. 
clinical pathology. These central laboratories, have an 
important function to fulfil in the national medical 
service: that function, in fact, for which they were 
established—to deal with the mass control of epidemic 
diseases. At present their work is largely confined . 
within their own walls. Measures for the full control 
and investigation of epidemic disease must extend into 
the field, and must take the staff outside the laboratory 
into the hospitals and the homes of the people, not 
primarily for the purpose of investigating the individual 
case but to control the spread of epidemic disease.. The 
field laboratory unit until lately did not exist in this 
country. Some are now fully embodied and others exist | 


‘in a skeleton form; workers in one such unit have 


testified to me with enthusiasm about the value and the 
interest of the work. In such units the public-health 
pathologist and the clinical pathologist must work side 
by side, but the control of such units would fall to the - 
central public-health laboratory of the region concerned. 
PERSONNEL ae 
The clinical pathological service must be the concern 
of the key hospital; among these will be both those 
with and without medical schools. In addition to their -- 
other functions the departments of the teaching hospitals 
will be concerned also with the teaching of students ; 
their staffs will on this account require to be larger than 
those of non-teaching hospitals. | 
In the medical schools of teaching key hospitals there 
may be departments of pathology, bacteriology and 
biochemistry, each under the direction of a separate 
head and each with its own laboratories. The existence _ 
of such departments, whether separately or under one 
head, will not obviate the need for a hospital department 
director. Whether 
in teaching or. non-teaching hospital the director will 
require to be one of sound clinical training, well grounded 
in physiology and thoroughly acquainted with all 
branches of laboratory work in relation to clinical 
medicine, though not necessarily equally adept in all. 
The director of clinical pathology in a teaching hospital 
will have the immense advantage of ready access for 
assistance and advice to the staff of the academic 
departments, and such posts will naturally attract the 
best workers in the field. In both teaching and non- 
teaching hospitals the director will require the assistance 
of a staff varying in size with the size and activity of 
the department. 

_ From the assistants in the department of key hospitals 
will be‘drawn the future directors of the national hospital 
laboratory service. Not every medical graduate has 
that taste and aptitude for the combination of clinical 
and laboratory work which must go to the vocation to 
clinical pathology. No assistant should be admitted to 
the staff of the department of clinical pathology until 


- he or she has done at least one year in house posts, in 
-= the course of which evidence of the vocation should have 


shown itself. A period as assistant in the laboratory 
of one or more of the special departments of a teaching 
key hospital would be a valuable part of the training of 
the assistant clinical pathologist ; this period might be 
taken at any time after he had done his resident house 
course, preferably after a term of apprenticeship as junior 
assistant in the department of clinical pathology ; but 
it should by no means serve as a substitute for such a 
junior assistantship. , 

The most junior assistants in the department of clinical] 


pathology would be on the same footing as the resident 


house-officers. For one year at least, and possibly | 
longer, they should live in the hospital. This is essential 
for the sake of both the hospital and the officer: for 
the hospital because the services of the hospital must be 
available throughout the twenty-four hours, and for 


‘the officer because by living in the hospital as a member 


of the residents’ mess he can best attain that close and 
continuing touch with clinical medicine which is so 
necessary a part.of his training. While resident the 
salary and emoluments of the assistant clinical pathologist | 
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would be at the same rate as that of other house-officers 
of comparable seniority and such posts would be whole- 
time. .. ; | 

The remuneration of the heads and non-resident 


assistants of the clinical pathological staffs of the key 


hospitals remains to be determined. As things are, the 
clinical pathologist attached to a voluntary hospital 
depends partly on remuneration by the hospital and 
partly on private work. The remuneration from the 
hospital may be financial or may take the form of the 
tight to use the hospital laboratory for private work, or 
both. Inthe municipal hospitals the post of pathologist 
is usually salaried, pensionable and whole-time. There 
is something to be said for and against both systems 
of remuneration. For partial remuneration with the 
right to private practice it can be urged that this system 
enables the hospital to get the services of a pathologist 
more cheaply than if it had to pay in salary his full 
market value; under a regionalised hospital system 
with financial assistance from the state this argument 
would largely lose its cogency. But the contacts with 
patients and medical practitioners attained in the course 
ef private practice are valuable in the development of 
the pathologist. Against the system is the objection 
that where the treasure is there will the heart be also ; 
and that the temptations of private practice may seduce 
the pathologist into neglecting his hospital work. The 
salaried whole-time system makes it possible for the 
pathologist to give the whole of his time and energies 
to the work of his hospital. It suffers from the dis- 
advantage that whole-time posts may attract the un- 
ambitious and unenterprising, and that even the most 
promising once ensconced in a safe job with reasonable 
salary and the sure and certain hope of a comfortable 
pension may lapse into lethargy and desuetude. Ideally 
it should be possible to devise a system under which 
merit would ensure advancement and its absence 
elimination ; but experience shows how difficult this 
may be under the terms of human institutions. 

_ Advocates of both systems of remuneration are to be 
found among clinical pathologists of all degrees of 


_ experience and seniority. Granting that the terms of 


remuneration are reasonable I have heard both senior 
workers of long and varied experience and juniors only 
recently entered on the field unite to speak in favour of 
a whole-time service. The subject calls for wide dis- 
cussion and exchange of views. Good work has been 
and can be done under both systems and a hasty decision 
in favour of the universal application of either would be 
highly undesirable. Arrangements suitable to one type 
of hospital or to one group of hospitals are not neces- 
sarily so to all. | 

- Under a regionalised hospital service clinical pathology 
would form part of the regional and national hospital 
services. Under a system of modified individual auto- 
momy on the part of the key hospitals the terms of 
employment offered to clinical pathologists by individual 
hospitals might, at any rate in the earlier stages of 


- development of the system, differ to some extent. The. 
esirable terms would in time become apparent. . 


most 
The establishment of clinical pathology within the 
national hospital service would make this branch of 
medicine far more attractive to future generations of 
medical men and women. Up to the present the beginner, 


jin attaching himself to a non-teaching hospital, has: 


had to face the’ realisation that in so doing he has 


established himself in a post from which there is little’ 


likelihood of his translation. In a regionalised national 


service the beginner ‘would be starting at the foot of a. 


ladder which might bring him eventually to the highest 
places in the -national service. Further, instead of 
having to work in comparative isolation the clinical 
pathologist attached to a key hospital would be in a 
position to maintain constant touch with other workers 
in his region, to specialise in any subject of particular 


interest to himself, to assist others in this and to receive 


from others help and advice in their own specialties.. 

Such a national service in clinical pathology could not 
fail to become a great force in the advancement of 
medicine. The need for it is shown by the repeated 
representations .of practitioners under the National 
Health Insurance Acts for the inclusion of facilities for 
laboratory investigations in the panel benefit, and by 
similar 


demands by the British Medical Association. | 


That the need has not before now become so apparent 
and urgent as to force Governmental action is due to 
the efforts of the voluntary hospitals which have made 
a partial service available through their outpatient 
departments. It is right that further developments 
should continue along these lines with the national 
service in clinical pathology embodied in the national 
hospital service. In the development of both it is 
essential for safety to steer a course between over- 
centralisation and laissez faire. For development’ to 
proceed along the proper channels guidance must come 
not by edict from above but through the united ‘effort 
of all those comcerned. 


MEDICINE AND THE LAW 


Refusing Consent to Amputation 


A PARENT who “ wilfully neglects ”. a child by failing 
to provide adequate medical aid commits a misdemean- 
our. It was held in Oakey v. Jackson in 1914 that the 
refusal to allow an operation for adenoids might amount 
to neglect. Recently a father was indicted at Glamorgan 
quarter sessions for neglecting his six-year-old son (who 
was suffering from tuberculosis of the left knee) by refus- 
ing to allow amputation of the limb (R. v. Imms). The 
prosecution offered medical evidence that, while the 
operation might prove fatal, the boy would die if no 
operation was performed. Dr. Alex. Brownlee, medical 
superintendent of the Glan Ely hospital, gave the history 
of the case. The patient had been most carefully nursed 
for 14 months; he was able to walk when he was dis- 
charged. Last April, however, he was readmitted to 
hospital. His condition was progressively deteriorating ; 
he was beginning to suffer from chronic poisoning of the 
system due to the diseased knee. ‘If the life of the 


-child is to be saved,” said the witness, ‘‘ this amputation 


should be performed.” It was impossible to save the 
limb ; operation was the only hope of saving the boy’s 
life; the patient’s condition was becoming so serious 
that it would soon be too late to operate; ‘‘ I think he 
will die if it is not done.” A consulting surgeon con- 


firmed this view. The father explained that he refused 


because he was afraid that the shock of the amputation 
would kill his boy ; even if he recovered, he would be a 
cripple for life; ‘‘ if I consented to the amputation and 
Terence died, I should have signed his death warrant ; 
if I thought he would recover, I would consent at once.’’ 
His counsel took the points that the father had never 
been told of the boy’s life being in danger and that the 
refusal was not absolute—not ‘‘.] will never consent ” 
but merely “‘ I will not consent at this stage.” The jury 
returned a verdict of “ not guilty ’’ without leaving the 
box. l 

After a long series of enactments and re-enactments 
the law is now to be found in section 1 of the Children 
and Young Persons Act, 1933. Judges have construed 
“ wilfully ” as done deliberately and not by inadvertence, 
“ neglect ” as the absence of such reasonable care as an 
ordinary parent would reasonably use for the care and 
protection of the child. So said Lord Russell of Killowen 
in R. v. Senior (1899) where a nine-months-old infant 
died of diarrhcea and pneumonia and the prosecution 
proved that life would certainly have been prolonged 
and in all probability saved if medical assistance had 
been provided. R. v. Morby (1882), where the child 
suffered from confluent smallpox, had shown that the 


parent: could not be convicted unless it was proved that 


death was caused or accelerated by the omission to call 
in medical aid. Subsequent prosecutions of persons 


-holding the faith of the Peculiar People, who refused to 
‘call in a doctor because they bona fide believed such a 


course to be wrong, established that the fact of con- 
scientious objection was no defence to a charge of man- 
slaughter if the neglect to call in medical aid accelerated 
the death of a child in the care or custody of the accused. 
The Senior case showed conclusively that honest religious 
belief did not avail the accused. It is one thing, how- 
ever, for judges to lay down the law-and another thing 
for juries to,convict-a father whose obvious affection for 
his son has placed him in a tragic lemma. The almost 
superstitious reluctance to-allow surgical operations is 
a survival of which practitioners cannot fail to be aware. 
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“AN UNDERGROUND EMERGENCY HOSPITAL 


FOR AIR-RAID CASUALTIES - 
BY THE COMMANDANT OF A GENERAL HOSPITAL 


WHEN he has completed the organisation and equip- 


ment of his hospital for war service the first duty of a 
commandant is to decide what he will do if it becomes 
unusable in consequence of explosion, fire, interruption 
of water-supplies or the presence of delayed-action 
bombs. Theoretically such a situation is met by 
switching casualties to another hospita¥ but in heavy 
raids this may prove impracticable for many reasons— 
it may be impossible to communicate immediately with 
the officer in control of ambulances, and roads may be 
so blocked that alternative routes to other hospitals are 
not easy to find. In any event, by prolonging the 
journeys of the wounded, and by condemning to in- 
activity the staff of a hospital when its services are most 
required, switching is not an ideal solution of the problem. 
I therefore decided to find and equip premises as a sort 
of reserve or second line to which staff and casualties 
might rapidly be transferred so that surgical work might 


- continue during a blitz if the hospital was damaged or 


overcrowded. 
CHOICE OF A SITE 


From every point of view it was desirable that such 
reserve accommodation should be safer than that of a 
civilian hospital built to let in light and not to keep out 
bomb splinters; that it should be as far as possible 
immune from the nuisances of breaking windows and 
noise ; and that its provision should not involve heavy 
initial cost or constant expense jn overhead charges during 
quiet periods, or an idle staff permanently in residence for 
its care. Eventually I approached the general manager 
of a large store. This steel and concrete building is 
within 300 yards of my hospital and has an island site. 
There are nine floors and two of them are underground ; the 
lowest is used for storage and has a subterranean passage 
for the delivery of merchandise. The passage slopes 
away from the shop and would protect it from serious 
flooding. The next floor—the basement—is used for 
shopping, and contains a kitchen and a restaurant in 
which thousands of light meals are served daily; there 
are numerous lavatories and several lifts, two of which are 
designed for heavy goods and communicate directly with 
a covered bay and a loading platform for lorries. There 
are also several wide staircases. In another part of 
England similar premises belonging to the same firm 
suffered several direct hits in one night from heavy high 
explosive and were set on fire by oil bombs. Great 
damage was done and the lowest floor was flooded, but 
the basement remained intact. 

With the consent of the hospital officer I proposed 
that space in the basement might be set aside for the 
construction of an efficient operating-theatre, an X-ray 
room and the installation of sterilising equipment ; that 
arrangements should be made for the rapid clearance of 
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goods from the floor in an emergency, so that hospital 
beds could be set up as space became available; and that 
the kitchen should be used for feeding patients.- Access 
to the basement during an air-raid was to be by the 
covered lorry bay which was well adapted for the un- 
loading of ambulances and by the heavy goods lifts 
which would take stretchers. ‘These proposals were 
approved by the board of the store, who generously 
decided not only to make no charge for the use of their 
valuable premises but -also to provide similar facilities 
in other large towns if the arrangement proved useful. 


- With the skilful and enthusiastic coöperation of the staff 


all the structural alterations, plumbing, painting and 
wiring were completed in three wéeks. 
(exclusive of equipment) was about £1000, though it 


would have been larger but for the generosity-of the firm. .- 
Later the mayor collected funds privately for the pro- — 


vision of an engine and apparatus to generate an inde- 
pendent electrical supply for light and X-ray work if the 
city mains were cut. 


SCOPE AND EQUIPMENT 


In its final form the nucleus of the underground 
emergency hospital had a floor space of 2867 sq. ft., which 
could be extended to nearly 8000 sq. ft. It is separated 
from a busy shop by interlocking wooden screens. The 
theatre measures 620 sq. ft., and is designed for three 
tables, but it will take four when necessary. It is ven- 
tilated by forced draught through fine gauze screens. To 
test its efficiency several operations were done in it 
(including a bone case) before it was used in a raid. No 
sepsis occurred. Sterilising is done by electrical heating. 
If the current fails there are gas boilers in the kitchen and 
ji a last resort oil stoves. Eighteen beds are kept ready 
or use. 


are placed, to be carried to other bedsteads as they are 
put up. Within an hour, space in the shopping area can 
be cleared for fifty beds, and within two hours a hundred 
and twenty beds are ready for use. The important work 
of clearing goods is carried out by the store night staff 
when they receive warning from the hospital, and the 
speed and efficiency with which it is done is astonishing. 
oe orders for the use of the basement are now as 
ollows :— 


1. When 25 casualties have been admitted to the general 
hospital the store will be warned and will assemble their 
cleariny staff. 

2. When 50 casualties have been admitted to the general 
hospital, the basement will be cleared and nursing and 
registration staff will be transferred to it. 

3. When 75 casualties have been admitted to the general 
hospital, ambulances will be sent to the store until 75 cases 
have been admitted ; thereafter the casualties will be divided 
equally. At this stage medical and surgical staffs go to the 
basement. 


The bed space is enclosed by interlocking screens and 


can always be adjusted to the number of patients—the 
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Some of the eighteon beds ready for use at a moment’s notice. 


The total cost 


On each of these five extra mattresses (with. 
sheets and blankets spread and tied to them with string) 
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hospital expands and contracts like a sigante concertina. 
For the separation of sexes light ward screens are used. 
A refrigerator and equipment for the blood-transfusion 
service have been installed, and supplies are changed 

ly. A bed-pan washer has been connected to 
‘the lavatory drain. 


IN ACTION 


The most severe test of this new model hospital 
occurred early this year. One night, when switching 
soon became impossible, a large number of casualties were 
~ brought to the general hospital. One-third of these 
‘were sent on to the store and were admitted within an 
hour. Work in the theatre began shortly after midnight 
(15 minutes after the first admission) and by 9.30 next 
morning over 70 cases had been dealt with (including 
several abdominal wounds) and most of these had been 
X rayed. The remainder did not require, or were unfit 
for, urgent surgery. The general hospital later became 
unusable and was evacuated ; for a week, while. repairs 
were carried out, the underground hospital remained 
fully extended and dealt with casualties in the centre of 
the cìty. Most of the patients admitted to the basement 
EN evacuated within 24 hours; all of them within 

ys. 

The X-ray department contains a 4-valve shock-proof 
unit with tilting couch and screening apparatus. It cost 
£1000 and was provided by the hospitals of the city in the 
hope that the Ministry of Health would reimburse them 
for it later. It has been suggested that we have been 

extravagant and should work with a smaller mobile set ; 
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I do not agree. In my hospital we have dealt with over 
1500 air-raid casualties and experience: of them has 
taught me that efficient radiology is indispensable. For 
efficiency the X-ray room must be easy of access from 
the theatre and its plant must be capable of continuous 
use. Localisation of foreign bodies and the treatment 
of fractures is controlled by screening. We use very 
few films, and they are mostly required for dubious 
“abdominal perforations in fat people and for possible 
penetrations of the skull. No light set, I am informed, 
will long survive the amount of screening that we have 
several times employed. The work is mostly done by 
‘the sisters, technicians and students of the radiological 
department, since there are not enough expert radiologists 
for blitz work. Fortunately the technique is simple— 
` even a physician can learn it in quite a short time. 

I have read much about the organisation of staffs of 
hospitals ; the writers have been concerned to define 
exactly the proper functions of a surgeon and a physician 
in times of stress. Most of them seem to miss the 
essential point—that the best organisation of any staff 
is that which is best adapted to the capacity of the 
individuals that compose it. I find it difficult to think 
of any of my colleagues as a surgeon or a physician ; 
possibly it is the rude air and manners of the provinces 
that keep my friends from neatly falling into patterns 
orthodox and convenient for classification; they 
remain peculiarly, distressingly, and sometimes emphatic- 
ally, individual. With material so unruly I have yielded 
to the belief that organisation of staffs should vary from 
hospital to hospital and that the organisation of a par- 
ticular hospital should be elastic enough to permit 
variation of routine to suit the individuals who are doing 
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-was less and the work was more easily done. 
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Part of theatre 17 ft. below ground. 


the work at a particular time. Matron assures me that 
the same is true of nurses. This digression is not 
entirely irrelevant to our underground annexe. The 
first essential to the successful working of such a place 
is a supply of nurses capable of taking the theatre. This 
can only be obtained by rapid and intensive training, 
which involves frequent changes in the staffs of theatres 
and interferes with their normal slick civilian routine. 
The surgeon who will tolerate this for the larger good is 
above rubies. 

I have reached two other conclusions : first, that the 
place for a skilled and active surgeon in & blitz i is in the 
theatre. There he may well supervise juniors at two or 
three tables, but he should not leave the theatre except 
to visit the X-ray room. Secondly, competent physi- 
cians are well able to decide the best order in which cases 


‘should go to the theatre and to supervise resuscitation. 


In general they should work with the same surgeons 
‘but this should not be a rigid rule. 

Our aim in a heavy raid is to keep six to eight tables 
going (three or four in the main hospital and three or 
four in the underground annexe) as long as casualties 
require treatment in the theatre. We have found. that 
by keeping the surgeons in the theatres, by arranging for 
X-ray work close by, by training larger numbers of nurses | 
for theatre work and, by using physicians for sorting and 
resuscitation we can deal. with two or three patients 
every hour at each table over a long period. . 


CONCLUSION 


This experimental underground hospital has shown 
that it is possible to provide a reserve of theatre accom- 
modation, X-ray facilities and beds in large cities at 
very small capital cost. There are no running costs in 
quiet times, since: all fire-watching and caretaking are 
included in that of the main building in which it lies. 
Daily dusting and cleaning parties only are required. 
In view of the destruction of civilian hospitals our 
experience may prove to be important; but I want to 
draw particular attention to another aspect. The 
basement during a blitz has a great appearance of safety ; 


the noise of bombs and barrage is hardly audible and there 
is no flying glass. 


As a group, patients admitted to it 
recovered more rapidly from shock than did those who 
went to the parent hospital ; and the strain on the staff 
From an 
administrative point of view it was convenient to have 
only one class of case—air-raid casualties—to care for. 
In the parent hospital, when rapid evacuation of some 


‘wards was necessary, there was inevitable confusion and 


delay in the corridors where the staff tried to sort out 


‘by the light of a torch ‘‘ the perforated gastric done 


yesterday ” from`*“‘ the abdominal from resuscitation 
wanted in the theatre.” We have been so impressed by 
the value of the basement that, with the approval of 
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the Ministry of Health, another has been prepared with 
the help of a brewery. The firm has gratuitously put at 
the disposal of the general hospital a large cellar (empty 
for the sad reason that there is no bottled beer to store 
in it) 30 ft. below ground, with an immensely strong 
. building above it. Hot and cold water from artesian 
wells is laid on, and it is centrally heated ; there is an air- 
conditioning plant and an automatic electrical pump 
to raise sewage from a sump. A theatre for 4 tables, an 
X-ray room and the other equipment will soon be ready. 


There will be accommodation for seventy beds and there - 


is space for at least another thirty if necessary. This 
cellar will always be available ; its main function will be 
to enable casualties from the densely populated area in 
which it lies to get effective treatment earlier and to 
avoid the strain of long ambulance journeys. 
organisation of the staff has 
This basement differs from the first in ‘being always 
ready; it is not necessary to clear it before it can be 
used as a hospital. In addition to surgical teams and 
nurses to deal with casualties as occasion requires I 
would like to try the experiment of staffing it with 
general practitioners from the neighbourhood (it is about 
@ mile from my hospital). It could then be used as a 
centre for the ordinary civilian nightwork of the district. 
I would like two general practitioners to be at the 
basement nightly whose duties would be to go out and 
visit local sick patients (their own or, anybody else’s) 
when called ; to bring in and deal with emergencies of 
civilian practice ; to go out with bearers, if necessary, 
to local incidents in air-raids; and to help in the work 
of the basement hospital when air-raid casualties are 
being treated there. The basement would thus serve 
as a centre for civilian medical service for the local sick, 


and would help to solve the difficulty of the shortage of 


doctors in the target areas. F 


WELFARE OF INDUSTRIAL WORKERS 


IN May, 1940, the Home Office called an interdepart- ` 


mental conference to consider the working hours and 
welfare of women and young persons in factories and 
raised the question of their welfare under war conditions 
outside the factories. During the last war outside welfare 
work was organised by the Ministry of Munitions, and 
it was suggested that this time the Ministry of Labour 
and National Service should coérdinate the various 
activities which go to make up outside welfare. Shortly 
afterwards, as a war measure, the administration of the 
Factories Act was transferred from the Home Office to 
the Ministry of Labour. A new factory and welfare 
department was established in the ministry and the 
. factory inspectorate was attached to it to continue its 
work for safety, health and welfare within the factories. 
In addition a new body of welfare officers was appointed 
to deal outside the factories with such matters as board 
and lodging, transport, day nurseries and the reception 
of transferred workers. The report of the Chief Inspector 
of Factories for 19401 describes how these and other 
changes have affected factory conditions. 


CANTEENS AND FOOD 


The war of 1914-18 drew increased attention to the 
human side of industry. Preliminary work in this 
connexion was undertaken by the factory inspectorate 
and was afterwards developed on the advice of the 
Health of Munition Workers Committee. In the 
interval between the two wars factory conditions have 
improved under the influence of voluntary societies and 
also under the stimulus of legal orders. For example, 
the order requiring mess-rooms in certain trades has 
resulted in the establishment of canteens in some of 
the larger factories, and welfare orders have brought 
about improvements in first-aid, washing accommoda- 
tion and seating arrangements. In many cases, though 
still a minority, the standard of these amenities was 
better than that legally required and the Chief Inspector’s 
report pays a tribute to those employers who have thus 
gone farther than the law requires. By early in 1940 
canteens had been established in 64% of those works 
engaged in munition-making which employed over 500 


oe 
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people. In parts of the south of England the figure was 
as high as 90%, but the percentage fell as one went 
north, where the canteen habit, for various reasons, had 
never been popular with the workers. To increase 
canteen facilities still further the Factories Canteens 
Order 1940 (No. 1993) was made, under which the 
occupier of any factory employing more than 250 people 
and doing work on behalf of the Crown must provide a 
canteen where hot meals can be bought. This was the 
first legal order requiring canteens in factories, although 
many previous orders had stipulated that mess-rooms 
should be provided. A mess-room is a place where meals | 
brought in can be eaten and there is a supply of hot 
water and arrangements for heating food brought from 
home by the worker. In a canteen, on the other hand, 
meals are sold. It was clearly necessary to establish 
canteens in factories because rationing made it difficult 
to obtain portable food for a midday meal, and because 
(as Napoleon was aware) a man will work better if he | 
is well fed. Other factors which called for increased 
feeding facilities were the extension of night work and 
the shift systems ; the employment of A.R.P. and fire- 
watching staff ; and the destruction by enemy action of 
the workers’ houses and many public restaurants. 
Difficulties arose because materials were controlled and | 
limited, but the Factory Department has had sympathetic 
help from the departments controlling supplies and no 
further difficulty is to be anticipated in the erection and 
equipment of essential canteens. Efforts to provide hot 
m for workers in the smaller factories have not been, 
so successful. The idea of providing joint canteens for 
a number of small factories met with little response from 
either the employers or the workers, and the possibility 
is now being considered of using the community feeding 
arrangements of the Ministry of Food and the local 
authorities. It is hoped that in many cases food will be 
sent from the communal centres to the mess-rooms of 
the smaller factories. The feeding of dock workers 
became a pressing problem and the Factory Depart- 
ment was given the job of solving the administrative 
details. The minister issued an order (No. 222 of 1941) 
under which the ‘dock authorities can be required to 

rovide canteens, and permanent ones are now being 

uilt to supplement the existing feeding arrangements. 
In the meantime excellent work has been done on the | 
docks by the mobile canteens of the Women’s Voluntary 
Service and other voluntary bodies, but the report 
points out that the voluntary organisations deal. only 
with emergencies and are not to be used as an excuse - 
for not providing permanent canteen facilities. 


BUILDING SITES 


It had never been the custom in peace-time to provide 
much in the way of amenities for workers on building and 
engineering construction sites, partly because the con- 
tractors would normally have ample time to consider 
their plans and partly because the British navvy was 
thought to be able to look after himself. But the great 
extension of the Government building of new munition 
factories, aerodromes and camps led to difficulties of 
labour, housing, feeding, sanitary accommodation and 


transport. The Ministry had to give earnest considera- 


tion to the conditions at the building camps, and the 
factory inspectors were given the duty of improving 
welfare conditions. At the same time the minister 
announced his intention of making an order under 
which better organisation on the sites could be legally 
required. The order (No. 66) was issued in January, 
1941, and at about the same time a pamphlet ? containing 
detailed recommendations to contractors was also pub- 
lished. In-the early days of the war eonditions were 
bad on many of these sites and on a few they were 
deplorable, mainly because the work had to be carried 
out at great speed but also because there was usually 
no-one on the contractors’ staff whose duty it was to 
look after the workers. Contractors have been urged 
to appoint welfare officers, and where this has been done 
their services have been of great value. The latest. 
reports show that conditions on building sites are rapidly 

improving. 
a ee 
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MEDICAL, NURSING AND WELFARE SUPERVISION 


_ - Previous reference has been made in these columns ® 

to the order issued in July, 1940, by the Minister of 
Labour empowering the Chief Inspector of Factories to 
ask for the appointment of doctors, nurses and welfare 
supervisors in any factory doing work on behalf of the 
Crown. Dr. Bridge in his short report refers to the 
manifold difficulties of developing a comprehensive 
medical service in factories—for instance, the limited 
number of doctors available for and interested in the 
work, and the doubts which medical supervision of the 
worker raises in the minds of the workers, employers 
and the doctors themselves. Some have doubts whether 
a man should be asked to submit to medical examination 
by a doctor other than one of his own choice; others 
wonder whether any need exists for a medical service 
beyond that already provided under National Health 
Insurance. Nevertheless progress has been made and 
an increasing number of whole- or part-time medical 
officers continue to be appointed to factories. It has 
always been apparent, Dr. Bridge says, that unless the 
goodwill and codperation of both employers and em- 
ployees is forthcoming the work of a medical officer, 
whole-time or part-time, is unlikely to be of real value. 
Much still remains to be done, and it maf be that ina 
few cases use will have to be made of the compulsory 
powers provided by the order. Fully trained nurses 
~ are entering industry in increasing numbers and special 
courses on the industrial aspects of nursing are being 
held by the Royal College of Nursing by arrangement 
with the ministry, which in some cases gives financial 


assistance to nurses selected for training. , 


- PRAISE FROM THE ARGENTINE 


: TEE Argentine Pro-Allies Commission has been dis- 
tributing as a pamphlet the presidential address given 
to the Argentine Association of English Culture by 
Prof. Mariano Castex,‘ head of the department of clinical 
medicine in Buenos Aires University, who received an 
honorary M.D. Oxfd last year. Professor Castex took 
as his theme the debt of science and humanity to British 
medicine, and he gives a concise but perspicacious 
survey of the outstanding figures from Linacre to our 
living Nobel prizerħen. It is inspiring to read this 


estimate of our national achievement by a representative . 


of the great Spanish tradition writing from Buenos Aires, 
which is now, as Cajal points out, the real centre of that 
tradition. Professor Castex sees in the English spirit a 
creative originality based on a will to knowledge, and 
notes‘ the singular flavour of modernity in Sydenham’s 
work. He links the name of Harvey, in whom “ every 
true doctor must rejoice,” with those of Sir James 
Mackenzie and Sir Thomas Lewis;' he connects the 
current interest in biophysics at Buenos Aires with the 
pioneer work of Stephen Hales. He attributes the rise 
of porcu medicine to eighteenth-century England, 
and sees in Jenner the triumphant vindicator of English 
methods and perseverance. He points out Britain’s 
pre-eminent contributions in the last century to physi- 
ology, cardiology, tropical medicine and surgery. 
Castex praises the men as well as their work, quoting 
with warm approval Lister’s precept: ‘‘ Put yourself in 
the patient’s place.” Coming to our own day, he con- 
cludes that the twentieth century exceeds its pre- 
decessors in brilliance. ‘‘ British scientists are endowed 
with a spirit of asceticism and high moral purpose, so 
that their outstanding achievements in practice and 
research haye been made in an atmosphere of idealism, 
abnegation and humanity.” He concludes that our 
succ union of tradition and progress makes British 
medicine worthy of the yirtues which he attributes to us as 
a nation, a list too shy-making to repeat in plain English. 


3. Lancet, 1940, 2, 233. 
4. Castex, M. R. Prensa méd. argent. 1941, 28, no. 2. 


WINCHESTER AND DISTRICT MILITARY MEDICAL Socrety.— 
A meeting of this society will be held at the Royal Victoria 
Hospital, Netley, on Monday, Oct. 27, at -3 P.M., when 
Surgeon Lieut.-Commander John Bunyan, L.D.S., will 
give an address on the treatment of burns and wounds by the 
envelope method. , | 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


. As I follow my molluscan life, mow the lawn or sit in 
surgeries, I often think what tales they’ll have to tell, 
those lads from whom our thoughts are rarely absent— 
tales of Tobruk, epics from Crete and the Epirus, sagas 
of the skies. Then I’m not so sure. I remember going 
several times to an Armistice Day tea in an English 
village given by the local lady, Lady Pouncey. It was 
an excellent meal and the Hodges threw out from time 
to time cheerful remarks of chaff or crops or cricket—all 
current affairs. Then Lady Pouncey would sail along 
with cakes or sandwiches. ‘‘ Talking of the good old 
times, boys? That’s right. Those were the days.” 
She was right, they were for her. Her husband had . 
been made a knight for doing something to munitions 
and she had had ample scope for her bossy benevolence, 
As she passed along with her cakes and cheery remarks 
an awful silence fell on those wooden benches. Those 
memories had been packed up and she was tearing the 
brown paper off the parcel. ‘“ Dear Liz, don’t let the 
children forget me. -Were orlrite so far. Kiss baby. 
We move up tomorrow.’’ The captions were simple 
enough, but a wise censor had suppressed the vivid and - 
squalid film. Yes, great tales will be told, but probably 
second-hand by some house-loving. Homer, who’ll catch 
the glamour but not the lice, feel the thrill without the 
fear, supply sustained -suspense in many chapters, 


ignorant of its raw material, the twisting of souls, the 


carking awl of tedium, the crude smell of butchered 
men. They’ll probably give the book as a school prize— 
‘¢ An absolute classic, my dear boy.” 

¥ 7 > 


*® . 
When our phlebotomy team is invited to visit the 
manor house we are nearly always assured of willing 
subjects. Sometimes we are billed as being ‘‘ at home ”’ 
to volunteers. ‘‘ Bleeding .7.30-10 P.M. Refreshments 
in the gun-room afterwards.’’ However, in a small 
rural community one has to be sure that those who 
attend are genuine volunteers. It may, be very difficul 
to refuse a pressing invitation from the vicar’s wife to 
take part in the Upper Woople and Lesser Slugsbury 
Combined Blood-transfusion Drive, and the number of 
press-ganged victims may be quite noticeable. A- brief. 
analysis of the facies of the local organiser will usually 
give the clue as to what to expect. Once we were 
received in a lovely old house situated on top of a hill 
overlooking a valley. Our hostess was elderly and too 
frail for her blood to be of service to us. She had 
therefore begged that she might entertain the local 
donors and help the doctors and nurses. In the drawing- 
room only one couch was available for our use, early 
Victorian in design, Spartan in its discomfort, and very 
low on the ground; phlebotomy was slow going and 
backbreaking. The dining-room was set aside for coffee 
and home-made oatcakes. As we knelt down to insert 
the needle a Rockingham unicorn grinned down on us 
from a tallboy, and as the list progressed and the twilight 
of an early spring evening advanced candles were tit 
and held near us by the frail old lady. As the evening 
wore on the unicorn’s gaze seemed to become less fixed 
and he, like us, betrayed ingravescent somnolence. 
The night was pitchblack and stormy as we carried away 
our crates of blood to the car by the aid of our hostess’s 
hurricane lamp. Within four days a neighbouring town 
suffered a severe raid, and we were glad the blood was there. 
Bleeding on the lawn is a recent innovation with us, 
We discussed the pros and cons around the tea-table 
and decided that the dangers of chill, sunstroke and 


-spore-bearing organisms were outweighed by the bac- 


tericidal advantages of sunlight, and the heartening 
effects of fresh air and the song of the skylark. The 


`- skylark did in fact prove most helpful, and when he went 


off duty a small brown owl elected to take his place and 
see the list through. An unforeseen complication was 
a hgmatoma at the site of venepuncture, due to an 
aggressive horsefly who alighted maliciously on the 
dorsum of the hand steadying the needle. But there. 
is undoubtedly much to be said for bleeding out of doors, 
and we have yet to see a volunteer so bled turn faint. 

The value of music in phlebotomy was later investi- 
gated at a barracks, as the logical development of the 
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important part played by the skylark. Half the ward 
was set aside for bleeding operations, the rest being 
occupied by Service sick and convalescents.. The Forces 
programme was on and we were able to compare the 
relative influence of ‘‘ Salut d’Amour ” and ‘‘ The Wash- 
ington Post.” The rate of flow was distinctly rubato 
with the former, but it came along nicely with the latter, 
while the ‘“‘ Boston Two-Step ”’ caused the bottles to 
fill at an almost alarming rate. The ideal tempo for a 
blut-motif is allegro ma non troppo, but the tempera- 
mentally difficult vein of the stout middle-aged blonde 
donor reacts well to allegretto grazioso. The thin, small, 
fussy and good-natured elderly housewife is quite at 
home with vivace and she will fill her bottle faster than 
any. But on no account should the hypertensive general 
be bled to allegro con fuoco, while anything in the nature 
of a galop de concert should be shunned, for this gentle- 
man’s time is strictly lento, or at the most allegretto con 
poco rallentando. One advantage of music-while-you- 
bleed is that it becomes wellnigh impossible for the 
donor to hear his blood pouring into the bottle, a sound 
usually not well tolerated. It saves the doctor from 
having to keep up a continuous conversation and from 
the monotony of reproducing parrot-wise, in answer to 
questions, certain elementary principles of immunology 
not normally comprehendable by the bleeding public 
(this is not a disrespectful remark). 

Our donors at the barracks had all given up their off- 
duty time to make their donation. Moreover, practically 
all the convalescents, who had been nonchalantly eating 
boiled eggs during the proceedings (pre-June, 1941, 
you will note), offered themselves as, volunteers. On 
several of. our country excursions we have been 
assisted by rural district ambulance teams, who have 
supported their stretchers on kitchen or other (on one 
occasion they were Adam) chairs on the lawn. The able 
officer-in-charge, the well-waxed discipline of whose 
moustache was reflected: in the alertness and efficiency 
of his team, sent his pretty stretcher-bearers to help us. 
Mary, a lithe, blonde milkmaid from a neighbouring 
farm, brought her three-legged stool with her and 
squatted down beside the donor holding the bottle in 
her lap. Early on in the transfusion campaign we had 
established a bond of sympathy with the dairyman, the 
provision of aluminium crates for transport being an 
important link. The advent of Mary and her little 
stool seemed to complete the analogy between the milk 
and the blood businesses, and we decided to anticipate 
trouble and institute a Blood Marketing Board for the 
fairer distribution of plasma in the various hospitals in 
the area. At one of our out-of-door parties we noticed 
@ curious form of local gossip. On this occasion the 
blood, after collection, had been placed in the shade 
under a beech hedge. When the number of completed 
bottles had exceeded twenty we noticed the late comers 
and some who “ didn’t think they would this time but 
would like t be tested ” filing past the bottles on all 
fours. ‘‘ Mrs. S didn’t give much, did she? I thought 
she hadn’t it in her.” ‘‘ Oh and fancy, here’s Mrs B’s, 
her with all them rheumatics and who’s no sooner out 
of one quinsey than she’s into another; I’d never ’ave 
thought they’d have taken off her. They’ll be taking 
Ted’s next.” “I wouldn’t like to have some of this 
blood put into me.” i “ 

* 

The late Bishop Welldon, when Metropolitan of India, 
_knew a man whose three professions conferred on him 
the title of ‘‘ the reverend doctor colonel.” Moreover, 
it is said that the matrons of some hospitals are today 
preferring to call themselves ‘‘ lady superintendents.’’ 
And who has forgotten Mr. Jack Warner’s ‘‘ bunger-up 
of rat-holes’’? ‘The first and the last tell what a man’s 
job is; the second is an example of the petty pride 
which makes everyone love a title, be he peer, church- 
warden or acting unpaid lance-corporal. Both in the 

rimitive tribal society of darkest Africa and in the more 

ackward society of blacked-out Europe men seek for a 
Jabel that they may stand apart from their fellows and 
say, ‘‘ Thank God I am not as others.” And a very 
good thing it is. How drab would be life without a 
Deputy Chairman of Ways and Means, how dull with- 
out a Master of Foxhounds. l 

We are taught in medicine to treat the patient, not the 
disease, and our teachers beg us to have always before us 
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the human relationship between patient and doctor—a 


relationship of privilege shared, perhaps, only by clergy- . 


men. To the patient his doctor is his own adviser in 
whom. he places his trust. In this relationship there is 
no officialdom. The patient is an individual, so is his. 
doctor. The average man, particularly of the poorer. 
class, has a healthy distrust of anyone representing the 
“ authorities.” He expects his doctor to be his doctor 
and different from the man who reads the meter, the 
landlord’s rent collector, or the clerk at the labour 
exchange, all of whom are. officials.. Now wherever the 
state takes a hand it brings its own jargon. In medicine 
it brings health ‘officers, tuberculosis officers, medical 


_ officers grades I and II, group officers, sector officers, 


officers of all sorts. If only because of this unimaginative 
terminology, gone is that relationship between patient and 
doctor; it is replaced by that between citizen and official. 
To be justified, a title must be well chosen and suitably 
affixed. Why cannot the state and municipal authorities 
have plain doctors, physicians and surgeons ? The term 
“ doctor ” is honourable enough, having the authority of 
learning and the sanction of history, though presumably 
not the approval of the Ministry of Health or the Town 
Hall. ‘“ Physician ” and “ surgeon ” mean what they 
say. It is no distinction for a house-man to be called a 
medical officer, even if he is grade A, like an unobtainable 
egg. Anyway, he will soon be in the only place where 
the term is justified—with the forces. Í 
& x * 


The sartorial habits of our students in their new rural 
surroundings are indeed striking. Flannel trousers and 
sports jackets have ascended the fashion scale at a pheno- 
menal speed. In the prewar days (already being referred 
to affectionately as the ‘‘ old days ’’) these articles, while 
worn extensively in the preclinical period, were con- 
sidered démodé in the.clinical périod, except possibly on 
Saturday mornings. Now they are the acme of fashion, 
while some of the outfits worn have to be seen to be 
believed. Shorts are extremely popular, sandals are 
considered rather smart, slippers are often worn if the 
day should be fine, shirts are as varied in hue as the 
dragon-flies which flourish in our neighbourhood, while - 
ties have almost disappeared. The return of the blazer . 
would warm the hearts of all good Edwardians. Cor- 
duroy trousers spring up like mushr8oms overnight, and 
I am dreading the atmosphere of my laboratory in the 
coming winter when, with every door and window sealed 
in an attempt to maintain a reasonable temperature, 
the room is filled with a mob of corduroy-embellished- 
occupants fresh from a damp journey. I only trust that 
“ stinks ” may not become the medical students’, as 
well as the schoolboys’, synonym for my subject. Hats, 
of course, do not exist—a reform which has my complete 
support. Since I was evacuated I have never sported one, 
not even on my weekly visits to town. What the effect 
of clothes rationing on all this will be remains to be seen. 

© œk æ * 


To me it is always sad to read, as I did not long ago, 
of a great circus closing down. Difficulties in blacking 
out the Big Top and in getting animal feeding stuffs 
were blamed. Musing disconsolately upon the far- 
reaching effects of war I was a little comforted to observe 
a notice hung in the front hall of my home which ran - 
as follows : 


A CIRCUS WILL BE HELD AT 3 A.M. ON WEDNESDAY ON THB 
PEICE OF GROUND IN FRONT OF THE SCULERY WINDOW. 
ADMISSION: CHILDREN A PENNY, GROWN-UPS TWOPENOE, 
PERSONS UNDER 5 FREE. THE MAJORITY OF THE MONEY WILL 
BE SENT TO THE HOSPITAL. ANYONE CAN COMB. 


There were six performers, four human and the 
others nearly so, if I may say as much without giving 
offence to the patient pony and elderly neuter goat 
who had a good deal to put up with and codperated in 
the most friendly fashion. There were seven turns in 
all, and, good as the acrobats and trapeze artists were, I 
personally liked best the pogo horse whose brown legs 
contrasted strikingly with his greenish tinted back 
curiously reminiscent of a groundsheet. I also enjoyed 
the undressing tramp and the clowns and their tricks 
with animals. As to what is to happen to the minority 
of the money contributed by a large and enthusiastic 
audience I have not yet dared to inquire. - The minority 
question has given trouble enough in the past few years. 
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Parliament 


Civil Defence Progress 


In the House of Lords on Oct. 15 the Bishop of 
WINCHESTER asked the Government what steps had been 
taken against the coming winter to improve our air-raid 
shelters, to give immediate help to the homeless and to 
provide accommodation for the aged and infirm in 
bombed areas. Lord SNELL, who replied, agreed that 
it was the responsibility of the Government to meet the 
people’s heroism with foresight and preparation and it 
would be foolish to say that everything was satisfactory, 
but it was some comfort that about 20 million people 
could now be sheltered. The aim of the Government 
was to provide shelters at or near their homes for all 
with an income of less than about £350 a year. Some 
555,000 Morrison table shelters had been allocated in 
vulnerable areas and 20,000 additional tables were being 
made each week. Deep shelters were being developed 
through the London tube system, and last June a 
pamphlet was issued laying down standards of sanitation, 
heating, lighting, ventilation, bunking and cleansing 
control and supervision based on the recommenda- 
tions of Lord Horder’s committee, and on London’s 
practical experience of last winter. Further recommen- 
dations about amenities in shelters by the Horder com- 
mittee had been dealt with by a new Defence Regulation 
giving powers to the regional commissioner to undertake 
such matters as undesirable people in shelters and 
verminous bedding. In England and Wales, Lord Snell 
continued, 11,500 first-line rest centres had been estab- 
lished with accommodation for over a million people. 
There was accommodation for a further million in second- 
line centres. By July of this year 2167 shelters in London 
had been supplied with canteens, at which 100,000 people 
were served with food. Mobile canteens were used 
wherever possible. The Ministry of Food, through the 
local authorities, had emergency stocks of food in the 
different localities. The Government realised the need 
for tackling the question of providing safety for the aged 
and infirm. They present a very human problem, but 
natural reluctance to go and live among strange people 
often conflicted with the needs of the nation. 


Service Dependants 


In the debate on Oct. 16 on the new scheme for allow- 
ances to service men’s dependants members made it 
clear that what the Government described as a White 
Paper was more like an ungenerous tangle of red tape, 
and not even Sir WALTER WOMERSLEY’S sympathetic 
exposition could reconcile the House to it. Indeed it 
was felt that the Service departments had left him with a 
large and unhealthy baby to hold, suffering—Mr. 
GALLACHER suggested—from malnutrition. The most 
important change in the new system is that a minimum 
standard for maintenance, after providing for rent and 
other commitments, has now been fixed. For an adult 
the figure is 16s., and two children under school-leaving 
age count as one unit. The maximum grant that can 
be made has been raised from £2 to £3. 

‘Where there was sickness in a Service man’s family 
an allowance up to £10 will be made, and if this does not 
cover the position Sir Walter said that he would ask 
for authority to give more. Amounts of £2 and below 
will not be taken into account. Where there is a death 
in the family a payment of £7 10s. will be made. The 
present cost of war service grants is about £5,500,000 per 
annum, and it is estimated that the new concessions will 
vost another £6,000,000, while extra publicity will probably 
result in extra claims which might be expected to amount 
to some £2,000,000, making a total of £13,500,000. 

The Treasury had vetoed the possibility of a flat rate 
on grounds of expense, but the House was riled that 
these concessions should still be based on what Mr. 
DOBBIE described as the mean contemptuous means 
tests, and Dr. HADEN GUEST voiced a general fear that 
in practice the scheme was likely to prove neither efficient 
nor economical. The House agreed that adequate pay 
and allowances would spare both personal feelings and the 
labour and paper involved in sifting innumerable claims. 


Supplies of liquid milk are made available for operational 
R.A.F. crews when recommended by station medical officers. 
(Sir ARCHIBALD SINCLAIR replying to Sir ROBERT GOWER.) 


_of the committee in about a fortnight. 


QUESTION TIME t 


Nurses’ Salaries 


Replying to Miss M. LLOYD GEORGE, the MINISTER oF HEALTH 
stated that he had appointed Lord Rushcliffe as chairman of 
the committee which he had formed to draw up, as soon as 
possible, agreed scales of salaries and emoluments for. state- 
registered nurses employed in England and Wales in hospitals 
and in the public-health services, including the service of 
district nursing, and for student nurses in hospitals approved 
as training schools by the General Nursing Council. The 
committee will consist of two panels, one representing 
employers and the other representing employees, of equal 
numbers. Mr. Brown said he hoped to announce the names ` 
Miss I. Warp: Will 
the committee have powers to make recommendations with 
regard to nurses employed in industry.—Mr. Brown: No. 
It would not, in my view, be appropriate to refer to this 
committee the salaries of this class of nurse. | 

Mr. T. JOHNSTON also announced that he is setting up a 
similar committee for Scotland under the chairmanship of 
Lord Craigmyle. 

Alien Doctors 


Sir Henry MORRIS-JONES asked the Minister how many . 
friendly alien doctors were now employed in their own work 
in our war effort, giving the different spheres of employment ; 
whether any were in our services; whether any further 
avenue of war service was being offered to them; and how 
many alien doctors of all nationalities, except the United 
States of America, were still available-—Mr. Brown replied : 
The number of alien doctors registered under the Medical 
Register (Temporary Registration) Orders, 1941, by virtue 
of employment in approved services is 470, apart from 
American doctors who have been dealt with under the order 
of 1940. Of the total of 470, 385 are employed in hospitals, 
33 in public-health appointments, and 52 as ships’ surgeons 
or in other miscellaneous posts. In addition 24 have received 
commissions in our Services, apart from those serving: in 
Allied Forces. The order made on Sept. 23 last provides 
an avenue of service in general practice by enabling alien 
doctors to be registered by virtue of employment as assistants 
to doctors already on the permanent Medical Register. The 
number of doctors still available is approximately 500, 
including those who have only recently become eligible for 
registration under the amended Defence Regulation 32 B. 


Treatment for Soldiers’ Families 
. In answer to Major Hapren Guest, Captain H. D._R. 
MARGESSON said that the extension to the families of soldiers 
enlisted since the war of the facilities for medical and dental 
treatment at present enjoyed by the families of pre-war 
regular soldiers or reservists now serving would involve an 
enormous increase in the numbers of Army medical and 
dental officers which could only be effected at the expense of 
the civil medical services. Moreover, the families of pre-war 
regular soldiers are not eligible for medical attendance in their 
homes unless they live within a mile of certain fixed points, 
and, if the concession were extended to the families of war-time 
soldiers, its value would therefore vary according to the 
family’s domicile. | | 

Grass as a Source of Protein 


Dr. SUMMERSKILL asked the parliamentary secretary to 
the Ministry of Food whether he proposed to use grass as a 
source of protein.—Major LLOYD GEORGE replied: Research 
work on the production of edible protein from young grass is 
proceeding. There are however considerable technical 
difficulties to be.overcome before any large-scale production 
can be contemplated. A sort of greyish material looking like , 
cheese had been discovered, but only.on an experimental scale. 


War-time Nurseries | 


In reply to a question Mr. Brown said that 156 maternity 
and child-welfare authorities have submitted plans for war- 
time nurseries; 221] nurseries have now been approved. 
Of these 163 were in operation at the end of September. 
It is not possible to say the exact number of children in 
attendance at these nurseries but the nurseries approved 
provide places for about 4250 children. 


Hygiene in Air-raid Shelters 


In answer to a question Mr. Brown said substantial im- 
provements have been made in dormitory air-raid shelters 
throughout the country. Progress is continuing but shortage 
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of materials and labour has unfortunately prevented complete 
provision to the standards I have laid down. Canteens are 
available in over 2000 shelters in the London region. Schemes 
have been agreed with 90 local authorities in provincial 
vulnerable areas and many canteens have already been pro- 
vided. In the London region 257 medical-aid posts have been 
set up, and over 100 in the provinces, Plans have been made 
for setting up further posts should the dormitory shelter 
population increase, 


Increase of Tuberculosis 


_ Mr. F. Messer asked the Minister of Health what had been 
the percentage increase in pulmonary tuberculosis during the 
‘ war; in what age-groups the increase was most marked ; 
and if it was proposed to take any special steps to deal with 
this problem.—Mr. Brown replied: On the basis of pro- 
visional mortality figures for the years 1939 and 1940, the 
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rate in England and Wales for the population as a whole 


was 9°7% higher than in 1939, the highest rate being 15% 
among women between the ages of 15 and 25. In the first 
quarter of 1941 there was, however, a reduction of 7%. for 
the population as a whole, and of 4% for women between 
the ages of 15 and 25. With the coöperation of the Medical 
Research Council I have arranged for an expert investigation 
into the causes of increase. Everything possible is being done 
to maintain the tuberculosis service. | 


: Milk Scheme in Scotland 
The total number of beneficiaries under the National Milk 


‘Scheme for Scotland on Sept. 27 was 358,200. The total 


annual cost of the scheme in Scotland is estimated at 
£1,540,000, including an allowance for administrative 
expenses. (Major Lioyp GEORGE replying to Mr. R, 
BooTHBY.) l 


Letters to the Editor 


ANÆSTHETIST AND SURGEON 


Sır, —The position of the anæsthetist in the scheme 

- of things surgical has altered sensibly during the past 
few years. He is'no longer to be regarded as a pure 
technician whose work begins and ends with the admini- 
stration of the anzsthetic during the operation. Enthu- 
siasts like Hewitt, Shipway, Boyle and Hewer gradually 
raised the standard of anesthesia, until, with the 
introduction of a high-standard diploma in anzsthetics, 
it finally achieved the status of a specialty. The 
anzesthetist of today should actively embrace in his field 
_ of work pros of pre- and post-anæsthetic care that 

are complementary to those of the surgeon. The latter 
should feel, and it must be granted that many surgeons 
want to feel, that in the anæsthetist he haè a pillar of 
supper and a colleague whose opinion he will seek and 
value. 

The nature of the opération may be decided by the 
report of the anesthetist on the patient’s pre-anzsthetic 
condition, while after the operation he is ready with his 
experience in the administration and handling of gases, 
to help and advise with such things as oxygen therapy. 
In the theatre, without doubt, the surgeon must be the 
captain. But the anesthetist is his chief engineer, 
supreme in his own sphere, whose reports are vital if the 
ship is to be brought safely to port. During the opera- 
tion, the anesthetist must make himself responsible, not. 
only for the administration of the anesthetic and the 
observation of the patient, but also for the administration 
of resuscitative measures like transfusion. This has 
been recently stressed by Jarman and Evans in a 
discussion of factors which make for safety in the 
operative treatment of carcinoma of the rectum (Proc. 
E. Soc. Med. 1941, 34, 711). They insist on the 


control of the blood-pressure being in the hands of the . 


anesthetist. 

If however the anzsthetist is to take his place in the 
surgical team, he must be a clinician as well as an applied 
physiologist. Hospital authorities should realise the 
` necessity for the anesthetist having sufficient time away 
from the theatre so that, like his surgical colleagues, he 
can visit his patients both before and after the operation. 
All too often, anesthetists, especially those in full-time 
service, spend all their working time in the operating 
theatre, a state of affairs due largely to the lack of junior 
assistants. Were more junior posts created, the 
harassed senior could spend more time in the wards— 
to the advantage of the patient, himself, and his specialty 
—and new recruits to a most important field of work 
would be given a chance to gain experience. 

Dartford, Kent. W. W. MUSHIN. 


MEDICAL ASPECTS OF BOXING 


_. Sm,—I was very interested in your review of Dr. Jokl’s 
book and the correspondence ensuing from his deduc- 
tions. As a boxer with experience of over 52 contests, 
and the good fortune to win many titles in the ring, mostly 
by knock-outs, I would like to express my own view. 
My contact with boxers, both amateur and professional, 
has extended over 20 years, and I must honestly say that 
I have never come across the direct injuries or sequels 
described by Dr. Jokl. I realise, of course, that Dr. Jokl 
has made a wide-world study of this subject, and do 


not doubt that injuries such as he has described can 
occur if the contestants are unevenly matched, untrained, 
neglect to procure a medical examination before a con- 
test, and above all are not under competent instructors 
or medical supervision. The only direct injuries I have 
encountered have been broken nasal septums, abrasions 
of the skin and cauliflower ears, while black eyes, loss of 
teeth and laceration of the eyebrows were very common. 
Sprains, especially of the ligaments of the hands, are 
numerous, but I have never seen a Bennett’s fracture 
in either a professional or an amateur boxer. Fouls, 
such as kidney punches, wrestling, hitting below the 
belt, and so on, are well controlled by competent referees 
and therefore do not cause much injury. -Concussion 
delivered by the closed glove or by the occiput hitting 
the ring is only momentary and I have never seen it leave 
any after effects, except in a few cases a brief headache. 
I have been knocked out myself and knocked down on 
many occasions with none of the results or sequel 
described by Dr. Jokl. Blows on the abdomen above 
the belt, or over the heart, do cause a momentary loss 
of consciousness, but the effects in a properly trained 
individual are negligible. I have never seen any harm 
accrue from body blows as approved by a referee, although 
I agree that loss of consciousness is due to inhibition of 
the heart for a few seconds. 

The sequelæ that Dr. Jokl mentions may indeed occur 
when the fight has not been under proper control or 
medical supervision, and in those boxers who, against 
medical advice, allow themselves to be used as chopping 
blocks. Punch-drunkenness is a very rare condition, 
found in second-rate sparring partners. Some of these 
have a history of syphilitic disease which accentuates 
the symptoms. I have never seen punch-drunkenness 
in first-class amateur or professional boxers. Intra- 
cranial hemorrhage due to direct injury by the glove 
is also very rare, and I have never seen any nervous 
lesion, such as peripheral or central paralysis, caused 
by a punch. Injuries to the superficial tissues of the 
eye can stop a boxing career, but that is all; they have 
no permanent effect. A deflected nasal septum which 
has not been treated may in later life lead to sinus infec- 
tion, while injuries to the ligaments of the hand may 
cause arthritic changes. Boxers who have had a long 
boxing career.and have not consulted a doctor may 
develop retinal hemorrhage or even a detached retina, 
but these cases again are exceptional. Pulmonary 
tuberculosis is another sequel of boxing and one I would 
like to stress. I have seen many boxers in their prime 
and after the close of their careers become victims of 
galloping pulmonary tuberculosis. If only they had 
been screened in the early stages (or indeed in some cases 
in the later stages) much could have been done for them. 
I have noticed in some cases that the tuberculous 
infection was latent until exercise, the dust of the gym 
with. its attendant grit, and perhaps the trauma of the 
gloves on the chest, have sent them into gallopin 
tuberculosis. For this reason I have always advise 
boxers with a history of T.B. in their family or symptoms 
of bronchial trouble to be X rayed before participating 
in this sport, and have advocated training and sparring 
in the open away from a dusty gym. | 

From my experience and from Dr. Jokl’s findings I 
think that given proper medical supervision, properly 
matched opponents, and control under competent referees 
and instructors, boxing would lose any stigma which is 
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now. attached to it, and much of the æsthetic antagonism 


which many people undoubtedly have against boxing 


would be mitigated. I cannot agree with Dr. Jokl that 
it is a game that should be barred from the physical 
education of the young men of the nation and armed 
forces. Fighting is man’s natural heritage, and under 
the rules of true sportsmanship the noble art instead of 
‘bringing out the bad qualities brings out the good, teach- 
ing us to give and take, to stand on our own feet, to play 
the game, and above all to appreciate the ups and downs 
of our fellow men. Dr. Jokl has givem us much food for 
thought, but he has painted only one side of the picture. 


| - I fancy that if he had given full weight to the safeguards 


which now. exist (and which can easily be intensified in 
the Services if necessary) his strictures on the noble art 
would have been much less severe. I have fought some 
of his countrymen—good boxers they were too—and I feel 
sure that those of them who are medical men in South 
Africa will agree with me that 
Boxing is a manly game, 
*Tis Britain’s recreation, 
By boxing we shall raise our fame 
Above every other nation. 


Tunbridge Wells. E. F. ST. JOHN LyBuRN. 


HOME GUARD PROBLEMS 


Sık, —To what extent medical equipment ‘should be 
issued to the Home Guard is a problem which affects 
rural areas more than urban ones, for the reasons already 
given by Mr. Lawrence Abel. In a rural area, such as 
his, medical equipment must be dispersed. But should 
we ask either the War Office or the Canadian Red Cross 
to supply our needs? The E.M.S. is now an established 


AP 


¥. 74 

ane Z 
TA RESA 
es, 


a 


Splinting of fractured femur, using sound leg, rifle, two belts, two 
Paa dressings, two anklets, handkerchief, and boot-laces tied 
er. | 


buttress of our social structure. It already shares with 
“military hospitals the responsibility for giving institu- 
tional treatment to Home Guard as well as Service 
casualties. It has undertaken the task of decentralising 
hospital facilities, and it could therefore correlate the 
parochial problem of the Home Guard casualty scheme 
with its own. Costing the Government sixteen million 
pounds a year, the E.M.S. might reasonably be made 
responsible for the expenditure of the other half million 
pounds which Mr. Lawrence Abel assures us would be 
spent once only—to equip 50,000 posts: Lastly, the 


E.M.S. has a personnel of 1700 full-time doctors, col-- 


Compound fracture of 


Fracture at elbow. humerus. 


‘splinting 


leagues whom harassed battalion M,O.s should find more 
APPORT DIS than the nebulous authors of incoherent 
“ A.O. I.s.” E 

Most correspondents have been concerned with the 
inadequacies of medical equipment. As the M.O. of a 
well-dressed city battalion may I stress with diagrams 
the usefulness of the equip- 
ment which every volunteer 
carries on his person? His 
leather belt and  anklets 
squeak when he is paratrap- 
ping, but they make excellent 
first-aid equipment when he 
is a casualty ; as also do his 
rifle, bayonet-scabbard, boot- 
laces, haversack-straps and 
pocket handkerchief. Ifneces- 
sary, this equipment: can be 
duplicated by the “pal” 
attending the casualty. In 
addition, Mr. Lawrence Abel 
says that each man should 
carry an 18 ft. by 3 in. roller 
bandage, and a thick piece 
of cord attached to his mackin- 
tosh-cape ground-sheet. As. | 
the official issue of the latter is one to four volunteers, 
and the actual issue considerably less than that, the 
second part of his suggestion is not universally applic- 
able. Moreover, when it is remembered that the casualty 
and his pal between them carry 16 ft. of bandage attached 
to their first-field dressings, is the additional roller band- 
age necessary ? My own fancy is for a triangular band- 
age. I have advised every volunteer to buy one and to 
carry it in a pocket of his haversack—and nowhere else. 
The most urgent use for it would be as a comparatively 
harmless tourniquet. 

My own special problem has been the difficulties of 
instruction. Like the War Office itself, platoon com- 
manders are not unnaturally obsessed with the import- 
ance of guns, and combatants are not encouraged to 
learn the im- ee Baia et da Snir ch 
plications of 
my motto 
festina leni- 
ter, and .the 
gentle art of 


Hemorrhage from forearm 

- controlled by rolled sleeve 
and field dressing tied as 
figure of eight. 


fractures 
and minimi- 
sing shock. 
Ina city sup- 
plied with 
full-time A.R.P. first-aid parties, it is not easy to convince 
Home Guards that thorough knowledge of a little first-aid 
is the duty of every fighting man. A recent field exercise 
has indicated that demonstration of first-aid to a company 
en masse isa waste of time. Inorder to learn the *‘ Wood- 
ford and Wanstead ’’ method of blanketing, for example, 


Splinting of fractured forearm, using bayonet 
scabbard, handkerchief and field dressing. 


- men must themselves handle the stretcher and fold the 


blankets. They must practise it not once but several 
times. This can be done only by individual instruction 
and therefore cannot be attempted by the battalion 
M.O. Each company commander has therefore 


- appointed a medical orderly whose combatant duties are 


nominal, and who has since been trained to teach the 
elementary first-aid and stretcher drill required. The 
medical orderlies have been given the rank of corporal 
and are responsible to the battalion M.O., with whom 
they constitute a committee which meets once a fort- 
night. In each company a rota for instruction has been 
arranged, so that each section (12 to 15 men) will in turn 
be taught by the company medical orderly on the weekly 
‘ platoon night.” When practised in their ‘ stretcher- 
bearer ” duties, men are inspected in squads of four by the 
M.O., who tests their knowledge of the followingsyllabus :— 

The control of bleeding and the dangers of a tourniquet. 
The handling of fractures, and the use which can be made of 
first field dressings and personal equipment. Carrying 
blankets in the closed stretcher. Blanketing of casualties 
and the importance of warmth. Stretcher drill and the 
importance of gentleness. 

The proficient volunteers are given ‘‘ S.B.” brassards 
—and advised to conceal them. Company commanders 
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have encouraged efficiency by making first-aid a subject 
for inter-section competitions. By limiting first-aid 
equipment and the ambitions of enthusiasts it is hoped 
to diffuse throughout the battalion the little learning 
which is not a dangerous thing. It may even be life- 
saving if circumstances should make the unofficial assist- 
ance of A.R.P. parties unavailable. 


I wish to thank Mr. C. Du Pontet for drawing the diagrams. 
Oxford. | | H. C. HARLEY. 


INGROWING TOENAIL 


Sir,—I suggest the following explanations of Mr. 
Ridley Smith’s difficulties in accepting the view that 
tight shoes are the only cause of this condition. The 
big toenail which is curved in the horizontal plane is 
doubtless an hereditary peculiarity. `. It is the tight shoes, 
the inner margins of which slope to a point, which in- 
crease the natural curvature of the nail by pressure. It 
is this pressure which folds the inner margin of the nail 
downwards. The outer margin of the 
- nail is usually less affected. From 
the front the appearance is as shown 
J (see figure). The frequency of the 
condition in young adults can be 
explained by the peculiar vanity of 

youth. They are prepared to suffer 
to be—as agree think—beautiful. ,Though medical men 
see more cases in males, it is probable that chiropodists 
see more cases in females. I suggest that Mr. Radley 
Smith’s case of bilateral double-sided ingrowing toenails 
in a youth after 14 months rest in bed can be explained 
‘by the absence of the normal upward pressure on the 
ball of the toe in walking. This would allow the toenail 
‘ to assume an exaggerated downward curve. I presume 
that this man’s ee and fingernails are of the curved 


variety. 
Bridlington. P. D. H. CHAPMAN, 


PLUMP TYPE OF GRAVES’S DISEASE 


Sir,— May I add a word in support of Mr. Geoffrey. 
lanes regarding the impossibility of distinguishing the 
type of Graves’s disease described by Dr. Trotter 

are - Eden. Not all patients with Graves’s disease 
lose weight and some are plump in spite of a raised meta- 
bolism, but the suggestion that this is especially apt to 


occur in young women with a particular combination of 


' physical signs is largely hypothetical and might lead to 
serious misapprehension if taken for gospel, in view of 
the authors’ claim regarding prognosis and treatment. 
A progressive decrease in body weight is, of course, one 
of the best indications that the patient with thyrotoxi- 
cosis is losing ground and usually indicates the need for 
thyroidectomy. Conversely gain in weight suggests that 
there is little immediate risk of physical exhaustion, but 
it can hardly be over-emphasised that when prognosis 
and treatment are urder consideration such changes in 
body weight must be interpreted in relation to all the 
other clinical data available. In this assessment .of the 
case skill and judgment are required no less than in 
thyroidectomy. In view of Mr. Keynes’s final remark 
it seems worth stating that a high mortality is not a 
necessary accompaniment of a surgeon’s early efforts at 
thyroidectomy. 


Westminster Hospital. 


STUDENTS ADVISE THE PRIME MINISTER 


Str,—I received the following telegram at the House 
of Commons on Oct. 11 :— 


We are seriously disturbed at the present military situation 
in Russia and are alarmed at the absence of effective British 
intervention. We urge the Government to take immediate 
armed action to relieve the pressure on our Russian Allies, 
believing that the battle for Russia and the battle for Britain 
are inseparable.—63 U.C.H. STUDENTS. 


I understand from notices in the press, which has 
given the incident wide publicity, that the same telegram 
was sent to the Prime Minister and to the Secretary of 
State for War. The signatories are, presumably, present 
or prospective constituents of mine, and I would like to 
thank them for the compliment they pay me in address- 
ing me. The telegram is unsigned, so that a direct 


FRANCIS F. RUNDLE. 
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acknowledgment is difficult. The primary purpose of 
the telegram is obviously to exert pressure upon the 
Prime Minister to take action which seéms desirable to 
the signatories, unacquainted as they must be with all 
the considerations that are weighing with the Prime 
Minister. May I suggest an analogy which will I think 
persuade the signatories that their intervention is ill- 
advised ? Let us suppose that the operating-theatre of 
a great hospital school is filled with first-year medical 
students, assembled to watch the most famous surgeon 
of his generation perform an- exceptionally critical 
abdominal operation. The surgeon on opening the 
abdomen finds conditions in which, unique experi- 


ence tells him, completion of his operation mgy have 
-immediately fatal results. The surgeon pauses to 


reconsider the situation, and the students, unable to see 
what he sees, or to gauge its significance, shout at him : 
‘* For goodness’ sake, man, do something, if only to relieve 
our unbearable suspense.” - The Prime Minister is in 
the position of this surgeon, and I submit that the 
decision for which he, and not his critics, is responsible 
should be left to his unfettered and consummate judg- 


ment. 
House of Commons. E. GRAHAM LITTLE. 
“FIRST-AID TO THE INJURED mo 
Dr. JoHN C. HopGson, battalion medical officer to the 


Kent Home Guard, ‘has sent: the following letter.to the 
secretary of St. John Ambulance Association :— 


Sm,—For the last fourteen years it has been my pleasure 
and privilege to lecture and to examine on behalf of your 
association. While I have always thought that your author- 
ised textbook ‘‘ First Aid to the Injured ” is extremely satis- 
factory as a training manual in time of peace, my studied 
opinion during the last three years has been that it is inade- 
quate in time of war, when the basis of first-aid must be 
simplicity, flexibility and improvisation. 

In peace the interval between the accident and the’ casualty 
receiving professional attention has been measured in 
minutes; in war, and more particularly during a period of 
invasion, the interval may be one of days. This is especially 
true in the rural areas, where the only skilled help available 
for casualties, even for as long as ten days, may be St. John 
and Red Cross personnel, working ‘in isolated houses without 
any surgical supplies, or in the casualty collecting posts of 
the Home Guard, and A.R.P. points and posts, with limited 
supplies of dressings. 

I would therefore appeal to your association to consider 
whether a supplementary pamphlet on “ First Aid in War- 
time’ should not be considered an urgent and immediate 
necessity. My tentative suggestions would be that hzmor- | 
rhage, shock, wounds, fractures, pain and burns, and the 
evacuation and removal of casualties are the necessary sub- 
jects for reconsideration, with particular emphasis on the use 
and abuse of the tourniquet. The immediate reaction of the 
first-aid student to the treatment of bleeding should not be 
the tourniquet— it is not a foolproof weapon. 


*.* Ina leading article in THe LANCET of Jan. 25, 1941, 


“it was pointed out that the St. John and Red Cross text- 


books were neither of them designed to meet the type of 
problem presented by air-raids and the former is directed 
to peace-time conditions. First-aid is unsatisfactory 
at present because it is badly taught and an essential 
support of teaching is a textbook based on realistic 
conditions.— Ep. L. 


Two New GuLaxo PrRopucTSs.—Glaxo Laboratories 
have sent us particulars of their two new products. 
In Nicorsin tablets 1 mg. aneurine hydrochloride, 
25 mg. ascorbic acid and 10 mg. nicotine acid are com- 
bined for treatment of subclinical multiple-deficiency 
states and for protection against beri-beri, pellagra and 
scurvy. Nicorbin is designed as a therapeutic agent, 
and except in gross undernourishment is not intended 
as a dietetic supplement. 

High-potency OSTELIN capsules each contain 100,000 
international units of vitamin D (calciferol) in vegetable- 
oil solution. This strength allows small- bulk adminis- 
tration of the massive doses (e.g. 150,000-600,000 i.u. 
daily) used in Stoss therapy (Lancet, 1938, 1, 618). 
High-potency Ostelin tablets containing 50,000 i.u. will 
continue to be available for the time being. 
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ROBERT BRIGGS WILD 
M.D. LOND., M.SC. MANC., F.R.C.P. 


Tue death of Dr. Robert Wild, formerly Leech pro- 
fessor of materia medica and therapeutics, will bring 
back memories of old times and old friendship to genera- 
tions of Manchestér medical students. He was a 
charming examiner, and nervous students must often 

Sens have been grateful to him for 
friendly encouragement and for 
keeping enthusiastic external 
examiners within bounds. 

In the last war he was a 

general favourite in the 2nd 

Western General Hospital, 

mixing well with the officers 
. who were continually joining 
'- and leaving the staff and 

always willing to tackle any 

job that came his way. . 

Coming from Holcombe, 
near Bury, Wild joined the 
medical school in 1880 and 
from that time till his retire- 

ft ment in 1927 was connected 
: with it in one way or another. 
After serving as house-physician and pathological regis- 
trar at the Royal Infirmary he worked in the department 
of pharmacology with D. J. Leech, and on his death 
succeeded him in the chair. He wrote many useful 
articles which illustrated his practical experience with 
drugs and he was specially interested in ointments and in 
drugs which deaden pain. The layman was grateful 
for his willingness to try out every remedy that had a 
reputed action for good on cancer. To both the 
Manchester and Salford Skin Hospital and the Christie 
(Cancer) Hospital he was a devoted servant. In the 
university he held, in addition to his professorship, the 
positions of pro-vice-chancellor and dean of the medical 
faculty. He also represented it on the General Medical 
Council for five years. On his retirement he presented 
to the -university £250 for endowment of a prize in 
pharmacology and at the same time received from his old 
medical friends his portrait by Francis Dodd reproduced 
here ; this he passed on to the medical school. Wild 
was a keen antiquarian, and he and his wife, who was 
a daughter of Colonel Hillkirk of Withington, gave to 
Chetham’s Hospital an old street cross, Hyde’s cross, which 
at one time stood in one of Manchester’s busiest spots. 

Lately Wild had lived in Buxton, where his wife, 
apparently in fair health, died suddenly seven days 
before his own death on Oct. 7. He was nearly 80. They 
had been married fifty-four years. They leave two 
daughters, the elder one a doctor who married Dr. E. R. 
Jagger of Burton-on-Trent. 


OTFRID FOERSTER 
IT will be a grief to many to learn that they will not 


= meet Otfrid Foerster again. He was the best German 


general neurologist since Oppenheim, but he was more— 
he was the most important neurophysiologist that 
Germany has ever had and would have been regarded 
as a great acquisition by any university in the world. 
Educated at Kiel he went eventually to Breslau to serve 
under Wernicke. He was early interested in muscle 
tonus and this led him to his well-known work on 
rhizotomy. This work illustrated his power to extract 


the fullest number of facts from a single happening, for: 


in addition to his studies on the resulting hypotonus he 
observed segmental flushing from stimulation of the 
spinal roots, and years later published the best documented 
paper on the extent of the spinal dermatomes that has 
appeared. For many years he was a spectator in sur- 
gical procedures, many of his early operations being 
done by Küttner. The war of 1914-18 brought him 
opportunities to operate himself, and some of his best 
physiological work also came out of it—his observations 
on peripheral nerve and spinal injuries. During the last 
20 years-he became more and more interested in brain 
mechanisms, in cortical stimulation, in the surgical 
treatment of epilepsy, and in intracranial tumours, 


° 
ô 


OBITUARY 


[ocr. 25, 1941 503 


operating himself. The book which exhibits his qualities 
at their best is that on the pain pathways. Recently 
in collaboration with Bumke he edited the great ‘‘ Hand- 
buch der Neurologie,” to which he contributed several 
important sections, notably those on the motor and 
sensory cortex. The Rockefeller Foundation built for 
him in 1934 an institute for brain research in the Wenzel 
Hanke Hospital, where much of his work had been done. 

All of Foerster’s work showed a strong physiological 
bent; he was probably a better experimentalist than 
doctor. Patients were to him damaged units needing 
repair, but he preferred them to repay him by contribut- 
ing to the knowledge of nervous mechanisms. He had 
good reason to demand it, for few clinicians have had 
more penetrating insight or chosen with greater acumen 
the methods that would best resolve a problem. The 
mark of a scientific mind is to see a problem, to estimate 
whether it is complex, and then to devise means of solving 
it. None of these is easy. Foerster had a gift for them 
all. <A striking feature of all his work is the excellence 
of his illustrations, betokening his insight into required- 
ness as well as his artistry. He was an intensely inter- 
esting man, a good talker, with a memory highly retentive 
of difficult facts, and a kind and hospitable man who 
loved to have his pupils to his house once or twice a 
week, where they sat till late drinking his special brands 
of Rhine wine and pink champagne while he talked of 
everything—neurology, history, poetry, even politics.. 
He had been selected by the German government to 
attend Lenin in 1920 (a fact that a later government 
thought discreditable) and found him an extremely 
interesting personality. Foerster had inherited from 
his father, who was professor of rhetoric in Breslau, 
considerable histrionic gifts and a love of literature, 
especially of Goethe, pages of whose poetry he knew 
by heart. He was an admirable speaker, and his sense 
of timing and of the fitness of certain words and gestures 
for special occasions made his public appearances always 
remarkable. His spare: figure, his pale features, his 
carriage, all combined with his words to make his hearers 
realise they were in the presence of a great man. Those 
who knew him more intimately felt at once the emotional 
warmth which his keen scientific mind half obscured. 
They will deeply, regret the ending of their friendship 
with a rare character, and a distinguished man. 

G. J. 


WILLIAM KERR RUSSELL 
M.D. DURH. 
Dr. Kerr Russell, who died on Oct. 4 in hospital at 


_ Oxford after a short illness, was the son of Dr. Frank 


Russell of Heaton, Newcastle-on-Tyne. He went to 
Quaker schools at Ackworth and York and -then to the 
Durham school of medicine from which he graduated 
with first-class honours in Š 

1914, being awarded the 
Goyder scholarship. After 
serving four years with the 
R.A.M.C. he had good sur- 
gicalexperience under Ruther- 
ford Morison in orthopædic 
work before entering general 
practice in an industrial dis- 
trict of Newcastle where he 
was joined by Eleanor Wylam, 
a fellow Durham graduate, 
whom he married in 1923. 
Their bent was towards phy- 
sical methods and Russell 
founded the Sun Ray Clinic 
of which he was honorary 
director until he left Newcastle 
for London in 1928 to take up 
specialist practice in physical 
medicine. He was given charge of the light and elec- 
trical departments of the Miller Hospital and in 1934 
became hon. physician to the National Temperance Hos- 
pital, where he reorganised the physiotherapy depart- 
ment., At Harrow where they lived he and his wife were 
joint hon. physiotherapists to the local hospital. He 
was at once shy and sincere, with that sort of enthusiasm 
for his job which makes for experiment and advance. 
His shyness may have been coupled with his slight deaf- 
ness, but colleagues who came to know him well learned 
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to value his good humour and his skilful collaboration in 
treatment, as well as his vitality and vision. At the 
Miller, where some 75,000 treatments were given in the 
year, he was co-director of the Almeric Paget school, 
lecturing to students of massage. This considerable clini- 
cal work did not prevent him from making a world-wide 
study of physical treatment, reflected in the British 
Journal of Physical Medicine of which he ultimately 
became editor, and in two popular books on ultra-violet 
radiation, one written in collaboration with his wife. In 
June, 1940, Russell left London to take over single-handed 
a country practice at Ross-on-Wye and after a strenuous 
twelve months there had the first premonition of the deep- 
seated glioma which so rapidly proved fatal. He was in 
his 5lst year and is survived by his wife, a son and a 
daughter. 
- ALEXANDER GOODALL 
M.D. EDIN., F.R.C.P.E. 


_ Dr. Alexander Goodall, senior physician to the Royal 
Infirmary, and past president of the Royal College of 
Physicians of Edinburgh, died at his home on Oct. 7. 
Dr. Goodall, who was a son of the manse, was born at 
Barr in Ayrshire in 1876, and educated at George 
Watson’s and at. Edinburgh Univer- 
sity where he graduated M.B. in 
1898 and M.D. with high commen- 
dation in 1901. He became an 
assistant physician to the Royal 
Inf in 1913 and physician in 
1928 on the retiral of G. L. Gulland, 
with whom he collaborated in his 
book on ‘“‘ The Blood.” In his early 
days Goodall worked with Noél 
Paton and from 1906 till his death 


M the School of Medicine of the Royal 
Swan Walson, Edinburgh Colleges. He had been elected 
to the fellowship of the Royal College of Physicians of 
Edinburgh in 1904, and from 1937 to 1940 he was their 
president. For many years he was one of the busiest 
consultants in Edinburgh, and he maintained his close 


interest in hematology on which he continued to give 


postgraduate lectures after he had retired from his lec- 
turéship on clinical medicine at the university. During 
the last war Goodall served in the R.A.M.C. as major in 
charge of a medical division at Salonika, and he often spoke 
of the value of this clinical experience. Dr. Goodall is 
survived by his widow, two sons, and three daughters. 

Dr. Fergus Hewat, who shared with Dr. Goodall for 
seven years a ward in the Infirmary, writes: Goodall 
was a shy man and disliked medical committee work 
where discussions are apt to be prolonged and tedious, 
and he was happier teaching and looking after his patients. 

He loved his home and his children, and for some years 
was proud to be the only grandfather on the staff of the 
Royal: Infirmary. He found time for shooting, and on 
his day he was an excellent shot. He loved the country 
and all its associations. He always tried to see the 
humorous side of a situation, and this outlook at times 
led him to be misunderstood by those who were more 
formal in their demeanour, but the big occasion made no 
appeal to him. 


JAMES RUSSELL McWHIRTER 
M.B. BELF.; ACTING SQUADRON LEADER R.A.F. 


Dr. McWhirter was born in 1909 and educated in 
Belfast, where he qualified in 1934. After holding house; 
appointments at the Royal Infirmary, Bristol, St. Luke’s 
Hospital, Chelsea, and Archway Hospital, Highgate, he 
was appointed to a short-service commission in the Royal 
Air Force in 1937. During the next two years he served 
at various flying training schools and qualified as a pilot 
in 1939. Early in 1940 he was posted to Middle East 
Command, and shortly afterwards he was transferred to 
the reserve on completion of his initial service on the 
active list. He remained employed as a reserve officer, 
and he was serving in the Coral Zone when he was killed 
- in a motor accident on Aug. 31. . 


NavaL Honour.—tThe D.S.C, has been awarded to Surgeon 
Lieutenant E. A. Penn, M.R.C.S., R.N., H.M.S. Ladybird, for 
courage and coolness when his ship was sunk by enemy 
aircraft. 
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Public Health 


| From the School Reports 

, e CUMBERLAND 

Dr. Kenneth Fraser in bis school report for 1940 says 
that the evacuees were better nourished, especially the 
school-leavers, but less clean than the natives. The 
children of the second large evacuation in midsummer - 
1940 were less unclean than those of the first evacuation 
in 1939 and gave little difficulty in billeting. Of the 
native children 5% were ill nourished in infants, 7% in 
intermediates, and 5% in leavers. Amongst the evacuees 
the percentages were 3, 3 and 1. Whatever may be the 
value of the standard adopted it was uniform, so the two 
sets are comparable. There may have been some 


selection in the evacuees ; orit may be that the difference 


is partly racial—e.g., that the evacuated children who 
come from the cities develop more quickly than the 
country folk—and it is not possible, especially in the 
leavers, to distinguish malnutrition from ‘the irregular 
growth which occurs about puberty. But there has 
always been something to explain about the nutrition 
of the children of Cumberland. The cleanliness of the 
1940 evacuées compared with those of 1939 is explained 
by ‘‘ the commotion incidental to the outbreak of war on 
the one hand and the prepared evacuation of 1940.’’. 
Owing to the widespread reservoir of the head louse, the 
heads of.school-children can be kept free from vermin 
only by constant action. In the upset at the start of the 
war supervision was much more faulty in the evacuating 
than in the receiving areas and this accounts in part for 
the high infestation of children on reception. 


LEICESTERSHIR®D 


Dr. J. A. Fairer tells us that in the routine inspection 
of 12,303 children during 1930 441 were referred for 
treatment for tonsils alone, 118 for adenoidsgalone and 
361 for both tonsils and adenoids. This incidence is low. 
The percentage of children referred for tonsillectomy has 
varied enormously in different places and at different 
times, but that referred for adenoids has declined steadily. 
The fluctuations of tonsil cases may vary with fashion 
or individual opinion, but the incidence of adenoids, in 
which fashion has played no part and opinion is less 
divided, must reflect a true decline of the adenoid 
syndrome which has been obvious in recent years. 
Indeed the running nose, both a cause and a symptom of 
adenoids, is now seldom seen. This is probably due to 
improved nutrition and is.one explanation of the few 
droplet infections in circumstances otherwise favourable 
to a high incidence. Among the inspected children only 
two cases of crippling rickets were detected. 


Infectious Disease in England and Wales 
WEEK ENDED OCT. 11 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox 0; scarlet 
fever, 1336 ; whooping-cough, 1970 ; diphtheria, 1034 ; 
paratyphoid, 64; typhoid, 23; measles (excluding 
rubella), 787 ; pneumonia (primary or influenzal), 705 ; 
puerperal pyrexia, 145; cerebrospinal fever, 110; 
poliomyelitis, 38; polio-encephalitis, 4; encephalitis 
lethargica, 2; dysentery, 207; ophthalmia neonatorum, 
89. No case of cholera, plague or typhus fever was 
notified during the week. ) 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct. 8 was 1304; including 
scarlet fever, 160 ; diphtheria, 270 ; measles, 23 ; whooping-cough, 
524; enteritis, 27 ; chicken-pox, 17; erysipelas, 29; mumps, 11 ; 
Poliomyelitis, 7 ; dysentery, 16 ; cerebrospinal fever, 17 ; puerpera 
sepsis, 12; enteric fevers, 48; malaria, 1; other diseases (non- 
infectious) 45 ; not yet diagnosed, 97. : 

Deaths.—In 126 great towns there were no deaths 
from scarlet fever, 1 (0) from enteric fever, 3 (0) from 
measles, 9 (3) from whooping-cough, 34 (0) from diph- 
theria, 42 (3) from diarrhcea and enteritis under 2 years, 
and 11 (0) from influenza. The figures in parentheses 
are those for London itself. 

Preston reported a fatal case of enteric fever. There were 3 
deaths from diphtherla at Birmingham. In the same week Dublin 
had 30 deaths from diarrboca. 
The number of stillbirths notified during the week was 
207 (corresponding to a rate of 39 per thousand total 
births), including 11 in London. pory Y 


Se ee ee) eee See ee eg Dae eee > 


-strict colla 
‘advertise and fit in with the other two. 


how to help them to help the public. 
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HEALTH EDUCATION BY PROPAGANDA 
GEOFFREY BARBER, M.B. CAMB. 


THE announcement by the Chief Medical Officer of a 
nation-wide campaign against the common cold comes 
as a spur to those who have already been planning an 
even wider campaign against all diseases which can 
either be prevented or lessened by fairly simple measures. 
The success of the Ministry of Food in teaching the public 
about economy in the kitchen, and the essentials of 
healthy feeding, through what is called the Food Front, 
has prompted the question whether a similar Health 
Front might not be equally successful. The same 
methods could be employed—posters to draw attention 
to advertisements in the press, and a daily short broad- 
cast at a popular time. All three would be used in 

oration, being planned by one source to 
The posters 
and the press would use slogans and cartoons, such as 
“ Don’t belong to the sixth column of disease ” and the 
services of Fougasse for cartoons of the German leaders 


in various unhealthy rôles could be relied on to fix the 


popular imagination where it is wanted. 

. Broadcasting on health is at present limited to a 
short talk on Fridays at 10.45 A.M., and this is not 
enough, besides being at a time when few can listen. 
Indeed, it is shown to have only 6% of listeners. These 
talks are indépendent of the few sporadic press articles 
and advertisements which do appear from time to time, 
whereas a short daily talk at a popular time, advertised 
in the press and led up to by cartoons, could do powerful 
work. The talks would have to be very carefully 
planned, and there are many errors and pitfalls to be 
avoided. It is difficult to talk on medical subjects and 
keep one’s language simple and free from technicality, 
and the speakers would have to arrange not to contend 
with or contradict each other. Above all, the talks 
would have to avoid suggestions which might encourage 
the hypochondriac and fusser. The subjects of the short 
broadcasts might be as follows : 


The scope of medicine ; preventive and curative. 

Diseases which are definitely preventable—smallpox, 
typhoid, diphtheria, tetanus. . i 

Diseases which may be prevented—bovine tuberculosis, 
whooping-cough, impetigo. . 

Those which may be lessened, chiefly because they are 
carried by droplet infection or by dust—tuberculosis, 
tonsillitis, scarlet fever, influenza, colds and coughs. 

The natural history of the house fly and its bearing on some 
illnesses. | 

The influence of crowds; sneezing and coughing in public 
as a form of sabotage. Cinemas and tubes. 

What the public has a right to expect of medicine; from 
general practitioners, clinics, specialists and hospitals, and 


tunity here to mould opinion towards necessary reforms.) 

The home medicine chest, and simple first-aid to minor cuts, 
burns and sprains. What a disinfectant aims at, when to 
use it, and when to leave well alone. - | 

` During illness ; nursing, prevention of spread of infection. 
Popular fallacies ; hypochondriacs and pessimists. `’ 


A further series of subjects could be drawn from 
Shakespeare’s seven ages of man. The mewling infant 
from before birth, through feeding (natural and artificial), 
as far as teething. (The kitchen front has already given 
model talks on this, and Dr. Charles Hill might well be 
brought back to the health front to continue right 
through.) There follows the schoolchild—bow legs and 
knock-knees, rickets, teeth—on to adolescence ‘and 
puberty. The difficult child, and the parents share, 
would be very helpful to some, particularly in small 
families. Infectious fevers, and common ‘sense in 
nursing them, would help parents and doctors alike. 
Premarriage and the wild-oats stage would need cautious 
handling for the more prudish listeners, but if the talks 
did away with the present ostrich-like attitude of many 
parents they would ‘prevent much hidden mental worry 
and suffering ; venereal disease will not grow less until 
it is treated in a more matter of fact way. The need of 
recreation for the worker, both the wage-earner and the 
housewife, would help the family doctor as well as the 
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shorthand 


(There is a good oppor- | 
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workers themselves, merely by reiterating the advice 
which we have to give so often; and the same applies 
to the many problems of middle age, obesity, rheumatism, 
D.A.H.,. septic teeth, and ‘* 40-50.” inally a sane 
word or two might be said on the stages of ‘‘ slowing 
down,” and ‘‘ packing up,” to try to instil a reasonable 
attitude to death and comfort the cancerphobe. 

Facility in broadcasting does not always go hand in 
hand with the best knowledge on a subject, and it would 
be wise to codrdinate the efforts of all the speakers by 
making them prepare their talks in the same way, so as 
to ensure an easy style. The following routine has 
something to commend it. First write down all your 


ideas on the subject; classify and arrange them and 


make them into a short continuous essay. Then make a 
precis of your essay, with headings and notes, and finally 
use this‘as a basis for a conversational talk to your 
typist. This method will often produce a 
fluent and unstilted talk from a man who thinks more 
easily than he speaks. 


MILK FOR INVALIDS 


THE arrangements for the supply of fresh milk on a 
priority basis to certain classes of invalids have now been 
completed. Lord Horder, as medical adviser to the 
Minister of Food, has sent a personal letter to each 
registered medical practitioner enclosing a confidential 
statement regarding the issue of medical, certificates for 
the supply of milk on a priority basis under the milk 
supply scheme. These two documents explain the 
reasons for the special arrangements and detail the 
conditions and procedure governing the issue of certi- 
ficates for liquid milk to people suffering from any of the 
prescribed medical conditions. Under the arrange- 
ments as finally agreed, the doctor will insert on the > 
certificate the class number and letter of. the medical 
condition according to the schedule in the confidential 
statement ; otherwise no diagnosis appears on the certi- ` 
ficate. In this form the certificate will fully preserve 
the confidential relationship of patient and doctor. 
The certificate passes direct to the local food office, which 
issues the necessary documents to permit the supply and 
purchase of the prescribed quantity of milk for the period 
authorised. These arrangements impose on members of: 
the medical profession sole responsibility for the issue of 
medical certificates for milk in accordance with the Milk 
(Scheme of Supply) Order. The conditions qualifying 
for priority cover a wide range, and Lord Horder urges 
that a certificate should only be given where genuinely 
necessary. ‘‘If the maximum allowance is prescribed 
in every case of illness,” he says, ‘‘ the total consumed in 
this way may seriously curtail the supply of milk avail- 
able for able-bodied adults, and even prejudice the 
quantities needed by mothers, children and adolescents.”’ 


CHILDBIRTH IN DUBLIN | 

THE reports! of the Dublin maternity hospitals (the 
Rotunda, Coombe Lying-In, and National Maternity) 
for 1940 cover records of over 11,000 patients. The 
cases are tabulated without the familiar division into 
booked and unbooked, which is usually made to show 
the benefit of antenatal care. Certainly the cases 
‘from the country.” include the bulk of those in poor 
condition, bad subjects for necessary operative inter- 
ference. At the Rotunda, 80% of the patients made 
antenatal visits and Coombe Hospital reports 2-6 visits 
per patient. Delivery was per vaginam in 10 Rotunda 
patients who ‘had previously had cssarean section ; 
2 of the babies died; 4 similar cases were successful at 
the Coombe. That there is a danger of rupture of the 
scar is shown by the record of a case treated by hystero- 


.tomy for hyperemesis ; she had mild albuminuria in a 


subsequent pregnancy and was given three doses of 
pituitrin, 0-25 c.cm., with resultant-rupture treated by 
immediate csesarean and repair. One case of ruptured 
scar at the Coombe Hospital was treated by cesarean 
hysterectomy. In another case a premeditated repeat 
cesarean revealed a scar deficient for 1} in., covered 
only by peritoneum, which had remained intact in the 
absence of labour pains. l 

Local anæsthesia is used for some cases of cæsarean 
section ; 4 of the 63 operations at the Rotunda were 
by this method, and:8 pf the 41 at the Coombe. Upper 


1. Irish J. med. Sci. August, 1941, p. 273. 
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and lower segment operations were performed in the 
ratio of 14 to 49 at the Rotunda, 16 to 25 at the Coombe, 

and 3 to 34 at the National Maternity. Cesarean 
hysterectomy was twice considered necessary at the 
Coombe—for ruptured scar, and toxic accidental 
shemorrhage. After 3 of the 63 cæsareans at the Rotunda 
“ burst abdomen ” followed on within 7-10 days, one 
case proving fatal. The 3 patients were suffering from 
concealed accidental hemorrhage, hematoma of the 
rectus sheath, and pre-eclampsia. At the Rotunda, 
2 successful cases of pubiotomy are recorded. In both 
the pelvis was contracted, and the operation was per- 
formed to facilitate delivery with Kielland’s forceps, the 
operator -having been unsuccessful without it. The 
‘patients were discharged, walking, on the 10th and 16th 
days, and both infants survived. 

Cases classed as eclampsism in the Rotunda report 
seem to include chronic nephritis. The group consists 
of 7 multipare and 3 primigravide ; 4 of the 10 cases 


had a blood-pressure of over 200 mm. Hg with albumin- . 


uric retinitis, and were less than 30 weeks’ pregnant. 
The eclampsia . group, on the other hand, contained 
9 primigravide and 2 multiparee, only one case being 
less than 37 weeks pregnant. In the treatment of 
eclampsia the Coombe Hospital uses lumbar puncture, 
and the intravenous injection of 50% glucose, while the 
National Maternity uses magnesium sulphate injections ; 
. details of the methods are not given. The three hospitals 
treated 42 cases with 2 deaths. Flourishing æco- 
logical and pædiatric clinics are attached to the hospitals, 
and are an asset for teaching purposes. In following up 
mothers and babies the student sees just the kind of 
case he will have to deal with in practice. Of the 
hysterectomies performed, 50% at the Rotunda were 
by the ‘vaginal route, but only 1 in 30 at the Coombe, 
and 9 in 59 at the National Maternity. 


C.S.M.M.G. SALARIES.—In a recent issue’ (Oct. 11, 

p. 441) it was stated, on the authority of the secretary of the 
Chartered Society, that the new scale of salaries re- 
commended by the council for members of the society 
' working in E.M.S. hospitals had been approved by the 
Ministry of Health. We understand that this approval 
has not gone beyond the readiness of the Ministry (set 
out in E.M.S. Gen. 330) to reimburse these hospitals for 
the usual proportion of the work done there by auxiliary 


medical services. 
Medical News 


University of Cambridge 
On Oct. 17 the following degrees were conferred l by biosy: — 
M.B., B.Chir.—J. S. Johnstone, D. E. Marmion, D. S. Cadman, 
J. w Stansfeld, Rees Jenkins, I. G. Wickes, R. C. Southern, and 
*O. L. Scarborough. 
- M.B—JI.R. Griffith and W. S. Nutt. 
* In person. 


University of Wales 
Dr. D. T. Thomas has passed the examination for part IT 


of the D.P.H. 


Royal College of Surgeons of Edinburgh 

At a meeting of the college.on Oct. 15, with Dr. H. M. 
Traquair, the president, in the chair, the following were 
admitted to the fellowship :— - 


W. V. Beach, M.R.C.S., D. W. Bracey, M.B. Lpool, M. S. 
Campbell, M.B. Lond., Iqbal Chand, M.B. Punjab D. Coode, 
B.M. Oxfd, H. K. Dastur, .0.S., Hiren De; MES., J. C. 


d 
Cairo, Thomas Gibson, M. B. Glasg. , W. H. 
Camb, M. A. M. Labib, M.B. Cairo, H. 
W. C. .McGuire, M.D. On tario, George MacKay, M.D. ” Manitoba, 
J. wW. ' Morgenthal, M.B. Edin. and J. M. H. Ross, M.B. Edin. 


The following office-bearers were elected for the ensuing © 


year: president, Mr. J. W. Struthers; vice-president, 
Dr. H. M. Traquair ; secretary and treasurer, Mr. K. Paterson 
Brown; members of president’s council, Mr. James M. 
Graham, Prof. R. W. Johnstone, Sir John Fraser, Mr. A. Pirie 
Watson, Dr. G. Ewart Martin and Mr. Francis E. Jardine ; 
representative on the G.M.C., Mr. Alexander Miles ; convener 
of museum committee, Mr. W. Quarry Wood; and librarian, 
Dr. Douglas Guthrie. 


 CORRIGENDA.—For M.D. Edin. read M.B. Edin. in the title 
to Mr. Winsbury-White’s article (Sepț. 20, p. 331).—On p. 453 
(Oct. 18), fourth line from the end, read saline for normal saline. 


MEDICAL NEWS 


[ocr. 25, 1941 - 


Radiology under ‘Social Security 


A New Zealand correspondent writes : In August dia gnostic | 


services in the X-ray departments of public hospitals were 
made free to all, as therapeutic services had already. been made- 
This cleared up the anomaly that existed since hospital bene. 
fits were introduced, namely that it cost a patient say two 
guirieas as an outpatient of a public hospital,to have his chest 
or stomach X-rayed, whereas if he got himself admitted as an 
inpatient for a few days the whole cost him nothing. The 
expected flood of work has not fully materialised though it is 
quite clear that the volume will be considerably increased. 

Particularly in the larger hospitals, staff, room, and plant 
are not nearly adequate for present needs, working under good 
conditions, let alone extra demands. Radiologists in private 
practice are-to be allowed to claim from the Government the > 
same sums per service that are paid to the hospitals for X-ray 
work. These are detailed in a Schedule and are expected, 

under N.Z. conditions in private practice, to cover costs only. 
Radiologists will require to be recognised for the purpose by 
the Government and will be allowed to charge further fees 
to the patient over and above the sums mentioned. Final- 
details of the Government allowances, and extras chargeable, 
remain to be fixed. The arrangements were passed in Parlia- 
ment before the radiologists commented on them. It is 
believed that a firm of dealers in radiological equipment and a 
hospital secretary advised the Government. The radiologists 
met soon after the enactment, and are now conduoting 
negotiations with the Government. 


Royal Society of Medicine 


On Monday, Oct. 27, at 2.30 p.m., Mr. Harold Round, 
M.D.S., will give his presidential address to the section of 
odontology. ` He will speak on the value of a dental depart- 
ment in a general hospital. On Saturday, Nov. I, the section 
of physical medicine will meet at Bath. There will be clinical 
demonstrations at the Royal National Hospital for Rheumatic 
Diseases at midday, and in the afternoon a demonstration of 
hydrotherapy in the Royal Baths followed by a discussion on 
its value in rehabilitation. 


Fa 


Foraacs, PAUL, L.R.C.P. : temp. asst. M.O. for Buckinghamshire. 
PHILLIPS, T. J., M.R.C.S.: temp. asst. ophthalmic surgeon to the 
Liverpool Eye, Ear aad Throat Infirmary. 


The Chief Inspector of Factories has appointed the following 

examining surgeons : 

ABBAT, P. D., M.B. Manc. : for Ludgershall, Wilts. 

HAWKE, R. F., L.M.S.S.A.: for Crawley, Sussex. 

KNOWLES, R. R., M.B. Lpool : for Birkenhead, Cheshire. 

McDONALD, CARRICK, M.B. Glasg. : for 

MAXWELL, E. C. W., B.A. Camb., M.R.G.S. : 
Sussex. 

Woop, W. C., M.D. Lond., F.R.C.S. : 


Births, Marriages and Deaths 


BIRTHS 


Apter re Oct. 1. at Epping, the wife of Captain Paul Adler, 
—a so 
BICKFORD.—On Oct. ‘17 , at Bideford, the wife of Flight-Licutenant 
_ B. John Bickford, F.R.C.S., R.A.F.V.R.—a daughte 

MATHER.—On Oct. 15, at Wigan, the wife of purser ‘Lisutenané 
Northage de Ville "Mather, of Todmorden—a 8 

MILLER. on Oct. 5, in Capetown, the wife of. ‘Captain Ashton 
Miller, R.A.M. C a daughter. 

MURPHY. SOn Oct. 10, at Louth, Linco nsnire; the wife of Lieut. - 
Colonel R. Murphy, R.A.M. C.—a 

O’SHEA.—On Oct. 10, in Dublin, the wife of Major Patrick O’Shea, 
R.A.M.C.—a daughter 

WILSOoN.—On Oct. 12, at, Ongar, Essex, the wife of Dr. Peter 
Wilson, R.A.M.C.—a son 


- MARRIAGES 


Oe ROTTO: —On Oct. 18, at Cupar, James Rintoul Cellars, 
» squadron- Donder, R. "A. F., to Margaret Kilgour Rollo. 
E E E A Pate. —On Oct. 11, at Englefield Green, John Charles | 
McEntee, M.D., to Nora Ruth Walding Prag. 
PEARSON—SLATER. “On Oct. 16, at Buckingham, George Bruce 
Pearson, L.R.C.P.E., to Mary Beatrice Slater. 


DEATHS 


BOYLE. —On Oct. 15, Henry Edmund Gaskin Boyle, 
F.R.C.S., D.A., aged 66. 

COHEN. one Oct. 16, at Edgware, 
M.B. Edin., coroner for East Middlesex. 

DAVIDSON.—On Oct. 12, Hugh Allan Davidson, D.S.O., Croix de 
Guerre, M.B.  Abera., lieut.-colonel R.A.M.C., of Dunnydeer 
Mains, Insch, Aberdeenshire, aged 66. 

GERVIS.—On 13, Henry Gervis, M.B. Camb., J.P., late of 

Brighton, aged 78. i 


winning, Ayrshire. 
for Robertsbridge, 
for Penshurst, Kent. 


O.B.E., 


N 


George Alexander Cohen,’ 
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SOME PROBLEMS OF WOUND INFECTION * 


A. A. MILES, M.A. CAMB., F.R.C.P. 


PROFESSOR OF BACTERIOLOGY, UNIVERSITY COLLEGE HOSPITAL 
MEDICAL SCHOOL 


- E. H. Kettle once deplored the dominance of th 
bacteriologist in the study of infective inflammation—a 
dominance which he felt not only elbowed out the more 
profitable study of the host’s reaction but also obscured 
the problem with so many irrelevant facts about bacteria 
that the wood could not be seen for the trees (Kettle 1927). 
This lecture is an attempt to show how much the ‘‘ domin- 
ant bacteriologist’’ has contributed to the study of wound 
infection ; his contribution is extensive and significant, 
but has been more successful in prophylaxis than in cure. 


EARLY AND LATE INFECTION COMPARED 

The bacteriologist is, in the first place, faced with 
freshly inflicted wounds. In them he finds bacteria 
apparently derived from skin, alimentary tract, clothes 
and surrounding dirt. The cultivation of swabs from 
very early wounds yields mainly indifferent cocci, both 
staphylococci and streptococci, diphtheroids, aerobic 
spore-bearers of the Bacillus subtilis type, and anaerobic 
spore-bearers. Later swabs yield a greater variety : 
for example, 1-3 days after infliction, wounds contain 
Streptococcus pyogenes and Staphylococcus aureus in 
addition to the bacteria already mentioned. The 
increase may in part be due to the growth of small initial 
doses of bacteria into recognisable prominence. But 
figures for swabs taken 4-12 days, and 13-30 days after 
infliction show that while spore-bearers and indifferent 
cocci die out there is a still greater incidence of Strep. 
pyogenes, Staph. aureus and Pseudomonas pyocyanea. 
The incidence of coliforms remain relatively high. It is, 
in fact, the frankly pyogenic bacteria—streptococci, 
staphylococci and the coliforms—which appear in the 
later cultures (Miles et al. 1940, Spooner 1941). These 
newly appearing bacteria may have been introduced 
at the time of wounding or added later. If we assume 
that all the bacteria in a wound grow from small numbers 
introduced at the time of wounding, we shall have 
difficulty in explaining why Staph. aureus and Strep. 
pyogenes often appear for the first time as late as 3 weeks 
after wounding, for they are not given to lying dormant 
in the tissues. It is easier to maintain that they are 
added after the infliction of the wound; and indeed, 
particularly in the case of the streptococci, we’ have 
strong circumstantial evidence in support’ of it. The 
pyogenic streptococci can be subdivided by serological 
tests into a number of well-defined types. In civilian 
life they reside in the upper respiratory tract of some 
5-10% of the population, and if we were to select a few 
. hundred people in a haphazard fashion, we should find 
that their throat streptococci belonged to a wide variety 
of types; no one type would predominate. But when 
50 of these wounded people are gathered from different 
pieces into one ward, not only may as many as 40% 

e infected with streptococci but the streptococcal types 
are not distributed in quite so haphazard a manner as we 
might expect had they been picked up from the environ- 
ment at the time of wounding; certain types predominate, 
which suggests an infection from a common source. 
Moreover, a predominating type often turns up late in 
the history of wounds under treatment in a single ward, 
and by keeping a close watch on the noses, throats, 
wounds and cut fingers of patients, nurses and medical 
staff it is often possible to trace the apparent course of 
infection by one type of streptococcus from wound to 
wound, wound to throat, throat to nurse’s cut finger, 
and cut finger to another wound. | 

In certain Hertfordshire hospitals we seldom. found 
Strep. pyogenes in wounds sampled within a few hours of 
infliction; yet the incidence of streptococcal wound 
infection in the wards varied from 20 to 70%. Colebrook 
and Francis (1941) estimate that 5% of their burns were 
‘initially. infected with Strep. pyogenes, and found 70% 
infected in hospital. Besides streptococci, there are 


* Abridged from the Kettle memorial lecture, delivered at the 
Welsh National School of Medicine in May, 1941. 
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added infections by Staph. aureus, coliforms, Proteus 
vulgaris, and occasionally the tetanus bacillus, Welch’s 
bacillus and the diphtheria bacillus. Itis not uncommon 
to find added infections of all kinds in half the wounds of 
a ward. Not all these infections are serious or give rise 
to clinical signs of infection, but there is evidence that 
(apart from the’ quite large numbers of patients who are 
made seriously or even fatally ill by added infection) 
many milder added infections retard wound healing and | 
certainly increase the risk of the cross-infection of clean 
wounds by constituting an open reservoir of potentially 
pathogenic bacteria. | 

Added streptococci originate in the nose and throats 
of carriers. Itis the skin, and especially the skin recently 
infected with staphylococci, that is usually regarded as 
the source of Staph. aureus. But it is probably truer to 
regard the nose as its more constant origin. Staph. 
aureus may infest the deeper crypts of the skin, but on 
the skin itself it is a superficial transient contamination. 
It seems clear that the nose is the source of the skin 
staphylococcus, since both superficial and deep skin 
carriers are commonly nasal carriers. In a few tests of 
such double carriers in which a precise serological typing 
was possible the staphylococci from the nose and skin 
proved to be of the same subtype. The importance of 
the streptococcal carrier is fully appreciated ; the poten- 
tial dangers of the nasal carrier of Staph. aureus are less 
obvious, but none the less important in combating hos- 
pital infection, for up to 90% of the wounds in a ward may 
be infected with it. i 

A rough estimate of the extent of this nasal danger 
may be made by piecing together the scanty information 
about staphylococcus carrier-rates (Hallman 1937, 
McFarlan 1938, Gillespie et al. 1939), and including some 


recent surveys that Dr. A. C. Cunliffe and Dr. A. M. 


Thomas have been making in Hertfordshire. It appears 
that the staphylococcal carrier state in the nose, far 
from being the result of a temporary infection or con- 
tamination, may be the result of an early colonisation 
of the nose that gradually disappears with advancing 
age. The nose of the newborn child is sterile, but at 2 
weeks old 90% of the infants in hospital wards are 
infested with Staph. aureus. The incidence drops to 
50-60% in young children and to 20—40% in young adults. 
Of these carriers, at least half are, profuse, and remain 
so for months on end. The figures are appropriate to our 
inquiry, for they were obtained mainly from hospital 
patients, staff or medical students, and may be said to 
represent the staphylococcal environment of a wounded 
person in hospital. We do not as yet know whether all 
strains of true Staph. aureus are equally pathogenic. 
The common infectors of the nose may be relatively 
innocuous, and wound infection may be due to more 
rarely occurring virulent types. But until we know 
more about the properties of the staphylococcal subtypes 
it is reasonable to assume that the high incidence and 
relative permanence of Stoph. aureus nasal carriers in 
hospital personnel and patients, and the consequent high 
skin-carrier rate, is responsible for the predominance of 
Staph. aureus in the infections of war wounds. It is 
impossible to exclude all nasal carriers from participation 
in surgical work. But the risk of infection from them 
is reduced to a minimum if all those engaged in surgical 
manipulation of wounds are compelled to wear imperme- 
able masks in the wards as.well as in the theatre. 

As a result of many bacteriological surveys of wounds, 
it may be said that the bacteria introduced into wounds 
by direct enemy action are much less disabling in the 
sum total of their after-effects than those introduced 
after infliction. It is also true that a great deal of this 
added infection is preventable. In peace-time the risk 
of hospital infection was small, though definite. But 
the aseptic technique of peace has not stood the strain 
of a war in which at any moment a base hospital may be 
overwhelmed with the additional duties of a casualty 
clearing station. The surgeons were the first to set their 
house in order over hospital infection, and in the process 
became part-founders of medical bacteriology. But the 
initiative in the fight against hospital infection has 
lately passed to the fever hospital and to the obstetric 
and children’s ward, and it is to the bacteriologists who 
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worked in these places that we owe our present impétus 
in tackling war wound infection. The surgeon already 
has the prophylactic techniques at his disposal, and a 
rearrangement of their emphasis and application should 
suffice to make the wards and theatres safe. 

Last year Dr. Joyce Wright and I found the hospital- 
infection rate in a certain neurosurgical ward at times 
rose as high as 30%. In four months, 15% of all wounds 
—air-raid or operation—were infected in hospital. The 
figure was comparatively low, because a careful forceps- 
dressing technique was employed, but nevertheless 
Strep. pyogenes was spreading from patient to patient. 
During the air-raid lull of the new year the ward dressing 
technique was carefully revised. Masking was rigidly 
insisted on during dressing, and a new routine instituted. 
Since that time Dr. Wright has maintained a detailed 
bacteriological watch on the whole unit. The technique 
was maintained even when three separate convoys of 
air-raid casualties had filled the wards to their limit, and 
the result was excellent. In spite of the presence of 
Strep. pyogenes in chronic and newly admitted wounds 
in the throats of patients and staff (including an epidemic 
of a type 4 in the throats of 7 people), and in the air of 
the wards, the number of patients with added infections 
in a second 4-month period has been 4. Of these infections 
3 were in trivial wounds of the arm and leg, which were 
dressed by the ordinary technique; they constitute an 
additional proof of the efficacy of the improved precautions, 
for the head wounds of the same patients were dressed 
by the improved technique and remained without added 
infection (McKissock et al. 1941). 

With the bacterium already established in the wound 
the issues are less definite. Dominating the scene is the 
purulent wound, infected with the pathogenic strepto- 
cocci and staphylococci and those junior partners in the 
_ pyogenic axis—the various coliforms, P. vulgaris and 
Ps. pyocyanea. It is worth noting that we have not yet 
exhausted the information we can get from the bacteria 
themselves in explaining the variations in severity of 
these pyogenic infections and the changes in bacterial 
flora that accompany. healing or exacerbations of 
infection. Next in numerical importance is the wound 
in which the initially infecting organisms, mostly sapro- 
phytes, die out in a few days and stimulate little, if any, 
tissue reaction. Such wounds might be called con- 
taminated rather than infected, and they solve their own 
problems by never proceeding to infection. Finally, there 
is the wound in which essentially saprophytic bacilli 
find an opportunity to instigate a gas gangrene. These 
bacilli, in the order of their frequency in wounds, are 
Clostridium welchii, Cl. sporogenes, Cl. septicum, occa- 
sionally Cl. wdematiens, and a host of more or less 
well-defined species, all spore-bearing anaerobes. I 
call them essentially saprophytic, for in most wounds 
they die out as rapidly as other contaminants like 
B. subtilis, sarcinæ and micrococci. In a minority of 
wounds they may multiply with other bacteria in a 
superficial necrotic layer of tissue, but it is only in a few 
wounds so infected that gas gangrene supervenes. The 
opportunity for the offensive germination of the gas-gan- 
grene bacilli is provided by areas of tissue, usually those 
_ denuded of oxygen, in which the reducing intensity, chemi- 

cally speaking, isincreased toa point that allows the growth 
of anaerobes, and this opportunity is largely removed by 
clearing from the wound foreign hodies, dead tissue, and 
anything likely to kill the remaining healthy tissue. 

So far there is little definite information on the import- 
ance of those differences we can detect in the strains of 
Cl. welchit isolated from human flesh wounds. Robertson 
and Keppie (1941) found that there is a tendency for 
Cl. welchit strains from gas-gangrenous wounds to pro- 
duce more powerful toxins than those from the merely 
contaminated wounds, and that the toxigenic powers of 
some of these gas-gangrene strains tend to be inhibited 
less by changes in the hydrogen-ion concentration of the 
media than those of the more saprophytic strains. But 
powerfully toxigenic strains turn up in contaminated 
wounds, and fatal gas gangrene occurs with the feebly 
toxigenic strains. We have found a similar lack of 
definite association between the capacity of toxin-free 
Cl. welchit strains to resist the bactericidal power of 
human blood, and the capacity to produce gas gangrene. 
Our most resistant strain came from a small granulating 
scalp wound that was healed in 10 days. 
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METHODS OF TREATMENT 

To combat these bacilli we have various antitoxins, 
and a number of antibacterial chemotherapeutic agents, 
both natural and synthetic. Of the natural anti- 
bacterial substances, elaborated by bacteria and fungi, 
few have received extensive therapeutic trial. Gratia 
(1930) in Belgium and Dubos (1939) in America have: 
both described such substances, the one from a fungus, 
the other from spore-bearing bacilli. In this country 
we have Fleming’s discovery of penicillin, which is 
powerfully antibacterial. A full test of its value must 
await its production in large quantities. It has no 
observable toxic effect on phagocytes in antibacterial 
concentrations, and its antibacterial effect is not inhibited 
in the presence of organic matter. Its action, like that of 
the sulphonamides, is apparently bacteriostatic, an 
effect that permits the defences of the body to take 
adequate action against the invader (Fleming 1929, 
Abraham etal. 1941). The synthetic antibacterial agents 
include the sulphonamides and the flavines. The flavines 
are antiseptic rather than chemotherapeutic, though 
two, proflavine and 2:7 diamo-acridine, by reason of 
their low toxicity for tissues (Russell and Falconer 1941), 
approach chemotherapeutic rank. At present we know 
little of their efficacy against the gas-gangrene bacteria. 

The sulphonamides have been extensively tried in 
pyogenic wounds and there is little doubt of their pro- 
phylactic and therapeutic value. They are inhibited to 
some extent by organic matter, particularly if the 
products of extensive tissue breakdown are present. 
But even in the presence of pus their local application 
reduces the streptococci, staphylococci, coliforms and 
spore-bearing anaerobes in wounds. There is every 
justification for their early employment in the treatment 
of such wounds, for even if they fail to destroy the 
bacteria they may prevent their multiplication, and 
thereby permit the delays in full surgical treatment that 
are sometimes inevitable in war. In the treatment of 
gas gangrene there is no similar clear-cut indication for 
the confident exhibition of these drugs. The occasions 
for test in man have been few, and in animals the result 
of numerous attempts to treat experimental gas-gangrene 
are conflicting. Attempts vary in the animals used, 
the dose of bacteria, and the mode of applying the drug. 
This variety is in a sense helpful, for the common features 
that can be abstracted from it tell us where the truth lies. 
First, the susceptibility of the gas-gangrene bacilli in 
the test-tube is of a much lower order than that of the 
streptococci, and this low susceptibility is reflected in 
the animal, where the oral administration of the drugs is 
relatively ineffective. Local therapy with the solid 
drug, in whose vicinity one can expect maximum concen- 
trations, is much more effective. In the second place, 
chemoprophylaxis, achieved by introducing the drug 
along with the infecting bacilli, is more successful than 
chemotherapy, which only prolonged the life of animals 
in a few cases, and in fewer cases saved it. Cl. welchii 
infections are most successfully treated, Cl. septique less, 
and Cl. adematiens least. With regard to the effect of 
the different sulphonamides, there is greatest disagree- 
ment over Cl. welchii ; in general, the best are sulpha- 
thiazole and sulpbapyridine, with sulphanilamide a close 
second. With Cl. septique the order is sulphathiazole, 
sulphanilamide and sulphapyridine, with dissidents in 
favour of:reversing the last two; and there is agreement 
that sulphathiazole is outstanding with Cl. wdematiens. 
Fleming (1941) has suggested that for historical reasons 
we tend to think of sulphanilamide as best for strepto- 
cocci, sulphapyridine for pneumococci, and sulphathia- 
zole for staphylococci, whereas in fact the last drug is 
active against all three cocci. The same holds good for 
the gas-gangrene organisms ; sulphathiazole is not merely 
the best drug for Cl. adematiens ; it appears on balance 
to be the best drug for the whole gas-gangrene trio. 

Gordon and McLeod (1941) differ sharply from the 
prevailing trend of experiment with artificial Cl. welchu 
and Cl. septique infections. They find no trace of cura- 
tive action in sulphanilamide and sulphapyridine, and 
only a slight prophylactic action in sulphapyridine. 
The reason for the difference does not lie in the dose of 
bacteria employed, which was 10 m.l.d., nor in the dose 
of drug administered. It may lie in the mode of infec- 
tion, for apparently the bacteria and the drugs were 
introduced into artificially damaged limbs, with a syringe, 
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whereas most of the workers who report favourably on 
the sulphonamides infected their animals in open wounds 
and applied the drug in the same spot. If this is the 
reason it indicates even more strongly the necessity for a 
maximum local concentration of the drugs, such as 
would follow the precise application of the powder to the 
open seat of infection. 

Sulphathiazole appears to owe some of its local efficacy 
to its moderate solubility, which, lying midway between 
that of sulphanilamide and the more insoluble sulpha- 
pyridine, ensures that it goes into solution slowly but in 
sufficiently effective concentrations. All three drugs 
diffuse slowly through dead tissue, but as soon as they 
reach tissues with active circulation they are carried 
away by the blood-stream. This continuous drain on the 


central core of solid drug in the wound results in a steep . 


fall in concentration as one passes from .wounded healthy 
tissue. It would be reasonable, as Hawking (1941) 
suggests, to supplement local with oral administration 
of the drug and thus, by maintaining a given concentra- 
tion in the general circulation, to reduce the speed of that 
drainage. 


ANTITOXIN AND SULPHONAMIDE. ACTION 


The use of antitoxin, either as an addition or an 
alternative to the sulphonamides, has the support of 
experimental work. Henderson and Gorer (1940) found 
antitoxin better than sulphanilamide or sulphapyridine ; 
drug and antitoxin administered together were much 
more éffective than either alone. Gordon and McLeod 
found it greatly superior to the sulphonamides as a prophy- 
lactic, and the small success they had in curing recently 
established infection was due entirely to antitoxin. 
They suggest that the antitoxin might profitably be 
applied locally in the treatment of gas gangrene. The 
analogy with local sulphonamides suggests that this 
would be highly effective, but we might explore the 
implications of this analogy before we accept it, parti- 
cularly in view of the severe local reactions reported to 
have followed this kind of antitoxin therapy. 

The effect of antitoxin and the sulphonamides on the 
bactericidal power of human blood for Cl. welchii gives 
some indication of their action in the body. In one 
experiment, for example, typical of many we have 
recently made, an average of 1 bacillus survived from an 
inoculum of 4000 living bacilli in 100 c.mm. of blood. 
A comparatively large dose of Cl. welchii toxin (2 mouse 
m.l.d.), though it lysed the blood, depressed the bacteri- 
` cidal power only slightly; an average of 8 bacilli 
survived. But the addition of enough antitoxin to 
‘neutralise the toxin, far from restoring the bactericidal 
power, reduced it still more; 45 bacilli survived. 
Cl: welchit is killed in blood only in the presence both of 
living phagocytes and complement, and it can be shown 
that the combination of toxin and antitoxin, by fixing 
some of the complement, impairs the efficacy of the 
natural antibacterial mechanism. The blood-bacterium 
mixture is notoriously sensitive to antiseptics, yet the 
three sulphonamides, in a final concentration of 6-25 
mg. %, depressed the bactericidal power only slightly 
and temporarily. After 2 hours, unheated blood kills 
better than sulphonamide blood. The effect is reversed 
in 24 hours ; sulphonamides plus bload are more effective 
than blood alone. Leucocytes and complement contri- 
bute largely to this sulphonamide effect, for in heated 
` blood the drugs are comparatively inactive. Peni- 
cillin in the same concentration is much more active 
than any of the sulphonamides, and at no time appears 
to affect the leucocytes. In applying these results 
with blood to therapy we must avoid what Kettle used 
to call the Bovril fallacy. The victim of this fallacy, 
regarding a tube of blood with the melancholy intentness 
of the bullock in the advertisement, and murmurin 
“« Alas my poor brother,” insists on regarding its identity 
with the whole body as complete. But the results do 
suggest that in the wound area, where the supply of 
blood and therefore of complement may be restricted, 
the local injection of strong antitoxin to settle the toxic 
issue might prejudice the issue between phagocytes 
and bacilli. Circulating antitoxin, on the other hand, 
which is accompanied wherever it goes by complement, 
is open to. no such objection, and would certainly 
limit the specific intoxication to relatively anzmic 


tissues. 


PROFESSOR MILES : SOME PROBLEMS OF WOUND INFECTION 


[wov. 1,1941 509 


In this comparison of sulphonamides and antitoxin 
we must remember the size of their constituent mole- 
cules. The work of Menkin (1940) suggests that large 
molecules of foreign protein in the circulation would be 
selectively removed from the blood by early inflamma- 
tory tissue, and that they would be as definitely excluded 
from such tissue when the inflammation had proceeded 
to a later stage. The dye Trypan Blue behaves in the 
same way towards inflammatory tissue, and experiments 
with tissue inflamed by the Cl. welchit toxin show that 
early fixation and later rejection of the dye occur in the 
inflamed part. Circulating antitoxin is likely to be 
similarly affected ; it remains to be seen whether this is 
in fact so, and whether the antitoxin ‘“‘ fixed ” in the 
inflamed tissue is active against the toxin that produced 
the inflammation. 

The change over from apparent avidity to inertness 


' on the part of the local lesion may explain the enormous 


difference that has been observed between prophylactic 
and curative doses of antitoxin. In Gordon and 
MclLeod’s experiments the minimum curative dose of 
antitoxin a few hours after infection was 200-600 tim 
the amount required for prophylaxis. 
These considerations do not apply to the sulphon- 
amides. A few experiments in rabbits with early and 
late toxin-induced inflammation show that there is no 


similar fixation or exclusion of circulating sulphanil- 
amide. Presumably the molecule is small enough to be 
independent of these peculiar features of the inflamma- 
tory lesion; and it penetrates wherever it can diffuse, 
either from a deposit of solid drug, or from the circulation. 
Some experiments by Dr. L. E. Glynn (1941) illustrate 
the. small deleterious effect of the solid drugs. He 
introduced clots of blood into pockets in the subcutaneous 
tissue of the rabbit and compared the organisation of the 
clot with and without powdered sulphonamides. Solid 
sulphanilamide disappeared in 24 hours. It could 
diffuse peat across the fascial sheath of the underlying 
muscle, for these were damaged to the depth of 4-5 
muscle-fibres ; this negligible layer of necrosis, 0:2 mm. 
in depth, was soon organised. Sulphapyridine produced 
occasional necrosis, sulphathiazole none. There were 
indications that sulphathiazole and _ sulphapyridine 
depressed the formation of fibroblasts to a slight extent, 
but the slightness is well illustrated in a section in 
which proliferating fibroblasts are seen actively invading 
the spaces immediately between the persistent crystals 
of sulphapyridine (see figure). ` 

It is not my primary intehtion to weigh the measures 
against infection in the balance, for there are many 
considerations upon which I have not touched. My 


survey of wound infection covers only a fraction of the 


ground, and much of what I have said I owe to the 
kindness of those who have allowed me to cite from un- 
published work. Ogilvie has said that gas gangrene 
has its cause in a particular opportunity rather than a 
particular organism. If we have failed to define the 
opportunity we are in no position to be confident about 
the means of denying it to the saprophytic clostridia 


510 THE LANCET] 
concerned. But in the choice of a prophylactic agent 
against gas gangrene it must be remembered that the 
sulphonamides, and particularly sulphathiazole, have 
the great advantage of attacking most of the species that 
contaminate wounds; antitokin is species-specific only. 
Moreover, the suppression of the other con inants by 
sulphonamides removes elements which, if left to 
proliferate, might kill tissues and provide a nidus for 

the germination of the gas-gangrene bacillus. 
The final test must, of course, be made in man. If 
.the surgeon is convinced that drug or serum is harmless 
to' the patient but needs to convince himself that it is 
helpful, there is every justification and every need for a 
clear-cut division of cases into control and test groups. 
And it cannot be too strongly urged that the treatment 
of alternate cases makes a simple and effective division. 


To many this arrangement will smack of the statistician, | 


who is often unjustly accused of demanding unnecessarily 
difficult circumstances in the collection of data from 
clinical material. ‘They ‘may find a support for their 
resentment in a quotation that prefaced the 1935 volume 
of the British Journal of Experimental Pathology, which 
many of us believed Kettle himself suggested to the 
editor. It was from an O. Henry story of two gold 
prospectors, Pratt and Idaho, marooned for the winter 
in a mountain hut. They find in the hut two books to 
solace their exile, the Rubiayat of Omar Khayyam and a 
pocket encyclopedia. Idaho, who takes the book of 
verse, says with scorn, ‘‘ What you’ve got is statistics, 
the lowest grade of information that exists. They’ll 
poison your mind. Give me old K. M.’s system of 
surmises.”? But the moral of the story does not lie in 
the quotation. When Idaho and Pratt set out from 
their winter prison to woo the rich Widow Sampson, the 
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one with poetry the other with statistics, it was Pratt who 
won her with his low-grade information. 
' k * * 


It may seem impious to have chosen a view of Kettle’s 
in order to dissent from it when he can no longer reply. 
But to do so would be in itself a memorial to Kettle as 
we knew him, for he was kind to dissenters, disliked 
piety, and was critical of unthinking respect. ‘* You will 
always be treated politely,” he once told a difficult 
worker who complained of a disrespectful attitude in the 
laboratory, “ but respect you will have to earn.’’: He 
would be content to let his views earn their full respect 
as time went on. And even where we first dissent, we 
shall find that the respect for what he said grows as the 
later accumulation of knowledge endorses its prophetic 


- wisdom. 
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PNEUMOCOCCAL MENINGITIS 
FOURTEEN CASES WITH ONE RECOVERY 


W. TREVOR COOKE, M.D. CAMB., M.R.C.P. 
MEDICAL REGISTRAR AT BIRMINGHAM UNITED HOSPITAL 


BEFORE the introduction of sulphanilamide and 
sulphapyridine pneurnococcal meningitis was almost 
invariably fatal, but in the last few years the outlook 
has been radically altered. There are now large numbers 
of reported cures, and Coleman (1940) estimates the 
fatality of the disease to be only about 35%. While 
this figure is true of the reported cases, it in no way 
gives*an accurate picture of the prognosis. Our own 
experience has been discouraging and for this reason 
I am publishing the results of treatment of the 14 cases 
admitted to the Birmingham United Hospital since 
the beginning of 1939, a period of two years. . 

The main features of these cases are shown in ‘the 
= table; 6 appeared to be primary (i.e., ynassociated with 
any other forms -of infection) and of these, 1 recovered. 
This patient, a man of 22, was admitted within eight 
hours of the onset of his symptoms ; the dosage of sulpha- 
pyridine was at least 12 g. daily, administered both by 
mouth and intramuscularly, and he made a good func- 
tional recovery with no permanent residual defects. 
Of the remaining 8 cases, 2 were associated with catarrhal 
otitis media, 1 with ulcerative endocarditis which was 
probably the primary source, 3 were complications of 
lobar pneumonia and 2 were associated with broncho- 
pneumonia; 4 cases died within twenty-four hours of 
admission. All the cases (except case 5) were actually 
admitted with meningitis; 10 were unconscious. Case 
4 recovered from her meningitis, as was shown at autopsy, 
but eventually succumbed to toxæmia associated with 
lobar pneumonia and empyema. Case 5 appeared to 
be making satisfactory progress when neck rigidity 
reappeared without any signs or symptoms to suggest 
a recurrence of meningitis. She died suddenly and 


autopsy showed bilateral thrombosis of the jugular. 


veins, that on the right side extending down to the right 
auricle ; the ears showed slight catarrhal changes only, 
and the meningitis was confined to localised areas, 
suggesting that cure would have been obtained but for 
this unexpected complication. 

It will be seen that 2 cases had acute ulcerative endo- 
carditis ; in case 13 this was probably a primary endo- 


carditis. Ruegsegger (1938) has pointed out that 


pneumococcal meningitis is often a te event in 
these cases. Case 6 illustrates many of the difficulties 
that may be encountered in treatment. 


Case 6.—A single woman aged 29. Splenectomy five 
years previously for acholuric jaundice. Admitted severely 
ill and slightly irrational, a few hours after a rigor and right- 
sided pain. Signs of right-sided lobar pneumonia. Reacted 
well to sulphapyridine but soon developed severe nausea 
and vomiting, which continued even with intramuscular 
injections. Temperature was dropping to normal on the 
third day, and chemotherapy was then stopped on account 
of the vomiting. Three days later signs of meningitis - 
appeared. and pneumococci were cultured from cerebrospinal 
fluid. Sulphathiazole (18 g.) was given for forty-eight hours, 
but only after the addition of sulphapyridine as well did 
symptoms and temperature improve (sulphathiazole 19 g., 
and sulphapyridine 19 g. over ninety-six hours.) Further 
12 g. of sulphapyridine continued for next three days. 
Appeared to be clinically cured on seventh day after 
onset of the meningitis ; c.s.f. then contained 43 cells (80% 
mononuclears) and normal amount of sugar. A week later 
temperature rose again and right otitis media developed with 
reddening of drum; this reacted’ to chemotherapy fairly 
rapidly, but pyrexia up to 102° F. continued for next two 
weeks, uninfluenced by sulphathiazole or sulphapyridine. 
Mastoid infection ruled out by two aural surgeons, and 
diagnosis of infective endocarditis. seemed likely. in absence 
of any other focus. Blood-cultures at this period gave heavy 
growth of pneumococci. Diagnosis strengthened by occur- 
rence of embolus in left brachial artery five weeks after ad- - 
mission. After subsidence of original meningeal infection 
mental condition had remained good, but a week after 
embolus signs of meningitis again became definite and c.s.f. 
heavily infected with pneumococci. Rapidly deteriorated 
and died six weeks and three days after onset of infection. 
Autopsy showed generalised pneumococcal meningitis with 
crumbling acute ulcerative endocarditis affecting mitral 
valve, Ears showed no evidence of gross infection; nasal 
sinuses all healthy. 


. Finland, Brown and Raugh (1938) point out that 
chemotherapy is often of little avail in this type of 
massive bacteremia and suggest that specific antiserum 
should always be given in such cases. In case 6 this 
proved impossible, owing to unexpected difficulties in 
typing. The organism responsible was thought at first, 
according to the Neufeld rapid typing method, to be 
group Ill, but the cultural characteristics showed that 


` 
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SUMMARY OF FINDINGS AND RESULTS IN 14 OASES 


| 
| 
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* Plus sulphathiazole 19 ge 


this was not so. The pneumococcus isolated from the 
blood-stream later in the illness was equally difficult to 
type and even after mouse passage failed to agglutinate 
with any of the sera of the 32 types described by Collins. 
It is hard to account for this finding but it seems likely 
that the development of resistance to sulphapyridine 
altered some of the cultural characteristics of the 
organism (cf; Ross 1939). It is important to continue 
adequate chemotherapy for many days after the sub- 
sidence of the pyrexia to give the patient every pro- 
tection during the formation of antibodies, especially 
with strains which rapidly become resistant to chemo- 
therapy when dosage is insufficient. The terminal 
meningitis appeared to be secondary to the endocarditis, 
though it was possibly an exacerbation of the original 
infection. It is difficult to say when the valve became 
infected, but it is clear that sulphapyridine, though given 
in adequate doses on the first occasion for an insufficient 
length of time, was incapable of preventing this com- 
plication. It is possible, of course, that the original 
meningitis and the ulcerative carditis both arose from 
the septicemia accompanying the lobar pneumonia. 

In none of these 14 cases was specific antiserum used. 
Sulphapyridine was used in all except one, who died 
shortly after admission. The doses used, when com- 
pared with other reported cases, might be considered 
adequate, and in case 1 ıt will be seen that a concentra- 
tion of 147 mg. per 100 c.cm. of c.s.f. was attained in 
thirty-six hours on moderate dosage. 


AGE AND FATALITY 


The only constant factor that can be used to account 
for the lack of response to treatment is the age-incidence. 
Successful resistance to the pneumococcus depends on 
the rapid outpouring of antibodies, and these defence 
mechanisms might be lacking in infancy and the later 
stages of life. That the fatality is greatly increased 


for a short, time and then suddenly 


in these age-groups is shown in the figure in which 94 
cases have been plotted, collected from Allan, Mayer 
and Williams (1938), Finland, Brown and Raugh (1938), 
Neal and Appelbaum (1938), Young (1938), Hodes, 
Gimbel and Burnett (1939), Terry and Beard (1939), 
Hewell and Mitchell (1939), and‘the authors quoted by 
Coleman (1940). 

It will be seen that the fatality in the first few years 
of life (especially in the first year) is 
extremely high; but that between 
the ages of 5 and 40 the prospects of 
cure are good. The fatal cases in 
this favourable group are usually 
those with some associated severe 
infection, such as pan-sinusitis, 
cavernous-sinus thrombosis or y 
ulcerative endocarditis. After 40 & ıs 
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the fatality rapidly rises and I have l 
been unable to find any record of ~ jo 
cure in patients over 50. Finland 

and his colleagues (1938) pointed out 5 
that patients in this.older group 
appear to make satisfactory progress 
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deteriorate either from sudden ex- 
acerbation of the meningitis or from 
some unforeseen catastrophe (as in 
my case 5). Finland considered that 
cases associated with an aural condition had a rather worse 
outlook than other cases. Coleman (1940) in his review 
of 27 reported .cases could not confirm this, and it is 
noteworthy that Neal and Appelbaum (1938) treated 
17 cases associated with an ear condition and obtained 
a good recovery in 13. The prognosis, then, may be 
summed up as follows :— 

l. Pneumococcal meningitis is almost invariably fatal 
under the age of 1 year, and.is usually fatal under 5, 
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2. Between 5 and 40 the survival-rate is probably between 
80% and 90% in the primary types; in the presence of any 
severe associated infection the fatality is high. 

3. The older age-groups have a bad prognosis; there 
appears to be dn equal chance of survival or death between 
40 and 50, but after 50 survival is unlikely. 

4. The duration of symptoms probably has an appreciable 
effect on the outcome: the sooner after the onset of symptoms 
that treatment is begun the better will be the prognosis. 


' TREATMENT 


Intensive chemotherapy should be instituted immedi- 
ately on diagnosis. The dosage should be adequate 
to provide the highest possible concentration of the 
drug in the gd ar fee fluid (over 10 mg. per 100 c.cm. 
of either sulphanilamide or sulphapyridine) in the 
shortest possible time. To bring this about, the drug 
must be administered if necessary by all three routes: 
by mouth, intramuscularly and intravenously (Hodes, 
Gimbel and Burnett 1989). It is noteworthy that, in 
the few series of cases reported, sulphanilamide has on the 
whole given better results than sulphapyridine (Schnitker 
, 1940, Kolmer 1940). It is to be hoped that further 
observations will be forthcoming to explain or contradict 
this finding. | 

In the age-group 5—40, except in those cases which have 
severe associated infections, sulphapyridine or suJphanil- 
amide should be given in adequate dosage without 
specific antiserum. With patients under 5 or over 
40, however, it seems that specific antiserum ought 
always to be given. Large doses should be given intra- 
venously to combat the pneumococcal septicæmia, but 
there is not yet sufficient evidence to show whether it 
should be given intrathecally in addition. Finland, 
Brown and Raugh suggest that it should; and the 
methods they advocate seem to be the most rational way 
of administering it. They advise intrathecal injection of 
5-10 c.cm. of the patient’s own serum, withdrawn after 
the administration of the specific antiserum intraven- 
ously, for the provision of complement in the cerebro- 
spinal fluid. They claim that this method is least likely 
to give rise to undesirable reactions. It is unfortunate 
that pneumococcal meningitis in these groups is so often 
fatal within seventy-two hours of its onset, making 
necessary the utmost speed in the institution of therapy. 
Few institutions have the necessary antiserum on hand 
before twenty-four hours have elapsed, a delay which 
probably proves fatal to most cases. 


SUMMARY 


In 14 cases of pneumococcal meningitis there 
was l recovery; 7 patients were over 50 and 2 under 
2 years. | 

The age-incidence of these cases and of 80 cases from 
the literature have been plotted to show fatalities. and 
survivals. Below the age of 1 year and above the age 
of 50 pneumococcal meningitis is almost invariably 
fatal. The chief reason for the poor results in this series 
was probably’ the age of the patients. 

Intensive chemotherapy should be given in all cases, 

. and specific antiserum, in addition, is probably essential 
for all cases under 5 and over 40. 


I wish to thank the honorary staff of the Birmingham 


United Hospital for permission to publish these cases, and 
in particular Prof. W. H. Wynn for his advice and criticism. 
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PNEUMOCOCCAL MENINGITIS 
RECOVERY WITH SULPHATHIAZOLE 


STEPHEN J. HOWARD, M.R.C.S. 
LATE MEDICAL OFFICER, E.M.S. 


A Boy, aged 1 year, was admitted to the Eastern Hospital 
on Feb. 2, 1941, certified to be suffering from measles. , There 
was a history of bronchopneumonia at 6 months. He had 
had a cough since Jan. 24; a rash had appeared on Feb. 1 
and he had vomited on the day of admission. On examination 
he had a slight cough, but apart from a temperature of 
100-4° F. no evidence of measles or other disease was found. 
During the next three days he remained febrile and was 
drowsy and moderately ill. Some injection of the ear drums 
appeared while the lungs remained clear. On Feb. 5 increas- 
ing irritability focused attention on the central nervous 
system, although no neck-rigidity could be detected. Lumbar 
puncture revealed a purulent fluid under increased pressure, 
containing 1775 white cells per c.cm. A gram-positive 
diplococcus present in large numbers on direct examination 
proved on culture to be a pneumococcus type 1. Treatment 
with sulphathiazole (M. & B. 760) was instituted immediately 
after the lumbar puncture, in doses of 0:5 g. by mouth every 
four hours; the dose was gradually reduced over the next six 
days, the total amount given being 9'25 g. Improvement in 
the clinical picture could be seen within 24 hours and in 48 
hours the child was sitting up feeding himself and the tempera- 
ture was falling. On the 8th the cerebrospinal fluid contained 
570 cells per c.cm. and one pair only of cocci were seen, the 
culture being sterile. On the 17th, by which time clinical 
recovery had long been complete, the fluid showed only a 
slight cellular reaction (30 cells per c.cm.). His further 
progress was uneventful. | | 

Grossman! recently described an attack of pneumo- 
coccal meningitis in a baby of 3 months which he treated 
successfully over a long period with enormous doses 
of sulphanilamide and sulphapyridine, together with 
antipneumococcal serum. He was then able to find in 
the literature only three authentic recoveries from this 
disease in children under the age of 3 years. The case 
here described belonged to this unfavourable age-group, 
yet, ran a comparatively mild course. How much this 
can be attributed to treatment is difficult to say, but 
improvement coincided so sharply with the administra- 
tion of sulphathiazole that it is probable that this drug 
did modify the course of the disease. -.This is of some 
importance since treatment of pneumococcal meningitis 
with sulphapyridine has not been uniformly successful 
and it may well be that sulphathiazole is to be preferred. 
Banks? has indicated that the latter drug has some 
advantages in the treatment of meningococcal meningitis. 

My thanks are due to Dr. Norman Begg, medical superin- 
tendent of the Eastern Hospital, for advice and permission 
to publish the case. | 


CORTICAL NECROSIS OF THE KIDNEYS 
COMPLICATING PERFORATED GASTRIC ULCER 


A. J. MCCALL, M.D. LPOOL, M.B.C.P. 
` PATHOLOGIST TO THE CITY OF 
SMITHDOWN ROAD HOSPITAL, LIVERPOOL SOUTHERN GROUP 
LIVERPOOL OF HOSPITALS 
Hertzog, in 1913, described a case of bilateral necrosis 
of the renal cortex in a girl of 10 years who was suffering 
from a purulent ‘“‘ cryptogenic ” peritonitis. Few clinical 
details were given. At autopsy no cause for the peri- 
tonitis was found, and the kidneys presented appearances 
similar to cortical necrosis of pregnancy. It appears. 
to be the only case recorded of this renal condition 
complicating peritonitis. The following case , was 
recently seen by us. 
Man, aged 45, admitted to Smithdown Road Hospital on 
March 5, 1941, with signs of perforated peptic ulcer. Had 
been in hospital 4 years previously with “ gastritis.” Urine 
at that time normal, and chest showed nothing of note on 
X-ray examination. | 
Operation (Mr. R. J. Crompton) performed under opèn - 
ether at 1 a.m. on 6th—9 hours after onset of symptoms—and 
perforated chronic ulcer on anterior stomach wall sutured. 


1. Grossman, A. H. Arch. Pediat. 1940, 57, 355. 
2. Banks, H. S. Lancet, 1941, 1, 104. . 
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Peritoneal cavity full of fluid under considerable pressure 
and containing fibrin. Abdomen was closed without drain- 
age. Urine examined before operation contained trace of 
albumin, but was not examined microscopically. For re- 
mainder of this day urine was passed normally: temperature 
rose to 99-4° F. On 9th drowsiness and oliguria were noted. 
Urine contained trace of albumin, moderate number of red 
cells and some granular casts. Blood non-protein nitrogen 


250 mg. per 100 c.cm. Blood creatinine 3-1 mg. per 100 c.cm. | 


On the 10th complete anuria and coma developed. Twitching 
of limbs with irregular conjugate movements of eyes. On 
llth patient died in coma. Illness had been apyrexial, 
except for rise in temperature on day of operation. Blood- 
pressure was not recorded, and no bacteriological examination 
of peritoneal fluid was made. ° | so 

Autopsy (24 hours after death)—Only permission to 
examine the kidneys could be obtained, but the presence of a 
fibrino-purulent peritoneal exudate was noted. Both kidneys 
were tense, slightly swollen, and presented similar appear- 
ances. The subcapsular surface was pale and showed some 
petechial hemorrhages. The cortex presented the opaque 
yellowish-white appearance of coagulative necrosis. A few 
engorged glomeruli could be seen as red specks. The outline 
of the necrotic zone had the usual serpiginous form, and 
extended centrally into the interpyramidal cortex. The 
jynction between normal and necrotic tissue was not notably 
hyperemic. The medulla, pelvis and larger branches of the 
renal vessels appeared healthy. 

Histology.—Staining by hematoxylin and eosin, Weigert’s 
fibrin stain and a modification of Mallory’s aniline blue- 
(Lendrum and McFarlane 1940). The cortex showed almost 
confluent coagulative necrosis involving both parenchymatous 
and interstitial elements. There was, however, a continuous, 
subcapsular band (0°25 mm. wide) of normally staining tissue, 
and small, radially arranged islets of cortex were preserved, 
particularly in the juxta-pyramidal region. Glomeruli in the 
necrotic areas showed complete absence of nuclear staining, 
and engorged, widely dilated capillary loops. Fibrin thrombi 
were frequently present in glomerular capillaries. Erythro- 
cytes, with or without fibrin, were found in a number of the 
capsular spaces. Less severely affected glomeruli showed 
similar engorgement but with preservation of the nuclei. 
These glomeruli were not demonstrably larger than measured 
normal controls (150). Slight proliferation of the tuft 
endothelium was occasionally seen in these surviving glom- 
eruli, In one or two the capsular epithelium was swollen 
and prominent, but was never more than one layer thick. 
No hyaline fibrils were distinguishable in the tufts. A few 
glomeruli in the peripheral cortex showed slight thickening 
of the capsular basement membrane, and one small cyst was 
seen. A number of glomerular afferent arterioles and intra- 
lobular arteries contained fibrin thrombi. In the latter the 
thrombi were often mural ‘in type, and fibrin infiltration was 


evident in the walls of one or two of these vessels. The 


intertubular capillaries in the necrotic zone were packed 
with polymorphs, a few of which had extravasated. Very 
occasional hyaline-droplet degeneration, and numerous 
albuminous casts, sometimes containing red-cells, were seen 
in the medullary. tubules. 


DISCUSSION 


Mechanism of cortical necrosis.—There is now fairly © 


general agreement that the necrosis is ischemic in origin, 
but opinion has differed as to the exact level in the renal 
vasculature at which obstruction first occurs. The 
views held by different observers have been reviewed by 
Dunn and Montgomery (1941). From their own careful 
observations they conclude that the primary lesion is an 
extreme dilatation of the glomerular capillaries. The 
consequent loss of plasma leads to inspissation of the 
blood, stasis, ard finally to complete arrest of the 
glomerular circulation. As a result thrombosis may 
occur in the glomeruli, afferent arterioles and intralobular 
arteries, in that order. ) 
infarction are produced. In the early stages the pressure 
in the arterioles and arteries is increased owing to the 
distal obstruction, and fibrin is forced into the vessel 
walls, producing the fibrinoid necrosis which is often 
seen. In those cases which are associated with preg- 
nancy it seems likely. that vaso-spasm precedes, and pro- 
bably determines, capillary paralysis and dilatation. 
Non-pregnancy cases.—Dunn and Montgomery des- 
oribed 8 cases of renal cortical necrosis, none of which 
was associated with pregnancy, and found a further 
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18 in the literature. It has been shown experimentally 
that Staphylococcus aureus toxin can produce cortical 
necrosis of the kidney (Von Glahn and Weld 1935, de 
Navasquez 1938), and in a number of non-pregnancy 
cases a bacterial toxin seems to have been responsible. 
Thus Hertzog’s case followed a purulent peritonitis. 
In our case the peritoneal fluid was not examined, but 
peritonitis was present. In the cases reviewed by Dunn 
and Montgomery, scarlatina, sore throat, postoperative 
streptococcal infection, pneumonia, diphtheria, ‘‘ grippe” 
and possibly dysentery were encountered as antecedent 
infections. One of Dunn’s own cases occurred during 
convalescence from appendicectomy, but the appendix 
was not acutely inflamed and there was no peritonitis. 
More recently McFarlane (1941) has described a case in 
which necrosis of the renal cortex followed multiple 
fractures and internal hemorrhage, and in which a 
bacterial origin could be excluded. 

Relation to acute nephritis—Many of the infective 
conditions which have been associated with cortical 
necrosis are recognised causes of acute glomerulo- 
nephritis, and some of Dunn’s cases appeared to be excep- 
tionally severe manifestations of ‘‘ war nephritis.” Asa 
result of his observations on the early glomerular lesions 
in acute nephritis (Dunn 1940) he and Montgomery 
suggest that the essential primary lesion, both in cortical 
necrosis and in acute nephritis, is a sudden dilatation 
of the glomerular capillaries, and that these cases of 
cortical necrosis should be regarded as examples of acute 
necrotising glomerulonephritis, the occurrence of 
ischemic necrosis being determined by the severity of 
the lesion. The finding of proliferative glomerulitis and 
epithelial crescent formation in some cases of cortical 
necrosis forms a link between this condition and glom- 
erulonephritis. Scriver and Oertal (1930) depicted 
crescent formation in one of their pregnancy cases, and 
Dunn found glomerulitis in a number of his non-preg- 
nancy cases. de Navasquez (1935), on the other hand, 
found no proliferative changes in his pregnancy cases, 
but described crescent formation in cortical necrosis 
produced by staphylococcal toxin. The appearances 
described in the surviving tufts in our case might be 
regarded as evidence of slight proliferative glomerulitis. 

Role .of shock and hemorrhage.—It has often been 
remarked that a retroplacental hemorrhage precedes 
cortical necrosis of the kidney, and it has been suggested, 
that the sudden fall in blood-pressure is a factor contri- 
buting to renal ischemia. It is a. question of interest 
whether shock, resulting from the perforation, operated 
in this way in our case. Capillary stasis and hæmo- 
concentration, both features of shock, would contribute 
to arrest of the glomerular circulation. The interval 
between the perforation and the first observation of renal 
symptoms might be regarded as evidence against this 
suggestion. McFarlane’s case, already quoted, appears 
to be the only one in which shock and hemorrhage alone 
have resulted in necrosis of the renal cortex. 

SUMMARY 

In a man of 45 bilateral necrosis of the renal cortex 
followed perforation of a gastric ulcer. 
` Recent observations suggest that glomerular capiHary 
dilatation, leading to glomerular stasis, is the primary 
lesion in cortical necrosis. Such dilatation may result 
from the action of bacterial toxins, and is regarded by 
some as the lesion common both to cortical necrosis and 
acute glomerulonephritis. In pregnancy cases vasospasm 
probably precedes and determines capillary paralysis. 

In the case described bacterial toxins were: probably 
responsible, butshock, withits resulting capillary stasis and 
hzmoconcentration, may have been a contributary cause. 

Prof. J. Shaw Dunn generously supplied us with material 
from one of his cases for purposes of comparison. Our thanks 
are also due to Dr. J. P. Steel, medical superintendent of 
Smithdown Road Hospital, for permission to publish this 
case, and to Mr. R. J. Crompton, resident surgical officer at the 
hospital, for the use of his operation notes. 
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BACTERIOLOGICAL AIR ANALYSIS BY THE 
CLOUD-CHAMBER METHOD 


S. D. ELLIOTT, M.D. LOND., D.P.H. 
FREEDOM RESEAROH FELLOW, LONDON HOSPITAL 


THE method to be described was developed in an 
attempt to evolve a means of bacteriological air sampling 
whereby the organisms would be isolated in a fluid 
rather than on a solid medium, as is the case with 
exposed plates and the air centrifuge. A prelimi 
report was made in April, 1941, to the epidemiological 
subcommittee of the Shelter Hygiene Committee of 
the Ministry of Health. . Further work had to be post- 
poned, but the results obtained are published in the 
hope that others may follow up what appears to be a 
promising line of investigation. 

_ THE METHOD ~ 

The essential features are: first, the trapping of 
suspended particles by drawing the air sample through 
a water-vapour mist; and second, the condensation of 
water on any particles left in suspension by cooling the 
saturated air. The second principle is derived from that 
of the Wilson cloud chamber, in which the path of 
electrons may be observed by depositing on them water 
droplets condensed from a saturated atmosphere by a 
reduction in pressure. i 


The air for analysis is drawn through a mist obtained by 
directing into a humidifying chamber a fine jet of steam, 
rapidly cooled by expansion to below 50°C. In preliminary 
experiments the air was drawn through a large media funnel 
inverted over the spout of a bronchitis kettle which served 


. as the source of water vapour. Subsequently the funnel was 


replaced by a bulb-shaped Pyrex glass flask of 5 litres capacity, 
air and mist being admitted through an opening 2 in. in 
diameter in the bottom. The lip.of this opening was turned 
up into the flask about 4 in. thus forming a channel in which 
the condensate forming on the inner wall of the chamber 
might collect. A smaller opening resulted in too high a 


temperature being produced by the vapour in the flask. The | 


bronchitis kettie was later replaced by a flask of boiling water, 
part of the steam from which is directed through the opening 
into the humidifying chamber by a glass nozzle with an 
orifice 1 mm. in diameter. The steam passing through the 
nozzle is controlled by a screw clip on the rubber tube connect- 
ing it with the boiler.. In order to protect bacteria from 
direct contact with hot steam the nozzle should be screened 
by a conical shield of some poorly conducting material such 
as Cellophane. In the experiments to be described this was 
not done. The amount of steam passing through the nozzle 
must be controlled so that during air-sampling the humidi- 
fying chamber is kept filled with a mist at a temperature not 
greater than 50° C. without any excess vapour drifting back 
through the entry orifice. | 

The upper part of the chamber tapers to an outlet 4 in. 
in diameter through which the mixture of air and mist is 
withdrawn and passed through a condenser system the extent 
of which depends on the rate of air sampling. In our experi- 
ments, two 10 in. double-surface condensers of the Liebig 
type connected in series were sufficient when air was sampled 
at the rate of 1/10 c. ft. per min. The effect of setting the 
outlet to the chamber at the apex of a cone is to produce 


stream-lining and even mixing of the air and water vapour 
as they are withdrawn. 

The outlet from the condenser system is connected with a 
suction pump through a flow meter of the manometer type 
and a cotton-wool plug filter, which was introduced in order 
to test the degree of sterility achieved in the treatment of the 
air sample. Where low rates of air flow are used the suction 
pump might be replaced by an aspirator bottle containing a 


known volume of water by whose displacement air can be 
drawn through the humidifying chamber and condenser system. 


= RESULTS 

The result of a single experiment is set out in the 
table. A number of additional experiments were carried 
out along the same lines and with similar results. 

Ten c.cm: of an 18-hour broth culture of a readily identi- 
fiable serological type of salivary streptococci was sprayed 
into the upper air of a small room, 10 ft. long, 5 ft. wide and 
10 ft. high. An ordinary De Vilbis throat spray was used, the 


1. Wells, W. F. Amer. J. publ. Hlth, 1933, 23, 58.-- 


atomisation produced being very coarse so that most of the 
culture fell immediately to the ground, on which it pro- 
duced a visible wet film. A quarter of an hour elapsed 
between theend of spraying and the beginning of air sampling ; — 
during this period the apparatus was assembled on a bench in 
the room. The humidifying chamber was then filled with 
mist and air drawn through at the rate of 1/10 c. ft. per min. 
At the end of each of three 15 min. periods air sampling was 
discontinued, the steam cut off, the condensate which had 
collected in the humidifying chamber flushed out with a 
small quantity of sterile water and the cotton-wool filter 
replaced by a fresh one. These operations necessitated an 
interval of 10 min. between each 15 min. period of air sampling. 
Blood-agar plates 44 in. in diameter were exposed for 15 min.. 
periods at the level ofẹ and 12 in. from, the entry to the 
humidifying chamber. A fresh plate was exposed at the 
beginning of each period of air sampling. At the end of the 
experiment the condensers and their connecting tubes were 
flushed out with sterile water and from each filter the cotton- 
wool plug was removed, teased out in 15 c.cm. of sterile broth 
and then taken into separate flasks of glucose broth. These, 
together with blood-agar pour plates incorporating known 
fractions of the chamber and condenser washings and the entire 
filter plug washings were incubated at 37° C. for 48 hours. 


It will be seen from the table that there was a rapid 
fall in the number of colonies on the successive plates 
exposed to the air of the room during the experiment. 
This clearly shows the selectivity of the exposed plate in 
demonstrating large, rapidly falling, infected particles 
in the atmosphere. At the end of an hour from the 
time of spraying, the blood-agar plate showed no strepto- 
coccal colonies after 15 min. exposure, whereas the cloud 
chamber still demonstrated a fairly high degree of 
atmospheric pollution. 


COMPARISON BETWEEN DEGREE OF AIR INFECTION. DEMON- 
STRATED BY THE CLOUD-CHAMBER AND EXPOSED-PLATE 
METHODS IN AN ARTIFICIALLY INFECTED ATMOSPHERE 


aoon wool 
No. of strep. er cultures Bc 
1} c. ft. of air colonies from |_ efter passage No. of strep. 


of air from cloud} colonies on 

chamber (pour | exposed plates 
plates and 

glucose broth) 


sampled between | cloud-chamber 
washing 


3 and 3.15 P.M. 3000 Sterile + + 


3.25 and 3.40 P.M. 450 Pr 110 
3.50 and 4.5 P.M. 150 > 0 


++ Too many colonies to count accurately (approx. 2500). 
Air spraying was begun at 2.40 r.m. and completed by 


2.45 P.M. à 


Air sampling was begun at 3 P.M. 

The washings from the first and second condensers yielded 
50 and 30 streptococcal colonies, respectively. In addition 
to streptococci a few colonies of staphylococci and Bacillus 
subtilis grew in each of the pour plates, except those made from 
the filter-plug washings which were sterile. 


DISCUSSION 


Steaming is commonly employed for removing bacteria 
and dust from the air inside hoods under which manipula- 
tions requiring a high degree of sterility are sometimes 
performed. At one time this method of air sterilisation 
was used in operating-theatres, but it has now been 
largely discontinued owing to the excessive humidity 
produced. It has been observed that bacterial pollu- 
tion of the outside atmosphere is specially large at the 
level of the lower cloud limits (Flemming ?) ; this may in 
part be due to the removal of. bacteria from rising air 
currents by cloud formation. | 

As a means of quantitative bacteriological air analysis 


the method described here has certain limitations, but 


they do not seem insurmountable. In our experiments 
only low rates of air sampling were used, and a direct 
relationship seems to exist between the necessary 
condenser space and the rate of air flow overit. Further, 
the apparatus used in these experiments, although 
simple, is not easily transportable and does not lend 
itself readily to use under crowded or difficult field 
conditions. Time and facilities were not available 
for devising a more portable form of apparatus. The 


2. Flemming, J. Z. Hyg. 1908, 58, 345. 
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cloud chamber has certain advantages over the other 
methods in common use. Its efficiency in removing 
streptococci from the air appears to be high, judged by 
the sterility of treated air as demonstrated by cotton- 
wool filters. Theoretically, the efficiency does not depend 
wholly on particle size, and it should be possible by this 
method to isolate virus particles from the air. Finally, 
the organisms are recovered in a fluid medium ; suitable 
dilutions can be put up for colony counts in selective 
media as indicated by the probable degree of atmospheric 
pollution and the particular organisms under investigation . 

My thanks are due to Mr. T. C. Angus, D.Sc., of the London 
School of Hygiene, for the loan of an air pump and to Mr. 
E. J. D. Wilson for technical assistance. 
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GAS-GANGRENE OF THE EYE 


ALEXANDER G. CROSS, M.B. CAMB., F.R.C.S. 


PATHOLOGIST TO THE ROYAL LONDON OPHTHALMIC NOSPITAL ; 
OPHTHALMIC SURGEON TO THE PRINCESS BEATRICE 
HOSPITAL; SQUADRON-LEADER, R.A.F.V.R. 


GAS-GANGRENE panophthalmitis is not common, 
though cases have been reported by Chaillous (1904, 
1905), Darier (1905, 1906), Beneditti (1907), Schumaker 
{1908), Oreste (1910), James (1910a and b), Lutz (1910), 
Heath (1929), Ridley (1929), Hamilton (1930) Berry 
(1932) and Walker (1934, 1938). There seems to be 
no published record of any cases during the 1914-18 
war, but details of one have been received in a personal 
communication from M. H. Whiting. Consideration of 
the published reports and the following 12 cases which 
have been treated during the past eleven years at the 


Royal London Ophthalmic Hospital enables the main 


features of the infection to be described. 


TWELVE CASES 


The patients were all male, ten being aged between 23 
and 56, one aged 11, and one 64 
per forating wound of the globe, and in seven of them 
this was associated with an intraocular foreign body. 
Jn other patients it was the result of injuries from such 
articles as pieces of stick, a stevedore’s hook and the 
inner tube of a motor tyre. In no case had the perfora- 
tion been received more than 24 hours previously. 
Panophthalmitis was already present in six patients 
when they were first seen, and the remainder developed 
the same condition within 24 hours of admission. Severe 
pain in the eye was a well-marked feature with brawny 
swelling of the lids as in orbital cellulitis. In two of the 
eyes bubbles of gas were seen in the anterior chamber. 
General manifestations were slight, though some cases, 
where there was delay in removal of the eye, showed 
signs of toxemia without much rise of temperature. 

The intraocular foreign body was removed from the 
seven patients where one was present, and in one recent 
injury a prolapse of the iris and ciliary body was abscised 
and a conjunctival flap stitched over the wound. These 
measures had no effect on the progress of the condition, 
and removal of the infected eye was performed in every 
case, in eleven by evisceration and in one by enucleation. 
Ten of the men were given anti-gas-gangrene serum. 
Recovery was rapid and uneventful in all, the socket 
healing without complication, and where signs of 
toxzmia were present these rapidly disappeared after 
the eye was removed. Clostridium welchii was isolated 
from, all the eyes, and, in addition, Slaphylococcus albus 
from two of them. The latter organism may be regarded 
as a contamination from the conjunctival sac. 


ÆTIOLOGY AND PATHOLOGY . 

A perforating wound of the globe, penetrating the 
vitreous, is the route of infection in all cases, and in 
many an intraocular foreign body is present. No other 
anaerobic organism has been found, but Staph. albus was 
identified in two of my patients, and streptococci have 
appeared in some reported cases. The infecting organ- 
ism has been thought to be present on the object causing 
the injury, but the variety of these and in some cases the 
apparent lack of contamination with soil, manure or 
other recognised sources of Cl. welchii suggests that the 
organism may sometimes be present in the conjunctival 
sac, Beneditti (1907) has described a case of gas- 
gangrene panophthalmitis where Cl. welchit had previ- 
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All had received a 
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ously been isolated from a mucocele of the lacrimal sac, 
while Fava (quoted by Oreste 1910) has described the 
occurrence of the same organism on the lashes. Males 
are affected almost exclusively, because of the greater 
likelihood of their receiving perforating wounds of the 
globe in their work. In this series ten of the twelve 


_ patients fell within the usual age-limits of occupational 


diseases. There is no evidence to show that hemorrhage, 
fatigue or a lowered general state of health bear any 
relation to the occurrence of the infection, nor does age 
seem to have any effect on incidence except by deter- 


' mining occupation. 


The enucleated eyes show-the changes usually found i in 
panophthalmitis. The margins of the wound, anterior 
chamber, iris and ciliary body are densely infiltrated with 
polymorphonuclear leucocytes. The lens is similarly 
affected when its capsule has been injured. Many 
leucocytes are present in the vitreous and there is 
cedema, leucocytic infiltration, and destruction of the 
retina. Cl. welchii is present in the vitreous and inner - 
layers of the retina, and Chaillous (1905) has emphasised 
that they avoid the zone close to the choroid, which 
may, a expected to have a relatively high oxygen 
conten 


CLINICAL MANIFESTATIONS AND TREATMENT’ 


Acute panophthalmitis developing within 24 hours 
of a perforating injury of the globe and associated with 
severe pain is the characteristic clinical finding. General 
collapse and pallor may follow if treatment is delayed. 
A brown discharge from the wound may appear, occasion- 
ally containing small bubbles of gas. In the early stages 
an intraocular foreign body may be seen in the vitreous 
with a bubble of gas attached, and later gas appears in 
the anterior chamber. 

Evisceration of the globe without opening the sub- 
conjunctival tissues is the treatment of choice, but 
enucleation has been performed with equal success. 
Anti-gas-gangrene serum has been given, but patients 
have recovered equally well when this has not been 
available. Recovery has been rapid and uneventful / 
in all cases, and of those described here all left hospital 
within two weeks of the removal of the globe. In no 
reported. case of gas-gangrene infection of the eye has 
the patient died from this cause. There is no record 
of the effect of the sulphonamides in this condition. 

The course of gas- gangrene infection of the eye thus 
differs materially from that in other parts of the body ; 
this may be traced to anatomical peculiarities. The 
factors which predispose to infection by gas-gangrene 


` organisms are; 


1. Inadequate drainage of deep wounds. 

2. Presence of soluble calcium. 

3. Presence of foreign bodies, devitalised tissue and blood-clot. 
4. Impairment of circulation, as by tight bandaging. 

5. Involvement of muscle in the wounds. 


A perforating wound of the globe has no adequate 
drainage in many cases, and the vitreous, which is an 
inert substance without’ blood-vessels, contains soluble 
calcium. For these reasons the globe is a potential site 
of gas-gangrene infection. Elsewhere in the body the 
infection spreads in the tissue planes between muscle- 
fibres ; lymphatic spread is slight, and invasion of the 
blood-stream is a late occurrence. No muscle tissue 
connects the interior of the globe with another part of 
the body, and it has no true lymphatics. The infection 
tends to remain localised until its severity becomes 
obvious, and eradication of this local infection prevents 


further spread. 


SUMMARY 

Twelve cases of gas-gangrene panophthalmitis follow- 
ing a perforating wound of the globe are described. 
Evisceration was performed in each case and recovery 
was rapid. 

The panophthalmitis develops within 24 hours of the 
injury and is accompanied by severe pain but little 
general disturbance. 

No deaths have been reported from this condition. 

I should like to thank tho members of the surgical staff of 
the Royal London Ophthalmic Hospital for permission to 
publish these cases, and Dr. S. H. Browning who carried out 
the bacteriological investigations. 
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T FORTY CASES TREATED AT 
THE ALLENDALE CURATIVE WORKSHOP 


ELIZABETH CASSON, M.D. BRIST., D.P.M.` 


MEDICAL DIRECTOR OF DORSET HOUSE SCHOOL OF OCCUPATIONAL 
, THERAPY, CLIFTON 


REHABILITATION needs serious attention at present. 
An account of the first year of work at the Allendale 
Curative Workshop, opened at Clifton, Bristol, in 1939, 
is therefore of interest. 

The premises consisted of a former hotel with large 
ground-fioor rooms and nearly an acre of garden. Work 
had to be experimental, and each patient was made a 
special study. Among the personnel was Miss Mary 
Macdonald, member of the Association of Occupational 
Therapists, and head of the Dorset House School of 
Occupational Therapy. She had then lately returned 
from a tour of orthopedic hospital occupational therapy 
departments in America. having been given a research 
grant for this purpose by the Pilgrim Trust. Dr. Eugen 
Weissenberg, formerly in charge of the physiotherapy 


department at the university clinic, Vienna, joined us as - 


. @ student. Miss K. Barber, another member of the 
A.O.T., and now in charge of occupational therapy at a 
Naval hospital, was also with us, and we bad an enthu- 
siastic teacher in Mr. R. C. Cole, who was an excellent 
joiner. Students of the Dorset House school engaged in 
their clinical practice with patients. 


Weaving and light crafts were carried on in a room l 


which measured about 19 ft. by 17 ft. and allowed space 
for 10 patients. Slightly heavier work, such as block 
printing and basket-making, was undertaken in a room 
(20 ft. by 15 ft.) which provided space for 9 patients. 
More strenuous work, such as joinery and metal work, 
was carried on in a long room (42 ft. by 15 ft.) where 
. benches, a lathe, and bicycle and treadle saws were pro- 
vided ; some embossing presses wAich had been given 
to us were also in this room. The old dining-room 
(30 ft. by 20 ft.) was provided with a billiard table, and 
the conservatory gave room for darts. | 

The first 40 cases show what useful work can be 
accomplished. They came chiefly from fracture clinics 


at the hospitals, and were chosen by their surgeons 


because of some complication calling for special atten- 
tion —joints fixed by adhesions, or bad habits of 
posture. No patient was taken without prescription 
and full instructions from his doctor; in the case of 
patients from the fracture clinic, the occupational 
therapist in charge attended regularly at the clinic when 
the orthopedic surgeon was re-examining the patient, 
and heard his fresh instructions. A report from the 
hospita] almoner was also received on each case sent up. 
Treatment was given in the mornings only, but the whole 
.day should be occupied if possible before the patient is 
discharged back to work. | l 


CASE-HISTORIES 


_ Casg 1.—A woman of 23 with arthrodesis of tuberculous 
hip. After operation she had developed a functional disease 
of the knee-joint. She was lacking in self-confidence and was 
too conscious of her disability. Her inability to sit at an 
ordinary table seemed the chief cause of her unhappiness and 
also her inability to return to her work as a shorthand-typist. 
She was taught to weave on a small loom with hand controls 
in order to interest her in the subject without referring to her 
_ leg. She was then promoted to a foot-power loom in which 
the warp was raised or lowered by flexing the kneo-joint. 
While using the hand-loom she had become so keen on the 


MR. CROSS : REFERENCES 


Beneditti, A. (1907) Clin. oculist., Palermo, 8, 3013. 
Berry, E. M. (1932) Amer. J. Ophthal. 15, 1022. 
Chaillous, J. (1904) Rec. Ophthal. 3rd series, 26, 678.. 

— (1905) Ann. Oculist., Paris, 134, 115. 

Darier, A. (1905) Clin. ophthal. 11, 266. 

— (1906) Ibid, 12, 283. 

Hamilton, J. B. (1930) Brit. J. Ophthal. 14, 452. 
Heath, W. E. (1929) Ibid, 13, 574. 
James, R. R. (1910a) Ophthal. Rev. 29, 161. 

— (1910b) Trans. ophthal. Soc. U.K. 30, 179. 
Lutz, A. (1910) Klin. Mbl. Augenheilk. 10, 31. 
Oreste, A. (1910) Ann. Oculist., Paris, 143, 35. 
Ridley, F. (1929) Trans. ophthal. Soc. U.K. 49, 221. 
Schumaker, G. (1908) Klin. Mbl. Augenheilk. 140, 303. 
Walker, S. (1934) J. Amer. med. Ass. 102, 156. 

— (1938) Arch. Ophthal., N.Y. 19, 406. 


texture and pattern of the material she was weaving that she 
was glad to perform the necessary movements, and was- soon 
able to realise that her knee was quite capable of being bent 
to a more æsthetic posture. Her gait improved at the same 
time. She asked to stay on for a few weeks to finish the length of 
material she was weaving and then returned to her office work. 


CAsE 2.—A man of 53, suffering from the after-effects of 
acute infective polyneuritis. He had been completely para- 
lysed for several months but had recovered sufficiently to 
walk, and by several trick movements he could feed himself. 
‘Treatment began with weaving a rug on a frame threaded with 
a warp of string. The patient’s deltoid and exterior muscles 
were weak and could not bear the weight of his arms so his 
arms and hands were slung in canvas loops from brackets 
extended from the top of the frame. He had a spasmodic 
contraction of the shoulder: muscles which relaxed when his 
arms were suspended. Improvement became evident in the 
first few days, since the patient enjoyed the work. The next 
stage was to support the wrists only on an adjustable slat 
placed across the frame, again leaving the fingers free to 
weave and to push the threads into place, thus getting active 
extension of the fingers and wrists. As the muscles improved 
in tone and strength, new crafts were prescribed, such as - 
knotting dog leads, stool-seating and woodwork. The dart- 
board for a few minutes each day helped in the cure. — 


CasE 3.—A man, aged 61, who had had a compound fracture 
of the radius from a conveyor-belt accident. His shoulder 
had been strained, and he had arthritis of shoulder, elbow and 
wrist with much residual disability of shoulder, arm and fore- 
arm. Mental depression was pronounced. Treatment was 
first given in the form of easy weaving on small hand-loom ; 
at this time the therapist was making friends with the patient 
and gaining his confidence. Later he made a warp on the 
“‘mill,” encouraged by the knowledge that the warp was 
needed for another patient’s work. An occupation had to 
be chosen that could be carried out at a level which gave easy 
abduction of the upper arm to begin with ; this was increased 
gradually by raising the height of the mill without the patient 
noticing that he was doing more. As soon as he realised - 
that his angle of abduction had increased his confidence was 
aroused and he then willingly codperated in carrying out 
the changes in his work that increased the effort needed. His 
recovery was completed by getting him to sand-paper and 

aint screens raised to a level above his shoulder and to drill. 

oles in a solitaire board, which exercised flexion and exten- 
sion of wrist. Finally he did weaving on a large foot-loom | 
which enabled him to get larger movements ; easy supination 
was achieved by throwing and catching the shuttle. 


Casg 4.—A left-handed man with compound fracture of 
left proximal phalanx of ring finger and simple fracture of 
little finger. Even passive extension of these fingers was 
impossible. Treatment was by joinery, which was his hobby ; 
first he did planing with fingers extended as far as possible on 
the plane, and then sawing and generalised movement, with 
various tools, to ensure complete movement and suppleness. 
The patient was entirely codperative and the fingers became 
almost normal. ` 

DISCUSSION 


These cases bring out the importance of the muscular 
spasm which often develops before treatment is begun. 
Without occupational therapy this is difficult to over- 
come because the patient has allowed the wrong posture 
to become a habit. Occupational therapy replaces in 
the patient’s mind the image of a limb that he cannot 
use by one of a piece of work which that limb is accom- 
plishing. Much depends on the atmosphere into which 
the new patient is introduced. Allendale was essentially 
a happy place where people felt they would get well. 
Each patient was welcomed and made to feel that his 


difficulties and disabilities were understood. His primi- 


tive impulses to investigate new surroundings, to show 
what he could perform, and to join in the activities of a 
group, all had to be stimulated ; and when the appropriate 
emotion had been aroused the impulse was directed at 
once into an activity that helped his recovery. His fear 
and suspicion had to be circumvented. It: usually took 
a few days to start a patient off well ; many’ grasped the 
idea of what was intended in the first few minutes and 
became real enthusiasts in helping newcomers, but others. 
needed much care to begin with ; but once they realised 
that a change had begun in the injured limb, their 
coöperation could be relied upon. Special apparatus, 
designed by Dr. Weissenberg, was available to measure 
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the angle of movement, and the patient could thus see 
from an actual graph what improvement he had made. 
-Experience has taught the following rules: 


1. The craft chosen must provide the exact muscle move- 
ment needed at each stage. It must be changed as the 
patient changes. 

. 2. The occupational therapist must superintend the move- 
ments continually; she must, therefore, have a complete 
training in anatomy and physiology, such as is required for 
massage. 

3. The patient’s mind must be concentrated on the accom- 
plishment of the work on which he is engaged. Therefore it 
must be something that he enjoys doing and knows to be 
useful. , 

4. The degree of strenuousness must be carefully regulated. 
Premature use of heavy tools can only do harm; and to 
continue light work too long may produce a dilettante habit, 
and delay a man’s return to his own work. The equipment 
must, therefore, include apparatus for heavy sawing and 
hammering. Work should be increased until the patient is 
doing a full day’s activity, which can include digging in the 
garden and pre-vocational work. Games are a valuable 
adjunct. A patient who thought he could not play billiards 
was seen to be acting as marker to the players; he walked 
round and lifted his arm to mark, unconsciously exceeding 
what he believed to be his capacity. 


Fear of infringing the rules of insurance companies 
had to be overcome. Some patients thought that 
treatment might be counted as ‘‘ work” and that it 
would reduce their compensation ; this doubt was best 
removed by the surgeon in charge of the case. Only 
one man expressed fear of his trade union objecting, and 
asked ‘“‘ what the pay would be ” for his work. 

The cost is important. Only one of the first 40 cases 
was paid for by an insurance company. Nearly all were 
compensation cases and the money was just enough for 
the man to live on; most could not even afford their 
fares to the curative workshop. A small patt of the cost 
has been covered. by the Dorset House School of Occu- 
pational Therapy. It is hoped that in time insurance 
companies will realise that occupational therapy lessens 
and shortens disability and therefore reduces cost. 
Insurance companies in America pay for such treatment 
and even run their own rehabilitation centres for the 
injured workpeople whom they are compensating, 
because they know it pays them to do so. Insurance 
companies in England already pay for medical treatment, 
‘pursing and massage, and might well make wise expendi- 
ture on this great aid to recovery. . 

We have had to depend entirely on voluntary attend- 
ance, and it is difficult to ensure that the patient can be 
convinced in the first or second visit that it is worth 
while to persevere with treatment, perhaps at some 
considerable expense of energy and of money for fares. 
Those who are intelligent enough to grasp at once the 
principle involved become enthusiastic quickly and help 
newcomers to settle in. But while numbers are small 
those nearing recovery are few; and those who have 
recovered have gone. Definite instructions from the 
insurance companies paying compensation would help, 
at this stage, to ensure regular attendance and conse- 
quent success. 

The injuries and disabilities treated included: frac- 
tures of humerus, radius and ulna, wrist, metacarpals, 
phalanges, scaphoid, os calcis and cervical spine; 
arthritis, arthrodesis and ankylosis of joints associated 
with such fractures; dislocation of the elbow; valgus 
deformity of the feet; chronic strains; pareses of 
musculospinal, median, ulnar and circumflex nerves ; 
cerebral palsy; laceration of muscles and severed 
tendons after repair; limitation of movement after 
osteomyelitis of the carpus; tuberculous osteitis of 
bip and spine; acute infective polyneuritis; post- 
encephalitis; and traumatic neurosis. Results are 
summarised in the following table. 

At the beginning of the war arrangements were made 
for the workshop to undertake treatment under the 
E.M.S.; but enemy action having made it inadvisable 
for patients to remain in Bristol the workshop was trans- 
ferred elsewhere. Bristol patients are treated at Win- 
ford Hospital under Miss G. E. Barnes and Mr. R. C. 


Cole in the wards and in a special occupational therapy- 


hut. The Dorset House School of Occupational Therapy 
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has now been transferred to Barnsley Hall Emergency 
Hospital, Bromsgrove, where it is fortunate in being 
under the direction of Dr. Andrew Shepherd, the medical 
superintendent, who has paid special attention to occu- 
pational therapy in his hospital for many years. Active 
rehabilitation work is again in progress there, and with 
the backing of the Ministry of Health will be on a much 
larger scale than was possible at Allendale. 


‘LENGTH OF TREATMENT AND ITS RESULTS IN 40 PATIENTS, 


(32 MEN, 8 WOMEN) OF VARIOUS AGES 


a Length of | 
Age Cé seg No. of Ji t 4 t | _ 
(years) Jases tude monte Cases E N | Cases 
10-19 2 Less than 5 6 | 13 1 9 
20-29 5 5-9 ae & Joe 2 15 
30-39 4 10—19 | 9 3 4 
40-49 j 20—29 6 t - 4 
50-59 10 30-39 5 5 1 
60-69 8 40—49 3 6 aA 
70-79 1 50-59 4 7 9 
Not given 5 3 : 
l Attended | 
| only once | 3 
| | 
Cured or much improved 25 cases 
Slightly improved ee ae oe 7 23» 
Not improved ee oe ee ee 5 99 
Only attended once ee ee ee ET 
Total .. 40 
SUMMARY | 


A report is given on the first 40 cases treated at the 
Allendale Curative Workshop, attached to the Dorset 
House School of Occupational Therapy, Clifton, Bristol ; 
4 cases are described fully. l 

The cost of rehabilitating patients by occupational 
therapy might well be borne by insurance companies, as 
it is in America; this would allow of extension of this 
valuable form of treatment. . 


I wish to thank Dr. E. Weissenberg and Miss E. M. Mac- 
donald for their help in preparing this report, and to Dr. H. H. 
Carleton, Mr. K. H. Pridie, and Mr. A. L. Eyre-Brook for 
allowing me to report on their cases. 


LOCATION OF FOREIGN BODIES BY A 
RADIO-FREQUENCY PROBE. 


F. T. FARMER, PH.D. CAMB. S. B. OSBORN, B.SC. LOND. 
(Barnato Joel Laboratories, The Middlesex Hospital) 


In Tue Lancer of May 31, 1941 (p. 699), mention was 
made of an instrument, described in a broadcast from 
Germany, for locating metallic particles embedded in the 
body. The device, which is intended to take the place 
of X rays in the operating-theatre, does not appear to 
have been used to any appreciable extent in this country. 


A ) | B 

An experimental set has been assembled at this hos- 
pital. The high-frequency oscillator (A in the diagram), 
working on a frequency of the order of 10° or 107 cycles 
per second, has the whole of its tuning inductance in the 
form of a search coil which can be moved about near the 
patient, and the second oscillator (B), working on a 


slightly different frequency, acts as a detector, and 
produces in the loudspeaker or telephone (C) a beat note 
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equal to the difference between the two frequencies. 
When the search coil comes near a piece of metal its 
inductance falls slightly, and the resulting frequency 
change is at once noticed in the note from the apparatus. 
The possible choice of radio-frequency is very wide: 
the highest values give the greatest sensitivity to metallic 
bodies, but their practicability is limited by the stability 
of the apparatus and by the increasing effect of dielectric 
materials in the vicinity of the search coil relative to the 
effect of the metal itself. A frequency of about 3 x 10° 
was found to be about the optimum. Using this fre- 
quency, the apparatus will indicate the presence of a 
sixpenny piece at a distance of half an inch, and particles 
down to the size of a small pin closer to the search coil. 
Larger bodies may be detected at slightly greater 
distances. It does not seem possible to extend “the 
effective range of an instrument working on this principle 
much beyond these values. | 
~ The instrument is likely to be of value, in conjunction 
with X-ray examinations, for indicating the approximate 
position of metallic substances, in particular for assisting 


the surgeon while operating. It cannot, it seems, be 


regarded as comparable in value with X-ray methods, 
by which the number and size of the particles are shown 


as well as their precise positions within the tissues. 


PULMONARY TUBERCULOSIS IN TH 
| SERVICES 
SURVEY OF 100 CASES 


JOHN ASPIN, RANDAL STALKER, 
M.B..CAMB. M.B. EDIN. 


LATELY ASSISTANT MEDICAL OFFICERS AT A SANATORIUM 


A SURVEY has been made of 100 soldiers and airmen 


suspected of having pulmonary tuberculosis who were 
gent directly to one sanatorium from military hospitals: 


and sick posts. The cases were admitted without selection 
in the order of application for beds. Usually they came 
three or four weeks after the diagnosis had been made. 
There were all types of soldiers, in all stages of the 
disease. Some seemed comparatively healthy,. some 
were evidently moribund. We believe that this series 
of 100 consecutive admissions between June and 
Decembet, 1940, is likely to be representative of the 
incidence of pulmonary tuberculosis in the Army and 
R.A.F. at that time. 

Eight men were finally regarded as non-tuberculous, 


` and were diagnosed as follows : 


Chronic bronchitis 
Postpneumonic effusion 
Postpneumonic fibrosis a Kay 
Pleurisy (no tuberculous basis found) 
Lung abscess .. ea na ni 
Effort syndrome | es ih s3 me 
Congenital cystic disease of lung .. a | 
The case of congenital cystic disease had received 
sanatorium treatment for tuberculosis at the age of 
seven. After four weeks’ military service (he had been 
a chef in civil life) he broke down with malaise, pleurisy 
and heavy staining. Lipiodol bronchography performed 
at the sanatorium by Dr. J. W. Seymour revealed that 
he was a typical case of generalised congenital cystic 
disease of the lung. 


RECRUITMENT OF KNOWN CASES 

The series, which contains a proportion of men who 
enlisted before the Public Health (Tuberculosis) Regula- 
tions, 1940, came into force, includes 10 previously 
notified cases of tuberculosis, 6 of whom had been in 
sanatoria. There were 4 men considered to have active 
pulmonary lesions at enlistment ; one of these, who had 
previously refused institutional treatment, was invalided 
after his tuberculosis officer had communicated with the 


pend foot jami bet beet DD 


military authorities. An arrested case whose history ` 


has been published (Aspin 1940) had been. discharged 
from the Army in February, 1940, after a breakdown. 
Before June in the same year not only had he contrived 
to re-enlist in another regiment but he had broken down 


' and had been invalided for a second time. At the time 


of enlistment 3 other men had quiescent pulmonary 
lesions, while 2 who were previously non-pulmonary cases 
broke down in the Service with pulmonary lesions. 


ing primarily of 
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Most of these men had concealed some essential part 
of their history when they came before medical boards, 
and one or two had deliberately made false statements. 
Although one man admitted that he had joined up to 
get a“‘soft job,” and revealed a previous history of sana- 
torium treatment when he found himself on the parade- ~ 
ground, the others gave us the impression that they felt 
they were helping their country when they enlisted. 
Under the Public Health (Tuberculosis) Regulations, 
1940, the medical boards who examine recruits are now 
made acquainted, as far as possible, with the previous 
history of examinees whose names are on the tuberculosis 


‘registers. In addition, the Ministry of Labour now asks 


every examinee before a medical board to sign a declara- 
tion that he has not at any time suffered from tubercu- 
losis. In this way the future recruitment of known 
cases of tuberculosis should largely be avoided. The 
need for such measures is shown in a series published by 
Kersley (1941) who, in the first 100 men that he examined 
and boarded out of the Army, found clear evidence that 
18 had been in sanatoria and that 15 more had been 
suffering from the disease before enlistment. 


MODE OF ONSET 


In about two-thirds of our cases the onset was gradual. 
Several symptoms had usually appeared before the 
soldier reported sick. In the remainder the onset was 
more abrupt and indeed often dramatic ; 9 men reported 
sick after a considerable hemoptysis, which in 6 had 
happened while on duty. One man was digging in a. 
deep trench when suddenly he developed a spontaneous 
pneumothorax. There were 18 cases of pleurisy with 
effusion in which sudden severe pain was the presenting 
symptom. Of these men, 10 were well and gave no 
symptoms or signs of chest trouble until the day the pain 
began. In these 10 cases fluid was demonstrated 4-25 
days after the onset of the pain. | 

Examination of the symptoms present when the men. 
reported sick showed that there were only 20 cases in 
which there had not been pain in the chest, hemoptysis 
or staining; 59 men said they had pain in the chest ; 
39 had coughed up blood or blood-stained sputum ; 18 
reported both pain in the chest and hemoptysis. The 
symptoms present at onset are shown in the figure. 

In 7 cases the 
diagnosis was 
made while they- 
were under in- 
vestigation in 
hospital for 
apparently un- 80 
connected con- 70 
ditions—hernia, % go 
error of refrac- a 
tion, gastritis, q 50 
mastoid infec- S 40 
tion, wounds, $30 
dysentery and ù, 
acute encepha- = 20 
lomyelitis; 2 10 
men complain- 
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hoarseness were 
diagnosed as 
tuberculous by | 
ear, nose and throat specialists to whom they were 
referred. | 

~A history of considerable distress during physical 
training was given by 24 men; of these, 14 had to do 
harder physical work since joining up. Of the 76 men 
who felt no undue distress during physical training 21 
had to do harder physical work. While the disease 
was more advanced in cases showing distress during 
physical training, previous occupation seemed to 
influence the degree of dyspnoea experienced. It is 
evident that a labourer would not compjain of breath- 
lessness after exertion that might be troublesome to a 
sedentary worker. l 


NATURE OF LESIONS AND STAGE OF DISEASE 
Obviously abnormal physical signs in the chest were 
present in 48 cases and clubbing of the finger-nails in 15. 
In 46 men the lesions were unilateral, while 53 showed 
bilateral disease. Cavitation was present in 40 cases, 
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including 14 in which one lung was only involved. 
There were 18 cases with pleural effusion, in 11 of which 
underlying shadowing was visible; 1 of the simple 


effusions was regarded as non-tuberculous. Definite’ 


signs of fibrosis, as shown by displacement of the heart 
or trachea, or thickening of interlobar septa, were found 
in the radiograms of 14 cases, while 20 more showed less 
obvious evidence of contracting lesions. In 13 cases 
there was definite calcification, and in 8 of these the 
calcified areas were well outside the hilar regions. 


When the original diagnosis had been confirmed, 92. 


cases remained. These were arranged according to the 
classification of the Ministry of Health into class TB 
minus (sputum negative or absent); class TB plus 
(sputum positive) groups I, O and IN (early, moderate 
and advanced cases). The proportions were found to 
be: TB minus, 35:9%; TB plus group I, 11-9% ; 
group N, 41-3% ; and group oI, 10:9%. To compare 
these figures with those from an area with a highly de- 
veloped tuberculosis scheme, the numbers of new patients 
. with pulmonary disease applying for treatment during 
1936, 1937 and 1938 were obtained from Dr. G. Lissant 
Cox, central tuberculosis officer for Lancashire. The 
9 men, who were actually on the register at the time 
of enlistment, were removed from the series of Service 
cases, and the 83 remaining new cases compared with 
the new cases applying for treatment under the Lanca- 
shire scheme. 


TABLE I—STAGE OF DISEASE IN SERVICE CASES AND IN NEW 
. -OASES APPLYING FOR TREATMENT IN LANCASHIRE 


No. of cases Percentage 
Stage . 7 
rence Service once Service 

TB minus 1209 | 33 35-5 39-8 
upI - 271 | 8 9-6 
TB plus {group II 1473 33 43-3 39-8 
group ITI 451 | 13-2 | 10-8 

Totals 3404 | 83 100 100 


These two sets of figures show considerable similarity. 
A casual inspection might suggest that the Service cases 
were slightly less advanced, but in such a small series 
the differences might easily be expected as a sampling 
error. Itis concluded that in these soldiers and airmen pul- 
monary tuberculosis was diagnosed while the disease was 
no more advanced than it would have been innew cases 
applying for treatment under the Lancashire scheme. 

PAST HISTORY AND DURATION OF SERVICE 

Kayne (1940), in a survey of 134 cases, found that the 
main criteria adopted by medical boards in selecting 
eases for special examination were statements of 
tuberculosis in the family, ‘‘ pleurisy ”? in the past, or 


admission to a sanatorium or attendance at a tuberculosis . 


clinic in childhood or adolescence. Since in his series he 
found only 2 men with active tuberculosis and 1 with 
recently active tuberculosis, Kayne concluded that 
histories of tuberculosis in family and pleurisy in the 
past as given by the recruit cannot be relied on to detect 
more than a small fraction of recruits with either active 
or healed pulmonary lesions. 

In the present series 18 out of 92 cases of tuberculosis 
gave a history of a parent, brother or sister either being 
treated for pulmonary tuberculosis or dying with the 
disease ; 5 of these cases and 10 others gave a history of 
hemoptysis or pain in the chest with pyrexia before 
enlistment. These figures suggest that in Kayne’s 
series the lack of positive findings may have been due to 
unreliable statements and the concealment of relevant 
facts by, the recruits themselves. This unreliability has 
‘been confirmed in our series by the enlistment of known 
.cases of tuberculosis. Others who wished to be dis- 
charged from the Army because they had been worried 
about their health freely confessed that they had made false 
statements, or had withheld essential information, when 
they were examined by the medical recruitment board. 

Three-quarters of these men were conscripts whose 
military service amounted to less than a year. Indivi- 


dual service, however, varied over a wide range. <A’ 


-Q.M.S. had been 24 years with the colours. An “ AC2”’ 
had 5 days’ service to his credit. While 4 old regulars 


tuberculosis. Sheldon Dudley (1941), 
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could muster 64 years’ service among them, 12 others 
could not together make up six months’ service (table 1). 


TABLE II—DURATION OF SERVICE 


Lessthan| 1-3- 3-6 6-12 1-2 {More than 


1 month |months {months 'months| years | 2 years 
‘No. of cases} 16 18 19 23 | 14 10 
1 
DISCUSSION 


Tuberculosis among men who served in the last war 
gave rise to serious problems even in the postwar years, 
and pensions for tuberculosis accepted by the state as 
“directly attributable to, or seriously aggravated by ”’ 


. military service continued to be given for many years 


after the war was over. Mitchell and Smith (193la) 
state that 65,370 such pensions were awarded up to 
March, 1929, representing 7:6% of the total pensioned 
disabilities up to that time. Positive sputum was then 
the chief criterion for the diagnosis of pulmonary. 
tuberculosis (Joint Tuberculosis Council Report 1939). 
Although the wastage in man-power from tuberculosis 
during the last war was negligible (Mitchell and Smith 
1931b), many men suffering from pulmonary tuberculosis 
were returned to duty, with a consequent risk of infecting 
their comrades. Thus, from 1916 onwards 21% of the 
cases arising in the British Army were returned to duty 
(Mitchell and Smith 193lc). 

The problems presented in this war by tuberculosis 
arising in the armed forces seem likely to be less acute. 
The death-rate from pulmonary tuberculosis has fallen 
steadily, and is now less than half what it was in 1918. 
Enlistment of known cases of tuberculosis, so common in 
the early stages of the last war, will be largely prevented 
by the new regulations. The risk of contact infection 
is further diminished because men diagnosed as tuber- 
culous are now returned to duty only in exceptional 
circumstances. All examinees before medical boards ` 
suspected. of being tuberculous are at once referred to 
the tuberculosis officers for special examination. Our © 
figures show that in one small series at least tuberculosis 
arising in soldiers and airmen was diagnosed as soon as- 
it would have been among civilians and that more than 
a third of these men were negative cases. Cases discov- 
ered in the Services are sent to special hospitals where 
full treatment is started at once, and when they are 
discharged from the Services, this treatment is continued — 
by their local authority. At least one tuberculosis . 
colony, the Papworth Village Settlement, is already 
offering the benefits of colonisation to suitable cases 
invalided from the Services. _ : 

These real advances are not enough to prevent the 
recruitment of men likely to break down with active 
pulmonary tuberculosis within a few months of joining . 
the Services. In our series, out of 92 men, active lesions 
had been found within three months of enlistment in 29 
cases (31:5%) and within six months in 48 cases (52%). 
These figures are less disturbing if it is remembered that 
mass radiography, whenever it has been performed on 
symptom-free people, has revealed active tuberculous 
lesions in 0-5-5% of them. Heaf (1940) has discussed 
the value of mass radiography in peace-time in combating 
the spread of infection by revealing the hidden active 
cases among the apparently healthy population. Even 
when. men have previously been examined clinically, 
mass radiography has demonstrated some, though 
fewer, unsuspected active lesions. Berner (1939) in 
10,852 picked storm-troopers who had been screened, 
found 0:8% of such cases. Among 9000 recruits from 
the Australian Imperial Forces, Cooper (1939) discovered 
0:55% of active cases, and Galbraith (1941), in a later 
report, states that out of more than 100,000 such recruits 
0-56% showed radiological evidence of active pulmonary 
reporting the 
results of mass radiography in the Royal Navy, where 
screen-photography is now performed as a routine, found 
an incidence of 0:32% active cases of pulmonary tubercu- 
losis in 11,000 new entrants. | 

Kayne (1940) holds that without routine radiological 
examination the detection of unsuspected pulmonary 
tuberculosis in recruits is impossible. If the adminis- 
trative and technical problems be overcome, there seems 
to be a strong case for the extension to the Army and 
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R.A.F. of mass radiography by screen-photography using 
35 mm. cinema film. The position has been ably 
summarised by Bentley and Leitner (1940) :— 

“ It is not suggested that screen-photography will abolish 
tuberculosis from the Services, but it would eliminate a 
sensible proportion of tuberculous subjects who should not 
be allowed to serve. It is thought the saving in pensions 
alone would more than outweigh the cost of the investigation.” 


Probably many men in our series were unsuspected 
cases of tuberculosis when they joined up, and we have 
tried to find out how many would have shown radiological 
lesions visible by miniature radiography at the time of 
enlistment. 

No-one would deny the difficulty, and some would 
question the possibility, of estimating the radiological 
appearances some time before a radiogram was taken. 
We were guided by duration of service, extent and 
density of the lesions, presence of cavitation, and 
clinical course of the disease. When a man had served 
for longer than six months, especial attention was given 
to definite signs of a contracting lesion, presence of hard 
shadowing or calcification in the lung fields, and previous 
history suggestive of tuberculosis. The cases have 
accordingly been divided into two groups—those in 
which miniature radiography at enlistment would, in our 
opinion, have revealed lesions suggestive of pulmonary 
tuberculosis, and others in ‘which miniature radiography 
would have given no help (table m). 


TABLE IU-—SERVICE CASES IN WHICH MINIATURE RADIO- 
GRAPHY AT ENLISTMENT WOULD PROBABLY HAVE REVEALED 
LESIONS SUGGESTIVE OF TUBERCULOSIS 


Estimated result of M.R. 
Period of ee No. of pare 
(in months) cases r x uggestive 
No help lesions 

Tés tbhsn 1 .. 3% 16 5 11 
AR A 18 5 13 
3— 6 19 7 12 
6-12- 23 15 .g 
12-15... = 11 9 _ 2 
More than 15 .. ye 13 13 0° 
Total an E 100 | 54 46 


We estimated that in 46 cases abnormal shadowing or 
displacement of the mediastinum would have been clear 
enough at enlistment to have been detected by miniature 

radiography, though careful physical examination and 


history-taking had revealed no evidence of tuberculosis. 


SUMMARY 


A survey has been made of 100 Service men suspected 
of having pulmonary tuberculosis.. The stage at which 
the disease was diagnosed in these men did not differ 
materially from the stage at which cases are diagnosed 
in civil life. 

Reasons are given for the belief that in this war spread 
of disease by infection in the Services is likely to lead to 
fewer cases of pulmonary tuberculosis than in 1914-18. 

In this series active pulmonary tuberculosis was found 
within three months of enlistment in 29 cases, and 
within six months in 48 cases. 

Miniature radiography at enlistment would probably 
have revealed definite lesions in 46 of our cases. 

We wish to thank Dr. J. W. Seymour, late acting medical 
director of the sanatorium, for permission to report these 
cases and for advice; Dr. G. Lissant Cox, who allowed us to 
quote figures from his annual reports ; and Dr. George Jessel, 
who first suggested this survey. 
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ANTERIOR DISLOCATION OF ‘RADIAL HEAD 
WITH FRACTURE OF SHAFT OF ULNA 


E. N. WARDLE, M.CH.LPOOL, F.R.OC.8. 


| ASSISTANT ORTHOPZDIO SURGEON TO THE ROYAL SOUTHERN 
HOSPITAL, LIVERPOOL; ORTHOPEDIC SURGEON 
TO THE BIRKENHEAD GENERAL HOSPITAL 


IT cannot be said that anterior dislocation of the head 
of the radius with fracture of the shaft of the ulna has 
suffered in the past from lack of attention or investiga- 
tion. The lesion is relatively rare, but recorded cases 
show that it has attracted notice since the beginning of 
the last century, when it was first described by Monteggia 
who recognised it without the aid of X rays. I record 
here 4 new cases illustrating the successive points, 
emphasised by various authors during the last ten years. 

It has been taught for some time that where there is a 
fracture of the shaft of the ulna with displacement the 
elbow-joint should always be included in the radiogram, _ 
because shortening of the ulna necessarily means the 
disruption of one or the other radio-ulnar joints, usually 
the superior one (Campbell 1929, Corbett 1931, Wilson 
1933). Cases 2 and 3, reported here, however, showed 

subluxation of the head of the radius with only an incom- 
plete fracture of the shaft of the ulna, unaccompanied 
by any displacement; so that it seems important 
always to examine the elbow-joint both with the fingers 
and by means of X rays. 

Several writers have paid great attention to the exact 
mechanism causing the injury, but it seems to me more 
important to recognise that this dislocation of the radial 
head can only take place as a result of disruption of the 


- orbicular ligament. Hunt (1939) and Campbell (1929) 


both describe this ligamentous tear, as do several later 
observers, but the standard textbooks of fractures 
(e.g. Scudder 1926, Sinclair 1931) made no mention of it 

until it was referred to by Kellogg Speed (1935) and 
Böhler (1935). Wilson (1938) gave a complete descrip- | 
tion of the pathology. My own observations have con- 
firmed the ligamentous tearing in each case, and I have 
particularly noted that the torn ends. were always 
retracted deep to the radial head and that, at the ulnar 
attachment, the ligamentous strands were so short and 
torn as to be useless for reconstruction. 


CASE-HISTORIES 


CasE 1.—Age 13. Fell on the right elbow in November, 
1938. X-ray report of forward and outward dislocation of: 
the head of the radius and fracture of the ulna. The dis- 
location was replaced manually, but the reduction was not 


. stable. At open operation on Dec. 6 the ordinary external 


lateral approach to the head of the radius was used, but it was 
difficult to 
reach the 
front and 
inner side of 
the head. 
The torn 
edges of the 
orbicular 
ligament 
were demon- 
strated and 
an attempt 
made to su- 
ture them. 
The radial 
head dislo- 
cated for the 
second time 
a few weeks 
later, but. 
despite the 
deformity 
the function- 
al result was 


af 


E ELEA 


good and by 

April, 1939, 

there was Fic. 3—Case 4. (a) Lateral view of elbow showing 

full rango of dislocation of head of radius. (b) Lateral view 
of elbow showing stable reduction of dislocated 


elbow move- radial head after reconstruction of orbicular 
ment and the ligament. 
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joint appeared to 
cause the patient 
no trouble. 


CASE 2.— Age 
10. Accident on 
Auge 8, 1939. 
Radiography re- 
vealed an anterior 
dislocation of the 
head ofthe radius 
accompanied by 
an incomplete 
fracture of the 
ulna without any 
displacement. 
Again the head of 
the radius was 
easily replaced 
by manual re- 
duction under 
anzsthesia, but 
as in case l the 
dislocation 
recurred readily. 
At operation on 
Aug. .16 an an- 
terior incision at 
the outer side of 
the antecubital 
fossa was used; 
it was particu- 
larly noted that 
access to the 
head and neckof FIG. 1—Case 3. 
the radius was 
much easier and 
was obtained by 
retracting supinator longus outwards and brachialis anticus 
inwards. In this case also the torn ends of the orbicular 
ligament were found curled up deép to the radial head, but even 
with the better approach attempts at suturing the ligamentous 
remains were unsuccessful. X rays showed that the 
dislocation recurred. 

Case 3.—Age 7. Fell on the right arm in June, 1940, and 
sustained a fracture of the middle of the shaft of the ulna, 
with anterior dislocation of the head of the radius (fig. 1). 


shaft of ulna. 
fracture of ulna. 


-At operation on June 18 the anterior approach was used and 


the torn orbicular ligament was easily demonstrated. The 
operation described below was carried out. The elbow was im- 
mobilised for 4 weeks and then active movement was allowed. 
After 4 months the patient had a full range of movement, and 
X rays showed that 
4 (a) 4 (b) SB eget of the dis- 
location was stable 
(fig. 2). 

CASE 4.—Age 14. 
Accident on July 31, 
1940. Dislocation 
of the head of the 
radius. Manual re- 
duction was easy 
but dislocation of 
the radial head re- 
curred in plaster (fig. 
3a). Operation as 
in case 3 was carried 
out. After 3 weeks’ 
immobilisation the 
plaster was dis- 
carded and a month 
after that the child 
had a full range in 
the elbow and the 
joint has remained 
normal since. Fig. 
3b illustrates the 
stability of the re- 
constructed orbicu- 
lar ligament. 


OPERATION 
anterior 
incision (fig. 4a), 


a 


( f 
y 


aa emeeweneee = 


Fic. 4—Right arm. 
incision. 


(a) Anterior cubital 

(b) Incision on inner side of The 
elbow parallel to posterior border of ulna. 

FIG.. Head of ulna showing bore-hole. 


Anterior, and lateral views of elbow 
showing dislocation of head of radius and fracture of 
Arrows in figs. 1, 2, 3 indicate site of 


Fie. 2—Case 3. Anterior and lateral views of elbow 
after reconstruction of orbicular ligament. 


used in the cases I have described here, was made 
to the outer side of the antecubital fossa, according 
to the directions given by Campbell, Corbett and Wilson. 
In the upper part of the incision the gap between 
supinator longus on the outer side and brachialis anticus 
and biceps on the inner side was defined, and these 
muscles were retracted, the posterior interosseus nerve 
going with supinator longus. This line of cleavage 
was carried downwards so that the head of the radius 
and the inner and upper border of supinator brevis 
came into view. Small deep retractors were then 
inserted and the head and neck of the radius, with the 
torn ends of the orbicular ligament, were defined (fig. 5). 
A second incision was then made at the inner side of the 
elbow parallel with the posterior border of the ulna 
(fig. 4b). The ulnar nerve was defined as it comes out 
of the postcondylar groove and retracted posteriorly, so 
that the inner surface of the olecranon was available. 
At the level of the superior radio-ulnar joint a drill hole 
was then made s 

through the base 
of the olecranon 
process, emerging 
at the lesser sig- 
moid cavity of the 
ulna (fig. 6). A 
loop of kangaroo 
tendon was then 
passed around the 
neck of the radius 
and both ends 
threaded through 
the eye of an 
aneurysm needle 
which was passed 
along the drill 
channel in the 
ulna to emerge in 
the superior radio- 
ulnar joint. The 
two ends of kan- 
garoo tendon were pyg, 5—Operation. C =capitellum covered 
then brought out by capsular ligament; SL = supinator 
at the inner sur- longus ; SB = supinator brevis; B and 
face of the ulna BA = biceps and brachialis anticus ; 


5 OL = torn ends of orbicular ligament ; 
and knotted in HR = head of radius. 


- 
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‘such a way as to prevent any sliding back. As this 


manœuvre was carried out the head of the radius 
could: be seen to reduce into both elbow and superior 
radio-ulnar joints and the stability of the reduction could 
be demonstrated before the wound was closed. Both 
incisions were closed and the arm fixed in plaster. 


If the importance of the torn orbicular ligament is- 


admitted, rational treatment will obviously aim at its 
reconstruction. It is remarkable that although Camp- 
bell (1929) ‘advised and carried out the procedure 
here described, books on fractures show a division of 
opinion about what should be done. Böhler (1935) says 
that the dislocation is reduced by traction on the forearm 
with pressure on the head of the radius, and that if 
this is done early the orbicular ligament will heal and 
perfect function be restored. Kellogg Speed (1935) notes 
that reduction is difficult and mentions restoration of the 
orbicular ligament by a fascial graft passed through a 
-hole drilled in the ulna. Watson-Jones (1940) recom- 
mends reduction as described in. Bohler’s textbook but 
advises reconstruction of the orbicular ligament in late 
cases where the fracture of the ulna is malunited or 
non-united. Wilson (1938) emphasises that in all 
cases there is a rupture of the orbicular ligament and 
states that while dislocation is easily reduced by closed 
manipulation it is impossible to retain the position. 
He recommends reconstruction of the orbicular ligament 
by a fascial sling passed through the ulna. 

In my experience, though it is easy to replace the radial 
head by closed manipulation, the displacement always 
recurs. The reason seems to be the curling up of the 
ligamentous ends beneath the radial head ; in addition 
the orbicular ligament is usually so much damaged as 
to make primary repair impossible. It is also evident 
that the degree of pressure which has necéssarily to be 
kept on the head of the radius while the elbow is fixed 
in plaster is not safe. Even those surgeons who agree 


that reconstruction of the orbicular ligament is the only 


sound method of obtaining success in these cases, 
differ considerably about the way to achieve it. Hunt’s 
suggestion (1939) of simple suture of the torn ends seems 
to be a counsel of perfection rarely possible to follow. 
The same objection holds for Corbett’s method of plastic 


. repair with a strip of bicipital fascia ; there is not enough 


of the torn orbicular ligament left, particularly in a small 
child, for adequate fixation of the repairing strip. 
Campbell, Wilson and Kellogg Speed all carry out their 
reconstruction by drilling a hole through the upper end 
of the ulna. The results in my cases 3 and 4 illustrate 
the success of this method, and it is probably of little 
importance what material is used for constructing the 
new orbicular ligament. 


SUMMARY 


Four cases of anterior dislocation of the head of the 
radius, associated with fracture of the shaft of the ulna, 
are reported. 

The best method of treatment seems to be open reduc- 
tion of the dislocated radial head through an anterior 
incision, with reconstruction of the orbicular ligament 
by means of a loop passing round the neck of the 
radius and secured through a hole drilled in the upper 
end of the ulna. 
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Socratist MEDICAL ASSOCIATION. —A conference on the 
historical aspects of the medical services will be held at 12, Great 
Newport Street, London, W.C.2, on Sunday, Nov. 2, at 11 a.m. 
Mr. H. L. Beales will speak on the social background of the 
development of the voluntary hospitals in the 18th century, 
and Dr. T. O. Garland on health problems of the early days of 
industrialisation. In the afternoon Mr. Arnold Sorsby will 
open a discussion on the development of organised medicine. 
Further information may be had from the secretary of the 
association, 33, Murray Road, Northwood, Middlesex. 


SULPHATHIAZOLE IN STAPHYLOCOCCAL 
LUNG INFECTIONS 


GEORGE MELTON, M.D. LOND., M.R.C.P. 
. SENIOR RESIDENT PHYSICIAN AT LEWISHAM HOSPITAL, L.C.0. 


`” STAPHYLOCOCCAL infection of the lungs is well recog- 
nised asa complication of staphylococcal septicemia and 
pyemia. Staphylococcal pneumonia may however have 
a bronchogenic origin and such cases have particularly 
been observed during influenzal epidemics (Chickering 
and Park 1919). In influenzal patients the staphylo- 
coccus plays the part of a secondary invader, either alone 
or in combination with other organisms. Apart from 
these epidemics, staphylococcal pneumonia does not 
appear to be common, though occasional reports of its 
occurrence, particularly in children but also in adults, 
have been published (Reimann 1933, Macgregor 1936, 
Everley Jones 1938, Kanof et al. 1939). It is par- 
ticularly liable to arise in patients whose resistance has 
been lowered by debilitating conditions. E 

The pathological features of staphylococcal pneumonia 
are the development in one or both lungs of one or more 
areas of massive consolidation showing hæmorrhage and 
early abscess formation. These abscesses are often 
multiple. Staphylococcus pyogenes can. be cultured as 
the predominant organism from the lungs. Clinically 
the disease is often characterised by an insidious onset, 
but it may begin suddenly with chills and rigors. Asso- 
ciated upper respiratory infections are common. 
Pleuritic pain sometimes: occurs. Fever is often high 
and remittent, with tachycardia, dyspnoea and cyanosis. 
There is often severe prostration, particularly in children 
and in influenzal patients. Diarrhcea appears commonly 
in infants. At first the physical signs are those of 
bronchopneumonia. Evidence of consolidation may soon 
develop over one or more lobes. Later the clinical 
features of lung abscess may manifest themselves. The ° 
sputum is purulent and may be bloodstained or rusty 
and in influenzal cases is sometimes salmon pink. It 
contains staphylococci, either alone or as the pre- 
dominant organisms, and is often copious when abscesses. 
have developed. If the patient does not die in the first. 
few days of his illness an empyema commonly develops. 
Staphylococcal pericarditis and acute nephritis are 
occasional complications. The disease often lasts. as 
long as a month in cases which recover. The fatality is 
high, particularly in influenzal and debilitated cases and 
in children. Thus it was noted by Chickering in the_ 
1918 epidemic that though the staphylococcal cases 
constituted only about 10% of the total pneumonias 
they were responsible for approximately half the deaths. 
Kanof and his colleagues noted a fatality of 73% in his 
series. Macgregor reported 10 successive cases in children 
with no recoveries. Reimann, on the other hand, 
reported 6 patients with only 2 deaths. Leucopenia and 
high, sustained fever are ill omens in prognosis. 

There have been few reports of the results of sul- 
phonamide therapy in staphylococcal pneumonia. 
Blake and Haviland (1939) treated 6 cases (3 with 
positive blood-cultures) with sulphapyridine. Only 1. 
patient recovered and this case had a negative blood- 
culture. Maxwell (1938) reported a cure with sulpha- 
pyridine in a case of staphylococcal septicemia with 
pneumonia. The sputum of this patient, however, 
contained pneumococci. Weisman and Russell (1940) 
described 5 cases of staphylococcal laryngotracheo- 
bronchitis in infants treated successfully with sulpha- 
methylthiazole ; 3 required tracheotomy, but despite 
this measure their condition continued to deteriorate 
until they were given the drug. Kammerer (1941) 
mentions a case of staphylococcal postoperative aspira- 
tion pneumonia with multiple lung abscesses which was 
cured after sulphamethylthiazole therapy. In a series 
of 50 cases of staphylococcal infection treated with 
sulphathiazole which I reported recently (Melton 1941), 
I observed that in patients suffering from multiple 
pyeemic lung abscesses the drug seemed to have little 
effect, but 4 patients with staphylococcal septicemia 
developed pulmonary complications which cleared up 
satisfactorily. The present report concerns 4 other 


. patients with staphylococcal pulmonary infections, 3 of 


oe 
1 ` 
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bronchogenic origin, who were treated with sulpha- 
thiazole. 
CASE-REPORTS 


Case 1.—Man of 59. Pneumonia complicated by lung | 


- abscesses and empyema. Admitted Feb. 2, 1941, on 4th 


day of disease, very ill with high fever, dyspnoza and cyanosis. 


Consolidation in upper- and mid-zones left lung. From 4th 
to 14th day sulphapyridine, 55 g., given by mouth. Pyrexia 
less for 2 days only. Consolidation developed in right mid- 
‘zone. Between 14th and 17th day pyrexia continued and 
radiography revealed cavity in left mid-zone. Sputum 
(8-12 oz. daily) showed predominating growth of Staph. 
aureus as well as some Streptococcus hemolyticus. From 17th 
to 23rd day sulphathiazole, 36 g., given by mouth; apyrexial 


after 48 hours and showing much clinical improvement. 


Right lung cleared satisfactorily, but abscess persisted in 
left lung. From 28th to 30th day there was ‘further pyrexia 
reduced by sulphathiazole. Aspiration of sterile, turbid, 
serous effusion from left pleural cavity carried out on 43rd 
and 49th days. On 6lst day recurrence of pyrexia with acute 
nephritis. Left pleural effusion now found to give good 
growth of Staph. aureus and moderate growth of Strep. 
hemolyticus. Blood-urea, 47 mg. per 100 c.cm. After 
another course of sulphathiazole, patient became apyrexial 
` after 3 days and nephritis cleared up after 5days. Empyema 
persisted and intercostal drainage instituted on 66th day. 
Sulphathiazole concentration in pleural fluid was 8-6 mg. per 
100 c.cm. and in blood 15-5 mg. per 100 c.cm. Although 
dyspnea and tachycardia improved considerably, empyema 
cavity remained large and on 94th day rib-resection was done 
under local anesthesia and drainage begun. Patient then 
made a good recovery, empyema cavity closing in and lung 
abscess no longer being visible radiologically. 


Case 2.—Woman of 62. Staphylococcal pneumonia. 
Admitted Jan. 31, 1941, on 7th day of illness. Toxic, with 
consolidation of left lower lobe. From 7th to 15th day 
sulphapyridine, 48 g., given by mouth. Temperature fell 
slightly at first but soon rose to higher than before and lung 
signs persisted. Copious purulent sputum gave good growth 
of Staph. aureus. From 15th to 22nd day sulphathiazole, 
80 g., given by mouth. Apyrexial after 4 days; fever recurred 
on 21st day and 2 oz. of sterile turbid fluid aspirated from left 
pleural cavity. Permanently apyrexial after 23rd day and 
lung condition clearéd satisfactorily. Radiogram .of chest 
showed no lung abscess. 


Case 3.—Girl of 16. Staphylococcal empyema probably 
complicating influenzal pneumonia. .Admitted Jan. 28, 1941, 
on 6th day of illness, very ill, “pale and toxic with palpable 
spleen. Signs of right basal pneumonia with pleural effusion. 
From 6th to 12th day sulphapyridine, 36 g., given by mouth. 
Further rise in temperature. On 8th day aspiration of 
sterile serous effusion from right pleural cavity. No tubercle 
bacilli in sputum. X rays showed opacity right base with 
doubtful evidence of lung abscess and loculated pleural fluid. 
On 13th day more turbid fluid aspirated ; this grew Staph. 
aureus. From 16th to 20th day sulphathiazole, 36 g., given 
by mouth; no improvement. Pyrexia continued and was 
unaffected by further aspirations of the empyema, in which 
Staph. aureus persisted. Sputum showed no staphylococci, 
but was not examined for these organisms until 18th day. 
On 21st day rib-resection was done and drainage instituted. 
Biopsy of pleura showed no evidence of tuberculosis. Gradual 
improvement followed, patient becoming apyrexial and sinus 
healing. 

Case 4.—Man of 18. Boil on chin with sterile empyema. 
Admitted Feb. 7, 1941. Boil for 6 days and left pleuritic 
pain for 3 days. On admission febrile and toxic. Large 
furuncle on chin and left pleural effusion, which on aspiration 
was found to be purulent but sterile on culture. Blood- 
culture sterile. X rays showed opacity at base of left lung. 
-From 6th to 12th day sulphathiazole, 40 g., given intra- 
venously plus 48 g. by mouth. Further aspirations of pleural 
fluid on 7th and 8th days showed effusion to be less purulent 
and still sterile. .Sulphathiazole content of pleural fluid 
8-9 mg. per 100 c.cm. Drug rash appeared on 12th day. 
Patient became permanently apyrexial on 13th day, by 
which time furuncle and lung condition had almost cleared 
up. . Staph. aureus cultured from furuncle. 

SUMMARY 

A group of 4 patients (2 male and 2 female) with 
staphylococcal pulmonary infections were treated with 
sulphathiazole; 3 of them had failed to respond to 
sulphapyridine. 


' Chickering, H. T. and Park, J. H. (l 


All recovered, though 2 required drainage of em- 
pyemas.. 

I wish to thank Dr. W. Allen Daley, medical officer of 
health to the London County Council, for permission to treat — 
these cases. The sulphathiazole used in the clinical trials. 
was supplied by Messrs. May and Baker Ltd. 
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. ACUTE LARYNGITIS COMPLICATED BY . 
RECURRENS PARALYSIS 


A. J. MOFFETT,, M.B. BIRM., F.R.C.S. 


MAJOR, R.A.M.C.; ASSISTANT SURGEON TO THE EAR AND THROAT 
HOSPITAL, BIRMINGHAM 


THE two cases here recorded, both in soldiers, were 
seen within a few days of each other during a period 
when acute upper respiratory infections were fairly 
common. 


CasE 1.—Age 19. Ten weeks before examination had a 
severe sore throat, followed in a few days by gradual loss of 
voice. When seen could speak only in a whisper but could 
make a loud harsh noise when coughing. Throat, nose and 
pharynx mildly congested.. . Both antra dim on transillumina- 
tion, but right antrum washout showed no macroscopic pus. 
Subacute inflammation of larynx with little muco-pus on 
right vocal cord. Trachea shared in general inflammation. 
Right vocal cord showed complete recurrent paralysis, cord 
being in cadaveric position. Right arytenoid could be moved 
with a probe. 

X-ray appearances of chest normal. No glands palpable 
in neck. Postnasal swab gave Freidlander’s bacillus and 
pneumococcus on culture ; no diphtheria bacilli. 

Three days later voice returned gradually, but it had peculiar 
cracked sound which patient stated was not there prior to 
illness. Two weeks later voice and appearance of vocal 
cords, except for. gradual subsidence of inflammation, were ' 
unchanged. l 


Case 2.—Age 38. Twelve days before examination was 
walking to duty on a bright but cold frosty morning. Had 
gone only short distance when became aware of slight tickling 
in throat. This got steadily worse from day to day, until two 
nights before examination was awakened from sleep by 
violent fit of coughing. Had several severe paroxysms 
ending in alarming inspiratory stridor which made him hold 
on to the bed to get his breath. Paroxysms recurred nightly, 
most severe being on night before examination. No loss of 
voice. Looked ill. T. 99° F., P. 100 permin. Nose and pharynx 
acutely inflamed ; pharynx studded with cedematous lym- 
phoid follicles and very sensitive. Small tender gland -on 
left side of neck at level of hyoid bone. Larynx acutely 
inflamed ; vocal cords and mucous membrane bright red. 
Trachea also jnflamed. Left vocal cord showed paralysis in 
which some adductor movement was still present. Arytenoid 
mobile. That night had another slight paroxysm of coughing, 
but improved rapidly with expectorants, inhalations and rest 
in bed. X-ray appearances of chest normal. Postnasal 
swab gave few Staphylococcus aureus. 

Ten days later condition had improved considerably. 
Paralysis of left cord now complete but laryngitis less inflamed. 
Voice tired easily and had not improved after a further ten 
days sick leave. Ten weeks after onset laryngitis had dis- 
appeared and paralysed cord had regained considerable range 
of movement. 

The distressing inspiratory stridor experienced was probably 
due to an abductor paralysis in the early stages. 


In “ The Battle of Britain ” (Puffin Picture Book, 6d.) 
David Garnett has retold the story of August—October 
1940 and James Gardner has illustrated it in colour. 
The Air Ministry account, on which this is based, must 


have thrilled every grown person in the country ; this 


will bring'in the under-sixteens. 
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Reviews of Books 


Diseases of the Heart 
Diagnosis and Treatment. Henry A. Curistian, M.D., 
F.A.C.P., Emeritus Hersey professor of the theory and 
practice of physic, Harvard University. London: Hum- 
phrey Milford, Oxford University Press. Pp. .599. 365s. 
THE name of H. A. Christian on the title-page of a 


medical book is sufficient guarantee of its clinical. 


soundness, and this reprint from the ‘‘ Oxford Monographs 
on Diagnosis and Treatment ” is no exception. Based 
largely on Dr. Christian’s personal, experience at the 
Peter Bent Brigham Hospital and in consulting practice, 
it presents an able and- coherent picture of clinical 
cardiology. True to his title, he.emphasises diagnosis 
and treatment rather than etiology, but enough is said 
to ensure that the reader has some idea of current views 
on causation. The common conditions met with in 
practice receive most attention, but rarer conditions 
are not overlooked and there is a succinct chapter on 
glycogen disease, amyloidosis of the heart, and other 
such unusual findings. The references are confined to 
American literature, and it is good to know that despite 
the international situation we .are still able to receive 
exports such as this from our American colleagues. 


Diabetic Manual 


(7th ed.) Exrrrorr P. Josum, M.D. London: Henry 

Kimpton. Pp. 229. 10s. 6d. 

THE appearance of the seventh edition of this book is 
a good indication of its popularity on both sides of the 
Atlantic. In the simplest of language a remarkably 
complete picture of diabetes mellitus is given to the 
reader; by the use of homely examples the details of 
treatment are made clear and the possibilities of mis- 
understanding are reduced by a series of questions and 
answers which show real comprehension of the patient’s 
difficulties. But perhaps the greatest virtue of the book 
lies not in the competence which it displays in setting 
forth technical knowledge but in its attitude to diabetes 
as a personal problem. Its whole tone is one of hope; 
and it would appear impossible for a patient to study 


this manual without realising that, far from being at the . 


mercy of a mysterious illness, he is in fact master of his 
own fate. . 


War-time Health and Democracy 


Huacu CLeGa, M.B. Camb., M.R.C.P. London:-J. M. Dent 

and Sons. Pp. 64. le. . 

A CHANGE has taken place in the professional attitude 
to subjects which a few years ago were dismissed almost 
without discussion. Proposals for state and socialised 
medicine are receiving a more sympathetic hearing. 
The war is naturally the precipitating factor in this 


changed attitude, but wider economic forces have created ` 


the possibility of change. That the situation does not 
affect only a minority is shown by the B.M.A. Planning 
Commission, which by its very existence has put it on 
record that somebody should do something. Dr. Clegg 
sets out to describe how the medical profession met the 
problems created by September, 1939, how the war 
affected the national health, and how the health problems 
which arose have been tackled. He gives a broad survey, 
well spiced with facts and figures. The titlé arose out of 
Lord Hewart’s definition of democracy as a system of 
Government which allows ‘‘ within agreed limits... 
freedom to criticise ” ; and the author holds that any 
system of state medical organisation which shackled this 
freedom would harm medicine and the people it serves. 
He points out that after this war the individual doctor 
will have to work in closer coöperation with his fellow 
doctors: rapid extension of medical knowledge and 
techniques compel this. Medical care will have to be 
administered to the patient by larger medical units, and 
in these the doctor will have to surrender some of his 
present freedom of action. ‘‘ So long as initiative and 
imaginative thinking are not put into halters by a system 
that plays for administrative safety, the medical man 
will gain more than he will lose.” 

Although the book is written for the general public, it 
is of considerable interest to the medical reader, who may 
be slightly startled to see in cold print ‘‘ No medical 
service can be other than a repair shop for damaged 


human machines so long as the people of democratic 


England live in a state of economic insecurity, are 


inadequately fed, and are badly housed.” Yet Dr. Clegg 


- believes that ‘‘ the doctor, in relation to his professional 


work, should steer clear of politics. If after careful 
investigation he concludes that poverty is the root cause 
of certain diseases and ill-health, his job is to point this 
out, in season and out. The cause of poverty is a matter 
for political thinkers and economists.” This seems a 
somewhat introverted view of the doctor as a democrat. 
If we have built a state in which poverty breeds ill health 
we have all had a hand in doing it, doctors and laymen. 
alike ; and the duty of undoing it must also be shared. 
It is not pleasant to picture the medical profession as a 
sort of encapsulated tumour—benign, no doubt, but cut 
off ae a responsible part in the activities of the body 
politic. . : 


Periodicity and Cause of.Cancer 


J. H. Doveras WEBSTER, M.D. Edin., F.R.C.P.E., F.F.R., 
honorary director, Meyerstein Institute of Radiotherapy, 
Middlesex Hospital, London. London: Bailliére, Tindall 
and Cox. Pp. 178. 12s. 6d. 


IN following up the experimental observation that 
periodicity or rhythm in the rate of growth of transplanted 
tumours is sometimes conspicuous, Dr. Webster has 
endeavoured to show that similar fluctuation occurs in 
human cancer. He claims that regular and predictable 
fluctuations in growth-rate, time of recurrence and 
metastasis are characteristic of many carcinomas and 
sarcomas, and also of leukæmias and Hodgkin’s disease. 
The evidence for this claim is set forth in a large number 


of caseshistories, but it is nowhere very clearly stated - 


exactly how the onset of increase or decrease in growth 
rate is determined nor the date of appearance of a 
recurrence or metastasis. Dr. Webster appears to 
depend upon the observations and complaints of the 
patients ; but he claims to find an almost mathematic- 
ally exact periodicity even with such an erratic source 
of information, and to have been able to predict the date — 
of onset of a change in growth-rate, a recurrence, or the 
appearance of metastases in a number of patients. In 
those cases where predictions were made the patients 
were told to present themselves for examination at the 
time the change was due and the author believes the 
predictions were correct to within a week in 60 cases. 


Venereal Diseases 


E. T. BuRKE, M°B. Glasg., director of L.C.C. Whitechapel 

clinic. London: H. K. Lewis and Co. Pp. 549. 30s. 

THis book is well prepared, well written and well 
illustrated ; it is uncommon to find a textbook on any 
subject so readable from beginning to end. Much of the 
teaching is orthodox, but Colonel Burke held some 
interesting unorthodox views ; it is perhaps unfortunate 
that he used this medium for stating them so strongly. 
He maintained, for example, that ‘the gonococcus in 
urethral pus, far from being the intracellular victim of 
phagocytosis, is attached to the outer wall of the 


leucocyte and achieves its greatest virulence and most 


rapid growth in this situation; and he suggested that 
the gonococcus may be a harmless symbiote, perhaps a 
normal inhabitant of the genital tract, which becomes 
pathogenic only on occasions. These are no more than 
theories ; certainly no strong evidence is here produced 
to support them and they cannot be said to explain the 
facts even as well as the accepted views. 

In the treatment of syphilis he strongly advocated the 
alternating continuous use of arsenicals and bismuth 
rather than the concurrent intermittent method which 
has found greater support in this country. He recom- 
mended abnormally heavy doses of arsenicals, given 
over longer periods than are customary; but the total 
duration of the treatment advised for early syphilis is 
shorter than is generally held to be safe. His schemes 
of treatment have the disadvantage that the patient is 
required to attend three times a week for most of the 
period of treatment, and that no bismuth is given for the 
first three months, during which default is most com- 
mon. For each preparation of arsenic and bismuth a 
figure of relative value is worked out, based on the 
“ chemotherapeutic index ’’ or the relationship of the 
minimum single curative dose to the maximum single 
tolerated dose. The effectiveness of treatment is 
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number of weeks of treatment, the answer being the so- 
called ‘efficiency index.” Given that treatment is 
administered for the number of weeks recommended for 
the stage of the disease, and an efficiency index of 60 or 
more, the patient is regarded as having had sufficient 
treatment. The average clinician may feel rather 
sceptical of this attempt to estimate the patient’s 
reaction to treatment in terms of a mathematical 
formula, but the procedure has stood the test of Colonel 
Burke’s experience and so commands respect. It may 


` be questioned whether his classification of the stages of 


syphilis has much advantage over the Ricordian classifi- 
cation on which fundamentally it is based. Despite 
these criticisms the book is able and stimulating. It is 
to be hoped that it will not be allowed to pass into 
oblivion as a result of the author’s untimely death. 


te Medical Societies 


NUTRITION SOCIETY - 


Tue first scientific meeting of the society was held in 
the Physiological Laboratory, Cambridge, on Oct. 18. 
Sir CHARLES MARTIN, F.R.S., took the chair at the 
morning session and Sir JOSEPH BARCROFT, F.R.S., at 
the afternoon session. In an introductory address, Sir 
GOWLAND Hopkins, F.R.S., pointed out that the need 
for a nutrition society had long been felt. The subject 
was becoming so large and its implication so wide 
that it was no longer practicable to consider it as a 
subsidiary branch of biochemistry or physiology. More 
important perhaps was the need for closer collaboration 
between the laboratory worker and the clinician, between 


- the public-health worker and the dietitian, between 


those concerned with human nutrition and those con- 
cerned with animal nutrition. Such coöperation was 
poset and a society such as this could bring it about. 
e secretary, Mr. Leslie J. Harris, D.Sc., read messages 
of goodwill from American nutritional workers and many 
English societies. The meeting took the form of a 
symposium on the evaluation of nutritional status. 
This was discussed under three heads: the assessment 
of the level of nutrition in man; the clinical signs of 
dietary deficiency; and the nutrition of farm animals. 


ASSESSMENT OF LEVEL OF NUTRITION IN MAN 


Dr. HARRIS reviewed the laboratory methods which 
have recently been evolved for the study of nutritional 
status in man. There were many reasons, he said, why 
such tests were of use—they could detect signs of 
deficiency earlier than was possible by clinical examina- 


tion; even if no deficiency existed it was often useful 


to determine whether the reserves of a nutritional factor 
were high or low; the final symptoms of deficiency (for 
example, avitaminoses C or K) often occurred so sud- 
denly that it was of considerable advantage to detect 
the possibility of their approach ; lastly, the existence of 
partial deficiency in itself, while not necessarily causing 
obvious signs or symptoms, must result in some degree of 
ill health. Dr. Harris brought forward evidence for the 
reality of ‘‘ partial deficiencies.” The fact that frank 
beriberi or scurvy were rare in this country, or even that 
cursory examination revealed no sign of malnutrition, 
was not sufficient to prove that partial deficiency did not 
exist. The standards used in assessing malnutrition 
were often either inadequate and variable—such as the 
method of classification of nutritional status in school- 
children—or were too low, as for example were the past 
weight and height averages for children. The adminis- 
tration of iron to ‘‘ normal ”’ babies or of extra milk to 
‘ normal ” school-children has resulted in considerable 
improvement in health and physique. He then des- 
cribed the methods which were available for the detection 
of partial deficiencies of different dietary essentials and 
gave examples of their use. 
method (the so-called ‘‘ saturation ” test) of measuring 
vitamin-C reserves it was shown that school-children in a 


‘poor district in Cambridge were lower in respect of vita- 
min-C nutrition than those from a well-run home for. 


waifs and strays where the diet was adequate. The 
reserves of the vitamin were also found to be higher at 
the end of the summer than in the early spring. Large 
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groups of children given various graded supplements of 
vitamin-C showed corresponding graded levels in their 
“ reserves ”? as measured by this method. . Low levels of 
vitamin C were found in patients with acute infectious 
diseases, in those on ‘‘ gastric diets,” and in lower econo- 
mic classes. Tests such as these were being developed 
also for vitamin B, and nicotinic acid, and they offered 
a reliable method of obtaining exact information about 
the level of nutrition of individuals or groups of 
individuals in the community in respect of specific 
nutrients. | 

Dr. H. M. SINCLAIR spoke of the necessity for caution 
in interpreting the results of saturation tests. Altera- 
tions in renal threshold, rate of storage or rate of meta- 
bolism might conceivably affect the quantity of vitamin 
excreted in the urine, apart from the degree of-saturation 
of the tissues. The postabsorptive level of a given 
vitamin in the blood was probably of greatest physio- 
logical significance since this determined the amount 
available to the cell. In attempting to assess accurately 
the nutritional status of individuals or groups, an exhaus- 
tive investigation was essential—clinical, clinico-labora- 
tory and special tests in blood and urine. He gave 
examples of the methods by which nutrition surveys of 
this sort were being conducted in America. 

Dr. JOHN. YUDKIN gave an account of some recent 
surveys of the incidence of dark adaptation which he 
had been carrying out in collaboration with Mr. G. W. 
ROBERTSON, B.Sc. Poor dark adaptation in single 
individuals may be proved to be due to deficiency in 
vitamin A by the improvement which occurs when the 
vitamin is given. In comparing large groups of people, 
however, a comparison of the proportion in each group 
whose dark adaptation is good, bad or indifferent is 
sufficient to show the relative status of these groups as 
regards vitamin-A intake. Thus, in a study carried out 
in children from three Cambridgeshire schools, 60% of 
the children from two of the schools, and only 35% from 
the third school, were classed as having good dark 


- adaptation. In adults, it is necessary to compare groups 
of similar age since there is a deterioration of dark 


adaptation with age. In three groups of young people 
below the age of 22, two of them—nurses and medical 
students—showed 80-90% who had good dark adapta- 
tion, while the third—workers in a Midland factory— 
contained only 55% in this grade. The factory workers 
were also examined as to their hæmoglobin levels. 
Nearly 800 subjects were investigated ; more than 30% 
of the women and some 6% of the men had definite 
nutritional anzemia. 


CLINICAL SIGNS OF DIETARY DEFICIENCY 


Dr. B. S. PLATT stressed the point that the nutritional 
level at which clinical symptoms appeared was definitely 
lower than that at which optimal health is maintained. 
The detection of deficiency diseases rested not only on 
accurate examination but also on the response to specific 


‘therapy or on the improvement following a generally 


increased standard of nutrition. Illustrating his remarks 
with photographs, Dr. Platt pointed out some of the 
features of deficiency diseases as seen by him in China 
and Africa. In some instances the introduction of 
some simple dietary measure produced impressive 
results. The change, for example, to unwashed from - 
washed rice in certain factories in Shanghai led to a 
considerable fall in the number of employees who had to 
give up their work. Dr. Platt emphasised the association 
between deficiency and infection. He referred also to 
the high incidence of infestation with the bed-bug found 
in people suffering from cheilosis. Finally, a great 
deal might be learned from the study of the general 
behaviour of subjects: the apathy and listlessness found 
in malnourished children contrasted greatly with the 
exuberance and high spirits of their better nourished 
neighbours. 

Dr. R. H. DoBss dealt with the assessment of the 
nutritional status of children. Adequate assessment 
must be made on the basis of physical examination, 
general behaviour (particularly as described by the 
mother and teacher) and the existence of special evidence 
of malnutrition. Of particular value in the physical 
examination was the condition of the skin, the muscula- 
ture (including stance and posture) and the teeth. 
Apathetic behaviour, poor appetite, and undue fatigu- 
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- ability would affect school progress and afforded a guide 


to general ill-feeding. Malnutrition might also be sus- 
pected from ‘“‘ external evidence ’’ such as the family 
income or a history of artificial feeding without due care 
to supplement the diet with, for example, iron in one 
or other form. Conditions of stress were important in 
accentuating the effects of defective nutrition. Growth 
in childhood provided such stress and infection increased 
it, making it all the more important to assure the 
adequate nutrition of the child. 

. The question of physiological stress was underlined by 
Dr. W.C. W. Nixon. The increased demands of the body 
during pregnancy might well be sufficient to reveal a 
border-line state of deficiency. In Hong-Kong, beriberi 
frequently made its appearance during the latter half of 
pregnancy. Vomiting in the early stages might increase 
the deficiency of ’vitamin B,. Such mild and: often 
neglected complications of pregnancy as cedema and 
pins-and-needles might well be due to mild deficiency 
of this vitamin. Many women dying of beriberi during 
pregnancy had had cedema for a month or two before the 
diagnosis was obvious. Recalling the incidence during 
pregnancy of dental caries, anzemias, cramps, cedema, 
fatigue and pins-and-needles, Dr. Nixon asked whether, 
in the light of newer nutritional knowledge, it was not 
more likely that they were all signs of inadequate nutri- 
tion rather than necessary physiological concomitants 
of the pregnancy state. . 


NUTRITION OF FARM ANIMALS 
` Mr. C. CROWTHER, Ph.D., began by comparing the 
problems of animal nutrition with those of humans. 
The nutrition of farm animals was concerned chiefly 
with attaining as economically as possible a specific 
product. This did not necessarily involve the optimal 


nutrition of the animal and indeed might intentionally . 


produce a pathological state. The worker in animal 
nutrition had many advantages over his colleagues 
studying human nutrition. His subjects offered a much 
greater freedom in experimentation, were more passive 
and hence less likely to interfere in the experiments, and 
lastly were much more uniform. as regards genetic 
constitution. On the other hand, in determining 
the adequacy of an animal diet it was difficult to 
assess the quantity of available carbohydrate since 
cellulose was in part assimilable. The problem of the 


- protein, too, was complicated in ruminants by the 


bacterial synthesis of non-protein nitrogen into amino- 
acids. The calculation of the energy value of the diet 
was also more involved than with human diets. The 
problem of supplying specific sources of vitamins did not 
often arise in the nutrition of the farm animal, especially 
when grazing. In considering the effects of such 


supplements, it was necessary to bear in mind the other 


constituents of the diet, since their effects were often 
more than simply additive. 

Mr. H. H. GREEN, D.Sc., reviewed some of the com- 
moner deficiency diseases of animals. Vitamin defici- 
encies were not common except in animals intensively 
reared in stables, batteries or styes. In such conditions, 
deficiency of vitamin D might occur in poultry and of 
nicotinic acid in pigs. Mineral deficiencies, on the other 
hand, were not uncommon. Aphosphorosis, for example, 
was well known in South Africa. Deficiency of the trace 
elements—copper, cobalt and possibly manganese—also 
occurred. Swayback disease amongst lambs appeared 
a due to deficiency of copper, and possibly also of 
coba 

Mr. Joun HAMMOND, D.Sc., F.R.S., discussed the 
question of the total energy and protein of the diet. 
Animals kept on a low plane of nutrition for a short while 
after birth are not only smaller than normal at the end 
of this period but go on being small into adult life. The 
weight of animals fed for long periods on a low plane of 
nutrition may be less than half that of litter mates 
receiving a larger amount of food. Not only the size 
of the body but also the relative proportions of the differ- 
ent parts are greatly affected by controlling the food 
intake at different levels. These effects, too, produced in 
young animals, may persist to adult life even if the diet 
has subsequently been increased. 


DISCUSSION 


Prof. J. L. MAXWELL, M.D., stressed the importance of 
detecting early signs of deficiency. He suggested that 


NUTRITION SOCIETY 


[wov. 1, 1941 


pain in the back and legs, and instability in walking often 
occurring in pregnancy were possibly early signs of 
vitamin-D deficiency. It was necessary also to bear in 
mind that deficiencies were likely to be multiple rather 
than single. 

Prof. H.-J. BIawoop said night-blindness in Austria in 
1918 appeared first in pregnant women, another example 
of the effect of pregnancy revealing a latent deficiency. . 
In a prisoners’ camp in Germany the Russians developed 
scurvy and the Rumanians developed pellagra although 
all were given the same deficient diet. With regard to 
the question of saturation with a factor such as vi 
C, it had often been asked whether this was necessarily 
identical with the optimal intake. If guineapigs, one of 
the few species of animals which can develop scurvy, are ` 
allowed a free choice of diet they become saturated 
with vitamin C. Moreover, the amount of the vitamin 
in the blood reaches the same level as that of other 
species of animals in whom scurvy cannot be pro- 


‘duced but for whom nature synthesises the requisite 


vitamin C. 

Dr. DAGMAR WILSON appealed for the standardisation 
of the signs of early deficiency so that workers could be 
trained, as in India, to recognise them easily. She had 
been able to recognise several cases of angular stomatitis 
in Oxfordshire school-children. 

Mr. GEOFFREY BOURNE, D.Sc., pointed out that among 
the early signs of vitamin-B, deficiency were increased 
irritability, lassitude and a general deterioration in 
mental alertness. In the detection of early deficiency 
he had found the Göthlin test for capillary fragility of use 
in showing a lowered intake of vitamin C in patients with 
peptic ulcer. 

Mr. S. K. Kon, D.Sc., suggested that a further test 
for malnutrition was the estimation of vitamins in the 
milk of nursing mothers. Tests already begun showed ` 
that there was a considerable drain on the vitamin-A 
reserves of the mother and that the amount of vitamin C 
is now considerably lower than that found in 1934 by 
Dr. Harris. 

Prof. H. D. Kay, D.Sc., said that although, as Dr. 
Crowther had pointed out, the provision of extra supplies 
of vitamins was not perhaps essential for all classes of 
farm animals, it would considerably affect the nutritive 
value of the animal product as far as their use in human 
nutrition was concerned. Thus, the amount of vitamin 
A in milk was dependent to a very large extent on the 
amount ingested by the cow. 

Prof. OTTO KESTNER recalled some of his work on 
protein deficiency in Germany in the last war. He also 
pointed out that while vegetable proteins might singly be 
of low biological value, together they might act comple- 
mentarily so that defects in one might be made good 
by another. 

Dr. S. W. SWINDELLS hoped that one of the objects 
of the new society would be to disseminate accurate 
knowledge of nutrition. 

Dr. E. H. WILKINS looked forward to the adoption of 
simple tests for malnutrition and mild deficiencies which 
would be easily applicable by medical officers of health. 
He instanced the importance of a study of posture in 
children as a guide to nutritional status. 

Dr. ROBERT SUTHERLAND wished to see emphasised 
aspects of nutrition which would lead to the adoption of 
generally satisfactory diets, rather than those which led 
to the development of studies of deficiency diseases, their 
assessment and their specific cure. 

Sir JOSEPH BARCROFT, referring to the present status. 
of laboratory methods in the diagnosis of deficiency 
disease, recalled the similar position which arose after 
the introduction of such diagnostic aids as the electro- 
cardiogram by Mackenzie and Lewis. Clinicians were 
at first sceptical as to their usefulness, but this was 
mainly because the apparatus was costly and the tech- 
nique specialised. He felt that laboratory methods in 
the study of malnutrition would soon reach a state of 
recognition and applicability comparable to that enjoyed 
today by the technical methods used in cardiology. As 
far as the question of the separate study of the various 
nutritive factors was concerned, he felt no apprehension 
that this would detract from a proper study of malnutri- 
tion asa whole. He looked forward to the time when we 
knew enough about nutrition to construct a completely 
synthetic diet. 
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NATIONAL WAR FORMULARY 


THERE was a time when a doctor could achieve a 


fair reputation as a prescriber by the liberal use of ' 


pharmaceutical cocktails such as the compound 
tincture of cardamon, and by avoiding the more 
spectacular catastrophes of incompatibility repre- 
sented by explosive mixtures. The advent of 
national health insurance, by curbing extravagant 
prescribing, showed many practitioners the error of 
their ways, and not a few physicians were content to 
hang the blunderbuss in the hall and practise poly- 
pharmacy no more. Modern war, which is fought as 
savagely in the realm of economics as on the battle- 
field, has now forced all doctors to exercise more 
discrimination when prescribing. The therapeutic 
requirements committee of the Medical Research 
Council stated the position succinctly in their memor- 
andum 1: ‘‘ Economy in the use of a drug may be 
necessary in war-time because the drug is imported 
or because its manufacture at home diverts materials 
and skill from other essential services.” The com- 
mittee classified drugs into those which we can or must 
use freely (A), those with which we must be careful 
(B), and those which we must give up. altogether (C). 
Based mainly on this classification a National War 
Formulary * will shortly be issued by the Ministry of 
Health, and its importance can hardly be overstated. 
The general practitioner is specially concerned, for the 
N.W.F. will replace the National Formulary for 
N.H.I. purposes on Dec. 1, before which date all 
insurance practitioners and pharmacists will receive 
a copy. But the new formulary is not intended ex- 
clusively for N.H.I. patients, as its children’s section 
bears witness ; it is hoped that all practitioners will 
familiarise themselves with the N.W.F. and use it 
when prescribing for their private and hospital 
patients as well. 

‘Comparatively few doctors are siificiently well 
informed on the dry bones of materia medica to 
appreciate the more subtle reasons for avoiding this or 
that drug as a contribution to the war effort.. They 
will therefore be glad to have the guidance of the 
section on war-time prescribing. The reasons for 
some of the “‘ Don’ts” are at once apparent, par- 
ticularly those referring to confections, glycerin and 
alcohol. On the other hand, it will come as a surprise 


to many that they must go carefully with such com- | 


monplace substances as linseed, starch and soap lini- 
ment (high alcohol content). We referred last week 
(p. 489) to the urgent need for economy in aspirin, 
and this is mentioned in the formulary, though it 
includes mixtures and tablets containing aspirin. If 
the results of recent research ? are accepted, it follows 
that five grains of aspirin have as powerful an anal- 
gesic action as teh.» There seems therefore to be no 
pharmacological justification for the practice e 
common among doctors as laymen) of taking ‘ 
oe of aspiring ° >; the essential thing is that the 
1. Economy in the Use of Droge in War-time. M.R.C. War 
Memorandum No. 3, 1941, p. 


2. H.M. Stationery Uaioe. Pp. 70. 6d. 
3. See Lancet, 1941, 1, 483. 


NATIONAL WAR FORMULARY 


quote the formulary: 


[wov. 1,1941 527 


dose should be absorbed, by grinding it up, chewing it 
or taking it in suspension. There are some helpful 
remarks on proprietary preparations, the abuse of 
which has become the blight of modern therapy. To 
‘“ Before prescribing any 
proprietary preparation the medical _ practitioner 
should consider carefully whether the needs of the 
patient would not adequately be met by the use of a 
drug or preparation which is identical or of reputed 
analogous therapeutic effect. Particularly should he 
refrain from prescribing proprietary preparations of 
foreign origin.” Because of skilful publicity and 
their convenience these preparations tend to accumu- 
late in the doctor’s therapeutic armamentarium, and 
the prescriber is likely to continue to use the original 
trade-name long after the identical substance has 
become official—usually under a name which has some 
bearing on its composition but not necessarily easier 
to remember on that account. There can now be no 
excuse for such extravagance. 

In this country we are well supplied with works 
of reference on materia medica, but our B.P., our 
B.P.C. and our Martindale tell us little about the 
relative effectiveness, availability and cost of the 
preparations they describe. Sweet indeed are the 
uses of adversity which has compelled a committee of 
distinguished medical men and pharmacists to come 
to grips with these aspects of prescribing. The advice 
which the N.W.F. offers has been made necessary by 
the difficulties of supply, but there has clearly been 
a careful search among pharmacological title-deeds in 
deciding the claims of each drug. Exception can be 
taken to few of the successful candidates, though it is 
difficult to justify the inclusion of opium in a lotion ; 
the addition of sodium bromide to. the sleeping 
draught containing chloral hydrate merely spoils the 
end-point of the latter drug; and mist. brom. et 
arsen. is based on the long-exploded belief that a small 
dose of Fowler’s solution prevents bromism. There 
is a welcome departure from the so-called classical 
prescription, with its ‘tiresome insistence on basis, 
adjuvant, corrective and vehicle; and there is 
evidence of a determined effort to eliminate super- 
fluities and go straight to the point. A diagnosis 
having been made and drug treatment decided on, this 
booklet shows how simple it is to prescribe for the 
patient. The legacy of elaborate polypharmacy 
bequeathed to us has here been decisively repudiated ; 
let us hope that this wholesome decision, forced on us 
by the war, will remain ours a choice with the return 
of peace. 


INSUFFLATION OF THE FALLOPIAN TUBES 
Sıxos the procedure: was first described by RUBIN 
in 1920 insufflation of the fallopian tubes has been 
largely practised by gynæcologists in this country, 
and various modifications of RvuBIN’s original 
apparatus have been made, notably those of Bonney 
and PrRovis. This minor operation, however, largely 
because of its simplicity, is sometimes misapplied. 
Krye,! who surveys his results in 635 insufflations, 
sets up six indications for insufflation—as part of a 
routine investigation in cases of primary and secondary 
sterility ; as a help in the differential diagnosis in 
obscure pelvic conditions ; to determine the state of 
the residual tube after salpingectomy for any reason ; 


1, King, G. Caduceus, 1930, 19, 161. 
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to confirm the success of a sterilising operation ; as a 
routine after salpingostomy or uterotubal implanta- 
tion; and as a therapeutic measure in maintaining 
or improving tubal patency. His four contra-indica- 
tions should be noted. First and foremost is 
menstruation or any other type of uterine bleeding. 
The only proper time to perform insufflation is in the 
week succeeding menstruation ; if this rule is broken 
safety is. sacrificed and the test is vitiated. Yet how 
many hospital insufflations are done haphazard at any 
time in the intermenstrual phase? Secondly, any 
acute or subacute pelvic inflammation, notably 
cervicitis, for here the danger of retrograde infection 
is very real. The third and fourth—pregnancy and 
severe constitutional disease—are self-evident. 
‘Kine’s technique differs from the accepted practice 
in several important points, the most striking being 
that he eschews special’ preparation and anzsthesia 
and performs his insufflation in the outpatient clinic. 
This alone saves patient, surgeon and institution 
much time and money and his results and those of 
American gynzecologists conclusively prove the safety 
and efficacy of the proceeding. A careful bimanual 
examination is made to rule out any pelvic contra- 
indication. The patient is then placed in the 
lithotomy position, suitably draped, and the vagina, 
cervix and cervical canal are carefully cleansed with 
an antiseptic such as 5% mercurochrome or Dettol. 
A uterine sound is passed after gently grasping the 
cervix with a fine volsellum, and this gives minimal 
discomfort to all but the most nervous patients. A 
special uterine cannula with a gas-tight joint at the 
cervix is inserted and an assistant turns on the gas. 
Kine uses carbon dioxide and limits himself to a flow 
_ of 30-60 c.cm. per minute, and this in normal cases 
should be all that is necessary to demonstrate 
patency ; he never exeeeds a pressure of 200 mm. of 
mercury. The apparatus is so connected that the 
behaviour of the tubes is recorded permanently on a 
kymograph. While the investigation is proceeding 
the assistant auscultates both iliac regions for the 
intra-abdominal passage of gas, while the operator 
sees that no leakage takes place at the cervix, watches 
the recording needle and keeps an eye on the patient. 
The resultant graph will divide patients into four 
main types: normal patency, tubal spasm, tubal 
stenosis and complete tubal obstruction. In cases 
of normal patency, and these comprised 50% of 
Kin@’s series, gas passed at a pressure of under 100 
mm. and well-marked oscillations at the rate of 3-5 
per minute were recorded on the kymograph, due to 
normal tubal peristalsis. The presence of these 
waves, which increase in frequency and vigour as the 
time of ovulation approaches, establishes normal 
behaviour of the tubal musculature beyond doubt. 
The graph obtained with one patent tube is no 
different from that with both patent; hence the 
importance of auscultation on each side of the 
abdomen. Kına only encountered tubal spasm in 
3-5% of his series, and this figure agrees closely with 
that of Rupr. Here the gas does not pass until a 
high pressure is reached, sometimes approaching 
200 mm. of mercury. Thereafter it passes readily 
-= and the graph then obtained differs in no way from 
that of a tube of normal patency. It is doubtful 
whether any clinical importance is to be attached to 
tubal spasm, and to overcome this some workers 


give a routine dose of atropine before examination. 


In cases of tubal stenosis, where inflammation has 
thickened and fibrosed the tubal wall with formation 
of strictures or kinks, with or without peritubal 
adhesions, the kymograph will show absence or great 
impairment of peristaltic activity. This occurred in 


12:5% of Kxrvna’s series, and he rightly points out 


that in this class of case Lipiodol injection will give 


a normal picture, yet this is the very tube that is 
most likely to be associated with sterility, since 


though patent it is largely functionless or subfunc- 
tional. Insufflation in these cases is often painful, 
probably from the stfetching of adhesions, whereas 
in normal patency it is as a rule painless. Tubal 
obstruction was encountered in 34% of Kxnq’s cases, 
a figure which again agrees with that of RUBIN. 
Such an obstruction may occur at the cornu, in the 
tube, or at the abdominal ostium. If at the cornu 
no gas passes, of course, and the patient experiences 
a midline pain of uterine distension. If the obstruc- 
tion is at the abdominal ostium the pain may be 
referred to one or other iliac fossa. 
obtained in tubal obstruction is characteristic, with 
a flat plateau at or near 200 mm. Hg, which is 
sustained until the gas pressure is released. Certain 
symptoms may be experienced by the patient during 
the test. There may be slight pain as the uterus and 
tubes are distended with gas, passing off as the gas 
enters the peritoneum; more severe central lower 
abdominal pain or iliac-fossa pain usually indicates a 
blockage at the cornu or the abdominal ostium 
respectively. Any severe pair? is a signal to stop the 
examination. Shoulder pain is diagnostic of pneumo- 
peritoneum and thus of tubal patency. It was 
noticed by Kine in 157 patients, especially when they 
assumed the standing position at the conclusion of the 


examination ; it was invariably slight and transitory, 


and often not remarked on unless a special question 
was put. In all cases of patency an X-ray or screen 
examination will reveal gas under the diaphragm. 
Certain dangerous sequel occurred in 17 of King’s 
cases. Many of them were mild, such as nausea in 
5 cases, vertigo in 3, fainting in 1 and a hysterical 
attack in 1. In 5 cases there was severe pain, prob- 
ably due to the presence of hydrosalpinx, which is 


naturally a contra-indication to insufflation. There- 


were 2 cases of suspected gas embolism, a danger 
which has been used as an argument against insufila- 
tion. Both of these patients quickly recovered. In 
the first a pressure of 200 mm. Hg was used and on 
rising she complained of malaise and precordial pain 
and started to cough violently, producing a moderate 
amount of blood-stained frothy sputum. She had a 
rapid pulse and was cyanosed. After 20 minutes 


these symptoms passed and after resting another 20 


minutes she was allowed up and felt well. A tentative 
diagnosis of gas embolism of the utero-ovarian veins 
was made. The second case was similar except that 
the patient had a slow pulse of 40; she recovered in 
4 hours. Both these patients had blocked tubes and 


both were insufflated rather late in the cycle, on the © 


lith and 16th day. The lessons to be learned from 
them are that in tubal stenosis prolonged insufflation 
is dangerous and the amount of gas used should not 
exceed 50-75 c.cm. If any unusual symptoms arise 
during the test it should be stopped at once. If the 
operator is alive to the dangers and contra-indications 
there is no reason why these unpleasant reactions 
should deter him from its performance. The dangers 


The graph. 


i 
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of gas embolism are much less in the conscious than the 
anzsthetised patient, for the diagnosis is immediate 
in the one and masked in the other. On the thera- 
peutic value of insufflation Kine is wisely guarded. 
RUBIN claimed that 17-5% of his sterility cases became 
pregnant after the operation, and nearly half of these 
in under two months, an observation confirmed by 
many subsequent writers. Such a result is more 
empirical than scientific yet the figures are impressive. 
The conclusion must be that insufflation is a useful 
procedure, that it should be carried out as an out- 
patient rather than an inpatient operation, that a 
kymographic apparatus gives the best and only 
certain evidence of the functional behaviour of the 
tubes, and that if due regard is paid to the indications 
and the danger signals it is safe. 


THE MENTAL HOSPITAL PICTURE 
Ir is not perhaps generally realised how great a 
contribution the mental hospitals of the country have 
made to the Emergency Medical Service. Large 
numbers of beds had to be found at the outbreak of 
war, and a considerable proportion of them were 


provided by the mental hospitals, some of which were: 


emptied for the purpose, while others renounced 
treasured new blocks or sizeable annexes. Most of 
the big mental hospitals have given up a quarter of 
their beds. This meant that patients had sometimes 
to be overcrowded. Moreover, shortage of nursing 
and medical staff, darkening of wards by protective 
blast walls and blackout curtains, and other unavoid- 
able war restrictions have impaired standards in 
treatment and living conditions. At one large hos- 
pital, for example, a modern block for newly admitted 
cases and a newly opened villa for convalescent 
patients were vacated and handed over to the E.M.S., 

to provide 250 casualty beds and a nurses’ hostel. 
Thereafter treatment of early mental cases had to be 
carried on in the wards of the old hospital, where 
grading and segregation were difficult. In this hos- 
pital, as elsewhere in the country, the number of 
voluntary patients admitted has fallen, but the reduc- 
tion does not indicate that facilities for the treatment 
_ of such patients have been seriously limited; cer- 
tainly in the London area not a single application 
for voluntary treatment has been refused through 
lack of accommodation. Taking the country as a 
whole, 100 admissions are made up of 40-60 certified, 
10-12 temporary and 30-40 voluntary patients. 
The falling off in total admissions that has been re- 
ported reflects the common experience that war does 
not increase the inciderfce of psychosis and neurosis. 
In London the drop in new admissions has been far 
greater than it was in the last war, probably owing to 
evacuation. Nevertheless, in some areas, patients 
who for social reasons ought to. be in a mental hospital 
are not being accepted, or are being discharged, 
because medical superintendents say quite fairly that 
they must keep their accommodation for the acuter 
cases. These less acute patients may be found causing 
mild difficulty in their homes or in reception areas by 
behaviour which would not be tolerated in peace-time. 
On the other hand, many patients of both sexes with 
relatively mild mental and emotional disorders are 
being absorbed into regular employment, and are 
finding occupational therapy in jobs for which in 
peace-time they would never be taken on; and per- 
haps in time to come we shall have to plan the rehabili- 
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tation of psychopathic people on the lines thus arti- 
ficially produced by war. Itis possible, of course, that 
more ae who would normally seek treatment as 
voluntary cases in hospital are being seen and treated 
at outpatient clinics, of which there are 203 distributed 
over the United Kingdom and Northern Ireland ; but 
no such increase has been reported. Indeed, in many 
of the clinics situated in large cities there has been a 
decided falling off in attendances as a result of 
evacuation. In general the position is that the 
mental hospitals, though hampered by the sacrifice 
of accommodation which has been made to the 
E.M.S., by shortage of doctors, and.even more serious 
shortage of nurses are standing up bravely to their 
job, and deserve much credit for maintaining a vital 
social service approximating to peace-time standards 
under heavy difficulties. 


SCHOOL MEALS , 

OF the five million children in our elementary and 
secondary schools only 300,000 are now getting a meal 
at school; and, while in some areas school meals are 
provided for a third of the children, in others there is 
no provision at all. In the reception areas children 


_ often have to travel several miles to school with no 


chance of returning to their temporary homes for a 
midday meal; if there is no meal at school they > 
have to subsist on frugal packet lunches put up by 
harassed foster parents. These nosebags were in- 
adequate in peace-time and must be more so now when 
cheese and meat are scarce, foreign fruit has dis- 
appeared and home-grown substitutes are expensive.. 
Moreover, with the vastly increased employment of 
women in munitions there is often no-one to prepare 
meals at home and supervise their consumption. As 
speakers.in the Women’s Parliament pointed out in 
their session reported on another page, universal 
school, meals would not only be a great step towards 
ensuring adequate nutrition of our children, but would 
also release more women for industry than any other 
measure. In the House of Lords on Oct. 21 Lord 
Wootton foreshadowed a rapid expansion in school- 
meal organisation. The Exchequer is greasing the 
ways with an additional grant of 10% towards their 
cost, making the average rate of grant 80%, and school 
canteens are to receive priority supplies of food. The 
cooking depots which local authorities have been 
holding in readiness for feeding the community if 
communications or normal domestic arrangements ° 
were put out of action are to be adapted for the 
children, and the British Restaurants are also to help 
with cooking school meals. Where new kitchens 
must be started local authorities will be able to draw 
on the Ministry of Food’s central pool for their 
equipment. 

These steps are encouraging, but as the Times 
pointed out in a leading article on the morning of 
Lord WooLTon’s announcement it will hardly be 
possible to provide a midday meal for all school- 
children in war-time unless some English variant of 
the Oslo meal is adopted. This has already been 
attempted successfully in the East End of London, 
in Glossop and elsewhere. The theoretical principle. 
behind the Oslo meal is that if at one meal in the day 
highly protective foods, chosen from dairy foods, 
greengroceries, the oily fish and whole cereals, are 
given it will not matter much what foods are chosen 
by the child’s parents for the rest of the day. The 
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Norwegian public-health services, on the advice of 
Prof. CARL ScmörTz, chose milk (about $ pint), half an 
orange, hard rye bread with butter and cheese, whole- 
meal bread and butter, and a whey cheese or cod-liver 
paste. The meal was finished off with half an apple 
or a raw carrot. This meal is highly protective, giving 
satisfactory amounts of calcium and iron and vitamins 
A, B, C and D. It is easy to prepare and demands 
no cooking, so that kitchens and dining-hall can be 
largely dispensed with. | 

If the authorities could be induced to envisage any- 
thing but the hot cooked meal as essential in feeding 
the young we should have gone a long way towards 
solving the problem of safeguarding the health of the 
school-child, for this Oslo meal is a better safeguard 
than the ordinary hot meal. There would remain 
the resistance of school-teachers and parents, for the 
children, conservative as they often are as regards the 
contents of cooked meals, usually take to an Oslo. 
meal. The staff have ‘‘ never heard of such a meal ” 
and the parents are apt to feel that their children are 
being defrauded by being given cold uncooked foods. 
That this kind of meal solves the problem of in- 
adequate equipment is clear from the experience of 
domestic-science teachers who have been allowed to 
introduce a meal of the Oslo type because the demand 
for school meals had outrun the school equipment. 
In one such school the Oslo meal largely invaded the 
province of the cooked meal. English variants are not 


’ Annotations 


BLACKWATER FEVER 

THE cause of the paroxysmal hemoglobinuria which 
gives blackwater fever its name has long been disputed. 
It is known to be associated with malaria, although 
parasites may not be found in the patient’s blood. Is 
there a specific strain of parasites which is specially 
liable to cause hemolysis of red blood-cells in excessively 
large quantities? Do patients have hemoglobinuria 
because their red cells, possibly from long exposure 
to malarial attacks, are exceptionally liable to hemolysis? 
Is there a hemolysin in the patient’s blood responsible 
for the destruction of the red cells? Foy and his 
co-workers! have tried to answer these questions by 
studying the results of injecting blood from blackwater- 
fever patients into unaffected people, and conversely by 
transfusing normal blood into blackwater-fever patients. 
The results in one woman are presented in detail. This 
was a typical case with black, acid urine containing 
oxyhemoglobin and methemoglobin, and with methem- 
albumin in the blood-plasma; no malarial parasites 


were found in her blood. Twenty-five c.cm. of this. 


patient’s blood was injected intravenously into a normal 
healthy man. Eleven days later, although he had been 
kept strictly away from possible outside infection, the 
man developed a typical malarial attack and Plasmo- 
dium falciparum rings were found in thick films of his 
blood, but he did not develop hemoglobinuria. This 
confirmed Foy’s previous experience with a series of 106 
lunatics who were given intramuscular injections of 
blood from blackwater-fever patients; several of the 
recipients developed malaria, but none showed hemo- 
slobinuria. From these results he concluded that there 
is no specific hemolysing strain of malarial parasites. 
The patient herself was given three blood-transfusions 
from three different normal donors, and although these 
raised the red-cell count at first it was soon reduced to its 
former level, the hemolysis continuing unabated. From 


l. Foy, H., Kondi, A. and Moumnjidis, A. Trans. R. Soc. trop. Med. 
Hyg. 1941, 35, 119. l o 
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hard to devise. The milk should be the same in each 
meal, though there is no objection to giving it hot or 
flavoured with cocoa or coffee if it is thought essential 
that some hot food should be served. Wholemeal 
bread could take the place of the Knackebrod, and 
vitaminised margarine the place of butter. Apples 
and raw carrots are still.available. The main problem 
lies in supplying what the half orange, the cheese, and 
thecod-liver pastesupply. If oranges areunobtainable, 
watercress, mustard and cress, and raw turnip or 
swede will take their place, or sandwiches with fillings 
of chopped raw cabbage and parsley may be used. 
The cheese and cod-liver paste supply calcium and 
vitamin D, but these could as well be obtained from 
fresh herrings and sprats, or more simply from tinned 
herrings and salmon, and there should be no difficulty 
with the simplest of appliances in converting them 
into a paste to spread on bread. If we wish to 
imitate the Norwegians in giving a teaspoonful of 
cod-liver oil daily throughout the winter this can be 
incorporated in the fish paste. In the Times of 
Oct. 11 the director-general of Norwegian health 
services says that the significance of a hot meal has 
been overestimated, and it seems that all the benefits 
of hot food, with some others, can be obtained from a 
cold meal with a hot drink. This looks like being the 
way in which school meals for all can be achieved. 
All that is now required is imagination and the dropping 
of our British resistance to the unusual in catering. 


this it is concluded that normal cells are just as liable to 
hemolysis in a blackwater-fever patient’s blood-stream 
as are the patient’s own cells. At the time of the 
transfusions the patient’s reticulocyte count was low and 
the rise and fall of the red-cell count seemed definitely 
related to the effect of the transfusions and subsequent 
hemolysis ; later, when the reticulocytes rose, recovery 
setin. : Foy therefore infers that a circulating hemolysin 
is the active factor that produces the intense hemolysis 
of blackwater fever. The fact that no recipient of 
blackwater-fever blood developed hzmoglobinuria he 
attributes to insufficient dosage or immediate neutralisa- 
tion of the hemolysin. This research has certainly 
cleared the ground and it is interesting that, like other 
workers on paroxysmal hzemoglobinurias,? his final 
conclusion points to a hemolysin. So far, however, 
the hemolysin remains theoretical—its presence has yet 
to be firmly demonstrated. Fairley, also working on this 
point, thinks that it is an intracellular lysin and cannot 
be detected by ordinary means. Whatever the final 
answer, it is clear that the information obtainable from 
studies of blackwater fever can usefully be applied to 
hemolytic disease in general. 


SULPHONAMIDES AND TISSUE-DAMAGE 

REPORTS from various sources have so far indicated 
that the local use of sulphonamides in the treatment of 
wounds has little or no damaging effect upon the tissues. 
The brain tolerates powdered sulphanilamide and sulpha- 
pyridine surprisingly well, as Russell and Falconer? 
demonstrated, and this might be regarded as a fairly 
severe test. On the other hand Bricker and Graham ¢ 
have found that the oral administration of sulph- 
anilamide to dogs with experimental wounds: seems 
seriously to inhibit the fibroblastic response. On the 
strength of this Glynn® has investigated in rabbits 
the local effects of sulphanilamide, sulphathiazole and 
sulphdpyridine on the development of granulation tissue 
2. Lancet, May 24, 1941, p. 667. 
3. Russell, D. S. and Falconer, M. A. Lancet, 1940, 2, 100. 
4. Bricker, E. M. and Graham, E. A. J. Amer. med. Ass. 1939, 


112, 2593. 
6. Glynn, L. E. J, Path. Bact. 1941, 53, 183. 
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-is as a rule divided into three phases. 
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in experimental wounds. A disc of rabbit blood-clot 
was introduced into a pocket made between the dense 
fibrous layer deep to the platysma and a similar sheet 
covering the deep musculature of the haunch on either 
side. On one side 0-25 g. of the drug was also inserted. 
Sections of the wounds were examined at various stages 
of healing up to 2 weeks. Glynn found no histological 
evidence that any of the three sulphonamides inhibited 
the formation of collagen or pre-collagen fibres, or the 
development of new blood-vessels. The macrophage 
response likewise did not seem to be impaired, though 
there was evidence of diminished phagocytosis in the 
treated wounds. Sulphathiazole and _ sulphapyridine 
persisted in crystalline form up to 5 and 7 days respec- 
tively but the sulphanilamide was completely dissolved 
within 24 hours. 
the quantitative effects of these sulphonamides by 
fibroblast counts at 5, 7 and 14 days. With sulphanil- 
amide no significant difference was found on coniparing 
the treated wounds with their controls; a very slight 
inhibition of fibroblast proliferation could be attributed 
to sulphapyridine and sulphathiazole. On the other 
hand, sulphanilamide was found to have a slight but 
definite toxic action on striped muscle. Sulphapyridine 
had a still slighter action while sulphathiazole had none. 
It may thus be concluded that. while it is safe to use all 


three drugs in the local treatment of wounds, it would be 
preferable to use sulphathiazole for wounds of the face, | 


hands and forearms where the minimum of scarring is 
desirable. 
MUSCLE ATROPHY 


THE reaction of a muscle to the severance of its nerve 
In the first period, 
lasting about a week, there are few changes in the 
muscle, morphologically or chemically. But the emerg- 
ence of slow contraction and rising chronaxie at the end 


of the first week indicate that important changes are © 


then taking place. The beginning of the second phase 
is characterised by the enset of spontaneous rhythmical 
contractions—fibrillation—which can be seen in the 
exposed muscle or where the cover is thin—e.g.,,in the 
tongue by the reflected light. A more delicate method 
for detecting, and for recording, fibrillation is the 
electromyogram, as Denny-Brown and Pennybacker?! 
have shown. At the same time as the fibrillation starts, 
there begins a rapid progressive atrophy of the muscle, 
demonstrable in the reduction of its volume and weight. 
The transition to the third phase is gradual; when the 
cross-striped substance disappears and the interstitial 
fibrous tissue proliferates the fibrillation ceases, and the 
muscle is gradually converted into a non-excitable and 
non-contractile tissue, histologically something inter- 
mediate between scar tissue and tendon. 

How does the fibrillation originate, and what has it to 
do with the atrophy ? The first question is not definitely 
solved yet. But it is known that the onset of fibrillation 
coincides with an increase of thesusceptibility of the muscle 
to acetylcholine, and therefore Denny-Brown and Penny- 
backer assumed that the fibrillation of the muscle under- 
going atrophy after denervation is due to excitation of 
each muscle-fibre by the small amount of acetylcholine 
circulating in the blood. This has been questioned by 
Eccles,? who found that curare depresses the sensitivity 
of the denervated muscle to acetylcholine without 
affecting the fibrillation. J. N. Langley was inclined 
to believe that the fibrillation took precedence over the 
atrophy, in other words that the atrophy was not one of 
disuse but one of fatigue or exhaustion; ‘“‘ the muscle 
inadequately protected by its refractory period, driven 
even to the utilisation of its own material,” as Tower °? 
puts it. The evidence for this assumption being far 


1. Denny-Brown, D. and Pennybacker, J. B. Brain, 1938, 61, 


2. Eccles, J. C. Med. J. Aust. 1941, 1, 573. 
3. Tower, S. S. Physiol. Rev. 1939, 19, 1. 
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An attempt was also made to estimate | 
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from satisfactory, Solandt and Magladery ‘ studied the 
subject experimentally. They established the weight- 
loss curve of rat muscles after denervation, and demon- 
strated the presence of fibrillation by recorded action 
potentials. They then prevented fibrillation in some 
of their muscle preparations by giving various drugs, of 
which quinine and quinidine were the most effective. 
Atrophy still developed in all these preparations, though 
they had never exhibited fibrillation as detected by the 
electrical method; hence it was concluded that the 
atrophy of denervation is not due to the fibrillary activity. 
However, the weight loss in the animals given quinidine 
was not quite as great as in the controls. This is attri- 
buted to the fact that the quinidine induced a lethargic 
condition which rested the denervated muscle or pro- 
tected it from mechanical injury, and this view was 
supported by the observation that hypnotics, while 
not affecting fibrillation, decreased the atrophy to an - 
extent comparable to that brought about by quinidine. 
The results are in keeping with the clinical experience 
that prevention of mechanical injury—stretching seems 
to be the most deleterious—may keep the muscular 
atrophy within limits; more important still, these 
experimental findings should remove the prejudice 
against electrical treatment of the denervated muscle 
which was based on Langley’s theory. As long as there 
was reason to’ believe that muscular atrophy was due 
to exhaustion by over-activity, some reserve in applying 
more stimulation seemed advisable. This theoretical 
difficulty is now removed. Moreover, the beneficial 
effect of electrotherapy no longer lacks experimental 
foundation. Fisher,’ in experiments on rats, found that 
the electrically stimulated muscle, treatment being 
applied for 10-20 minutes a day—showed a striking 
increase of weight compared with the resting denervate 

muscle of the opposite side. ` 


STITCH 

THE cause of stitch has been much debated, and the 
decline of interest lately does not imply that it has been 
satisfactorily explained. The theories put forward— 
contraction of the spleen, distension of the spleen, pull 
on visceral suspensory ligaments, faulty vasomotor 
regulation with distension of the liver and spleen in 
“ constitutionally inferior >° subjects—were seldom for- 
mulated on first-hand information; and none of them 
explains every variety of stitch. Capps ê has reported 
the results of a study, lasting several years, of 114 attacks 
of stitch which he observed personally in 55 people. He 
found them by watching the track team of Chicago 
University High School; men out of training at an 
impromptu track meeting at Northwestern University ; 
students engaged in wrestling and basketball; and a few 
of his friends. He also listened to what the professional 
coaches had to tell him. Of his subjects, 44 were men 
and 11 women, and ages ranged from 15 to 65, but only 
3 were over 35. He found that the right or left upper 
quadrant of the abdomen was the usual site of stitch, 
but it might occur anywhere in the abdomen, at the | 
costal margin, at the nipple, in the precordium or—in 
one case—in the second left interspace. The position 
varied in different people, and often in the same person 
on different occasions. Some described the pain as 
sharp, some as dull, some’as constricting, as a pressure, 
a cramp or a gnawing. It usually passed off quickly, 
but might last ten or twenty minutes. It was invariably 
brought on by physical exertion, ranging from walking 
to strenuous running, riding, swimming, boxing, wrest- 
ling, ski-ing, squash, or basketball. Walking was only 
a cause just after a heavy meal. Training had a variable 
effect; in 2 subjects attacks of stitch disappeared as 
training proceeded, in 3 others they persisted. This 

4. Solandt, D. Y. and Magladery, J. W. Brain, 1940, 63, 255. 


5. Fisher, E. Amer. J. Physiol. 1939, 127, 605. 
6. Capps, R. B. Arch. intern. Med. July, 1941, p. 94. 
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variation: is well recognised by coaches. An attack 
rarely disappears if the exertion is continued, so that it 
has no relationship to second wind. Cold weather seems 
to be a factor. In a cross-country race run in a tempera- 
ture of 15° F. 40 out of 60 competitors had to give up 
because of stitch. On another occasion one team 
“ warmed up ” outside in the severe cold and were able 
to finish the race, whereas their opponents warmed up 
indoors and all except one developed stitch. Deep 
breathing usually increased the pain; bending over 
towards the side of the stitch, or pressure over the site, 
usually relieved it. Capps suggests that the symptoms 
and the variability of the pain can be explained as being 
due to ischemia of the diaphragm. The relation of the 
pain to exertion, the compulsion to stop exertion, the 
relief on resting, and the precipitating effects of a full 
stomach and of cold resemble findings in angina pectoris 


„~ and intermittent claudication, and give grounds for con- 


sidering the etiology of stitch alongside that of these 
proved ischemic conditions. That the pain is one-sided 
can be explained by supposing that one side is affected 
first ; thanks to the interruption of exercise the other 
side escapes. The relief of the symptom by pressure 


over the painful spot or by bending towards the affected . 


side could be explained by the consequent limitation of 
diaphragmatic movement. Capps mentions the agonis- 
ing stitch-like pain of uncontrollable laughter ; laughter 
is associated with a series of rapid contractions of the 
diaphragm, and “laughter, holding both its sides ” is 
certainly commoner after a large meal. The theory that 
stitch is a referred pain from angina of the diaphragm to 
the intercostal nerves is a fascinating one, but the 
mechanism is as yet not definitely established. Stitch 
in the shoulder might be expected on this hypothesis, 
but this was not observed though sought for. Further 
evidence could be obtained by blocking the intercostal 
nerves involved in the supposed reflex, and possibly by 
observation of the diaphragm with X rays. The theory 
must also be weighed in the balance of clinical 
observation. — 


INTRASTERNAL TRANSFUSION 


ANYONE with much experience of blood-transfusion 
must have been baffled by patients with non-existent 
veins, with veins which persist in becoming blocked 


(particularly where long and slow transfusions are 


required), with veins so collapsed or contracted in shock 
that they will not allow the transfusion fluid to pass, and 
by those cases in which every vein has already been 


used up. This problem seems to have been solved by 
Tocantins and O'Neill, whose preliminary tests have 
been most successful. They found that saline solutions 
were absorbed rapidly from rabbits’ bone-marrow and 
they adapted this finding to blood-transfusion in man. 
In adults the sternum is used, preferably the manubrium 


or midway between the angle and the xiphoid process. 
In children under three years the upper end of the tibia 
or the lower end of the femur is preferred. The technique 
is not difficult and can easily be mastered on the 
cadaver. Tocantins and O’Neill use an instrument con- 
sisting of a gauge-15 needle housing an inner gauge-18 
needle which in turn contains a stylet. Three lengths 
are desirable—2, 3-5 and 5 cm.—and once inserted the 
needle ig prevented from penetrating more deeply by a 
collar held by a set-screw. The site chosen is first 
anesthetised down to the periosteum with procaine, and 
the double needle is then pushed and twisted down to 
the periosteum at right angles to the skin. Next the 
needle is tilted to about 30° with the skin and the 
anterior plate of the bone is perforated. This is recog- 
nised by a lessenéd resistance. The collar is then 
adjusted and the stylet removed. A syringe containing 
about 1 c.cm. of saline is attached to the inner needle 
and gentle suction should bring some marrow into the 


1. Tocantins, L. M. and O'Neill, J. F. Surg. Gynec. Obstet. 1941, 73, 281. 


syringe. Not more than 0-5 c.cm. of marrow is aspirated 
and the inner needle is removed and flushed out with 
the saline and reinserted. Saline is alternately injected 
and aspirated through it to displace air from the outer 
needle. Finally 1-2 c.cm. of saline is injected into the 
marrow, the inner needle removed and rubber tubing 
filled with saline leading from the reservoir is attached 
to the outer needle. Speed is essential because marrow 
clots easily. At first the flow is only about 2—4 c.cm. 
per minute but it quickens in about a quarter of an hour. 
With a head of pressure of about 100 cm. the rate of flow 
in adults has been up to 25 c.cm. per minute and in the 
tibia or femur in children up to 4:2 c.cm. per minute. ° 
A successful infusion can only be given into a vascular 
bone-marrow and this will contain very little fat, so that 
the danger of fat embolism is said to be non-existent. 
Tocantins and O’Neill had no untoward reactions with 
52 infusions in 33 adults and 7 infants. 


EVERYBODY’S BUSINESS 


In the United States health education has long been 
valued as.a tool by public health workers. They 
recognise, as a recent report ! from the American Public 
Health Association shows, that even with adequate 
sanitation, immunisation and enforcement of laws, no 
community can achieve its highest possible standard of 
health unless it has been educated to the job. To be . 
wholly effective any programme would have to be 
universal, reaching every section of the public and taking 
into account both local and general public health require- 
ments. No such universal plan is yet available, but - 
individual ventures are afoot in many states, and a 
committee was set up by the association to study some 
of these; this report gives arresting accounts of them. 
Local programmes may have the drawbacks of paro- 
chialism, but they also have its advantages ; for, as the 
report says, “it is a sound, democratic, self-reliant 
procedure for a group of people, with the help of specially 
qualified leaders, to find their own health problems and 
to seek the needed information through which they can 
solve these problems.” The committee studied the 
health programmes in action in 26 communities in 12 
states. Many of these communities had made great use 
of the schools in their plan, judging that the child’s 
influence on the parent was likely to be considerable ; 
advertisers indeed have long guessed as much and often 
plan campaigns which reach the parent through the 
child. Moreover, as the committee point out, the school 
is the only social agency employing trained educators 
in the ratio of one to every forty people. The usual 
approach was to get the children first to observe and 
make lists of the health needs of their community, then 
to analyse these in the classroom and study how such 
problems are being met elsewhere, and finally to plan a 
solution of their local problems which would be within 
the means of the community. 


A campaign’ against hookworm in Bulloch County, 
Georgia, is a good example of the method. The zone com- 
mittees of the schools learned through the state health 
department that 60% of the school-children were infested 
with hookworm, in one school the figure being as high 
as 83% and in another as low as 48%. Here was a com- 
munal as well as a personal problem. First the school 
teachers had to be taught about hookworm and to take 
a test set by the health department, which also supplied 
literature and films for the teachers to use later in the 
classrooms. Then the pupils studied the hookworm, its 
life-history, the way it spreads, and how those infested 
can be treated. They went home and told their parents 
about it, no doubt graphically. Plans were then laid 
for treating infested children and adults, and for prevent- 
ing further soil pollution, The schools, the health depart- 


ment, the doctors, the parents of the children and the 

1. Community Organisation for Health Education. A report of &a 
committee of the Public Health Education Section and the 
pers ee Section of the American Public Health Assocta- 
ion, 1941. 
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rest of the grown citizens were all persuaded to take part 
in the campaign. By the spring of 1940 the incidence of 
hookworm in the schools had been reduced to 28%. 


Meanwhile pupils and teachers had been studying soil . 


pollution and had come to the conclusion that it could 
best be prevented, in their county, by building sanitary 
pit privies. Each child then made a report on the 


_ presence or absence of such a facility at his home ; where 


a pit privy existed he reported on its site and condition, 
and in this way a map of sgnitary conditions in the 
county was compiled. The schools then sponsored a 
roject for the construction of privies. Members of the 
ParentTeacher Association gave the lumber, the health 
department provided the plans and chose the site, and 
other bodies were responsible for labour and transport of 
workers. Between the autumn of 1936 and the spring 
of 1940 approximately 3500 privies were built. 
Other studies undertaken in the schools covered immuni- 
sation against smallpox, typhoid and diphtheria, provi- 
sion of school meals, a campaign for better home gardens 
and home canning ; all resulted in a substantial advance 
in standards, the full effects of which on health will be 
apparent in a few years time. 

A similar story is told of Appomattox, Virginia, where 
the school-children and their mothers joined in making a 
survey of the drainage and water-supply of every farm- 
house. The value of safe water and possible sources of 
contamination were studied in school, and then the 


_ children set about planning improvements in their home 


water-supplies. Finally committees of pupils visited 
various farms and tried ‘‘ to sell the idea of a better water- 
supply.” As a result, springs were fenced to keep cattle 


’ out, curb and housing were provided for an open well, 


springs were cleaned, water was piped for stock, and 
other practical advances were made. One boy paid four 
persuasive visits to a family in whose unprotected water- 
supply mosquitoes were breeding ; he failed to convince 
them that something ought to be done about it, but he 
learned a lot about the difficulties of achieving and main- 
taining a high or uniform standard in public health. 
The report is full of stories of such victories and defeats 
and it is significant that the victories greatly predominate. 
To the English reader the striking thing is the plastic and 
friendly relationship which seems to exist between 
official bodies aid the public. Might not our own well- 
fenced bureaucracies look askance at a public health 


plan in which school-children were expected to play a. 


crucial and responsible part, or at a map of sanitary 
facilities which depended on the direct observation and 
report of the people using them ? : 


GERMAN VIEWS ON BLOOD-TRANSFUSION 

IN war-time as in the good old days of peace it is worth 
while to find out what the other fellow is thinking or 
doing, but this becomes increasingly difficult as foreign 
journals get scarcer. E. Schulz, in a review of German 
blood-transfusion methods (Disch. med. Wschr. July 18, 
p- 779), says that the direct arm-to-arm technique is the 
best, though the fatality with this method is still 0-5%. 
Using anticoagulants, citrate gave rise to rigors but 
heparin did not. Clotting was also retarded by storing 
blood in containers with paraffin-lined walls. But the 
standard way of storing blood in Germany seems to be to 
mix it with an equal volume of doubly distilled water 
containing 0-5% sodium citrate and 4% glucose. Of 


blood substitutes, physiological saline and a crystalloid © 


solution named ‘‘ tutofusin ” are stated to remain in the 
circulation for only 1-2 hours, but serum (fresh, stored or 
dried) and a_colloid called ‘‘ periston ’? which is said to 
have no pharmacological properties remain in the 
circulation for 12 hours. No hint of the composition of 
tutofusin or periston is given. Emphasis is laid on the 
value of blood-transfusion for conditions other than 
anemia or hemorrhage. For example, numerous small 
transfusions of stored blood are recommended in gas 
gangrene. Immuno-transfusion is used for sepsis, 
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typhoid, diphtheria, influenza, erysipelas and typhus, 
and replacement transfusion—combined bleeding and 
transfusion—is recommended for acute toxemia. 
Schulz is dogmatic about the quantities to be used ; 
more than 400-600 c.cm. should, he says, never be given 
at one time owing to the possibility of heart damage, 
which is more likely to occur if blood substitutes are 
used. But for the hemoconcentration of burns a blood 
substitute such as 30% glucose solution, periston or 
serum is preferred. In the treatment of shock only 200- 
250 c.cm. of blood or substitute should be given, but for 
fluid replacement 400-600 c.cm. is allowed. Such rigid 
standards, although they may serve to prevent over 
treatment by enthusiastic novices, cannot be in the 
interest of the patient. It must surely be better to treat 
the patient according to the deficiency from which he is 
suffering, and the limits Schulz sets will then often be 
exceeded. 
CHILD ENDOWMENT 

By an act which came into force early this year a 
federal system of child endowment has been introduced 
in Australia.. From July 1 a payment of 5s. per week 
will be made for each child under 16 years of age in 
families containing more than one child, and a similar 
allowance will be made to children in approved charitable 
institutions. Normally the endowment will be paid to 
the mother and must be used for the child’s ‘‘ mainten- 
ance, training and advancement.” It is estimated that 
about a million of the 1,830,000 children in Australia 
under the age of 16 belong to families with more than 
one dependent child so that the annual cost of the scheme 


‘is some £13,000,000. Two millions of this will be gained 


by abolishing income-tax abatements for each child 
after the first (so that the 5s. will not in some cases be 
a clear gain), two millions from general revenue, and 


nine millions from the proceeds of a new pay-roll tax. 


From the short account of this important legislation 
given in the Ministry of Labour Gazette for September, 
1941, it appears that this tax is payable by all employers 
with a pay-roll of over £20 a week and is at the rate of 
24% on all wages, salaries, commissions, bonuses or 
allowances paid in money or kind. The working of this 
scheme will be watched with interest in this country. 
Meanwhile a similar but localised movement to ease the 
position of families with young children is reported from 

Birmingham. Acting on the advice of its salaries, wages 
and labour committee the city council has decided to give 
married employees 2s. 6d. a week for every child of school 
age, an innovation held to be more appropriate to war- 
time conditions, and fairer, than a general advance in 
wages for married and unmarried alike. The alternative 
method now to be widely extended is to provide a good 
midday meal for all school-children. This has the special 
advantage that it reaches not only necessitous children 
but also those whose mothers find it difficult, with or 
without endowment, to combine work of national 
importance in factories or elsewhere with the task of 
running a housebold. Appliances, staff and suitable 
premises may be hard to come by, but such difficulties 
are not to stand in the way; one way or the other 
we shall bridge the slough of despond through which 
too many families with young children have had in 
the past to journey. 


AT the Royal College of Surgeons of England on 
Tuesday, Nov. 4, at 2.30 P.M., Mr. L. R. Braithwaite 
will deliver a Moynihan lecture on the _ ileo-gastric 
syndrome. ‘Two Imperial Cancer Research Fund lectures 
will be given by Dr. W. E. Gye, F.R.S., director of the 
fund. On Nov..6, at 3.30 P.M., he will speak on cancer 
of the breast, and on Nov. 13, at 3.30 P.M., on filtrable 
tumours. Dr. A. P. Cawadias will deliver the Thomas 
Vicary lecture on Nov. 26, at 2.30 p.m. His subject 
will be hermaphroditism. All these lectures will be held 
at 1, Wimpole Street, W.1, and doctors and students 
are invited to attend. ; ae of 
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SOLUSEPTASINE SPRAYING IN THE 
PROPHYLAXIS AND TREATMENT OF COLDS* 


W. R. THROWER, M.D. LOND., M.R.C.P.: 


THE application of various sprays and other solutions to 
the upper respiratory passages enjoys general popularity 
for its supposed effects on acute catarrhs, but no 
scientific evidence has ever been advanced which would 
justify the widespread adoption of any particular prophy- 
lactic or therapeutic measure of this kind. Properly 
controlled research on ‘‘ colds ” is difficult to carry out 
on the scale necessary to produce results likely to bear 
statistical analysis. Several large experiments have 
been conducted in the past to evaluate some of the more 
promising agents for controlling colds, such as vaccines, 
vitamins and ultraviolet light (Bashford 1938, Sherman 
1938, Diehl et al. 1938, Read 1939). The results, however, 
were disappointing. 

Among matters affecting health in crowded air-raid 
shelters the question of what to do about colds featured 
largely but no existing method of prophylaxis or treat- 
ment seemed sufficiently established for immediate 
application ; yet something had to be done and done 
guickly. Having in mind the usefulness of sulphon- 
amides in controlling the secondary invaders of the 
common cold (Yates 1939, Elyan 1938, 1939), the feasi- 
bility of using these compounds was reviewed by the 
Horder Committee, for if even the unpleasant sequele 
of colds could be reduced it would be a distinct thera- 
peutic advance. The prophylactic use of sulphonamides 
by mouth is open to serious limitations under the best 
conditions, and their widespread use among shelterers 
would be hazardous. There was some evidence that 
the course of common colds might be influenced by 
the application through an atomiser of a solution 
of disodium-p-(y-phenyl-propyl-amino)benzenesulphon- 
amide-a-y-disulphonate, commonly called Soluseptasine, 
though a solution of this sulphanilamide derivative 
similar in all respects to that used for the present investiga- 


tion in the form of nasal drops did not produce very 


striking results in a small-scale experiment (Dudley 
Hart 1941). l 

To apply a soluble sulphonamide in solution to an 
epithelium possessing the particular characteristics of 


that in the nose is a very different matter from placing 


sparingly soluble compounds into purulent wounds, 
concerning which opinion has been expressed elsewhere 
(Thrower 1940), or into carefully investigated wounds of 
the type described by Colebrook (1941). | 

_ Certain limitations are imposed by any field trial, and 
such weaknesses as may exist in the scheme finally 
adopted for shelters derive from the necessity of making 
the trial simple and capable of speedy completion. Such 
simplification’ was, more than justified in the light of 
experience gained by working and living among shel- 
terers, and the practical limitations of similar surroundings 
on any such future trial should be remembered. Un- 
qualified census figures from individual shelters are 
misleading for various reasons. The floating population 
of all shelters is high, owing to social visits and similar 
causes. This irregularity can,be lessened by the ticket 
system of entry. Quiet nights are immediately reflected 
in poor attendances, and with an early “all clear ” 
many naturally return home. Arrival and departure 
times are variable, depending on such diverse factors 
as the closing times of public-houses and families waiting 
for treatment “‘ until Dad comes from work.’’ The mass 
exodus in the morning raises its own problems. Ail- 
ments totally unconnected with the one being investi- 
gated are suggested as being due to the test, and this 
leads to defection in the control as well as in the treated 
group. The idea that ‘‘ they are doing something ”’ 
about upper respiratory infections has considerable 
popular appeal, but the need for regularity, always 
important but doubly so in any trial, is unappreciated 
by the public at large. Persuasion is the only approach 
* Based on the report of an investigation carried out on behalf of 


the Horder Committee on Health Conditions in Air-raid Shelters 
(Ministry of Home Security and Ministry of Health). 


possible, since there is not even the discipline of a 
hospital outpatients or the health service of a. large 
undertaking. Treatment -at an entrance doorway is 


impracticable, and plans for each shelter must be devised 


on the spot. Mass treatment at medical aid-posts does 
not work. | | 

As originally conceived, the trial was planned to 
determine whether the routine spraying of nostrils would 
have any effect on the incidence of colds, but separate 
records were made to determine whether treatment 
shortened the period of malaise and local discomfort. 
Solutions of various compounds.in different strengths 
were tested privately on volunteers but all were 
abandoned for various reasons, with the exception of a 
10% solution of soluseptasine in water containing 20% 
w/v glycerin to lower surface tension. For the 
control group the solution used was normal saline. 

One basement-type shelter was selected for treated 
cases, and one in an adjacent London borough for control 
cases, no-one knowing the nature of the solutions used. 
The general conditions in these shelters were comparable 
in that they were in the basements of modern flats and 
housed people of similar social type. The average 
nightly population during November, 1940, was approxi- 
mately 250 in each shelter, but the numbers declined 
with quieter nights, to rise again with more aerial activity, 
different people, however, often taking the place of 
the former occupants. The general decline in all shelter 
populations, apart from staffing difficulties, made the 
obtaining of reliable statistics in immediate further 
trials of this nature so unlikely, except under unmanage- 
able conditions, that two tube stations were chosen for 
further trials, as probable sources of quick results. A 
tube station of simple design was selected, the up plat- 
form being used for treated cases and the down platform 


- serving as control. The net numbers treated here again 


reflect the problem of the floating population and defec- 
tions. As a control against the first station, another 
one was used, but the results proved worthless for 
statistical assay owing to sociological difficulties. The 
results obtained in basement shelters cannot be compared 
with those obtained from tube stations owing to the 
entirely different nature of the surroundings. 


TECHNIQUE AND RESULTS 


A mixed group of men, women and children were 
sprayed in each nostril with the appropriate solution 
night and morning with three puffs from an ordinar 
nasal atomiser, the total quantity used being kept as 
constant as possible at about 0-6 c.cm. (i.e. 60 mg. 
soluseptasine). 

For the guidance of other workers a few practical 
points are worth recording. To those who are not 
laryngologists it is remarkable what a wide variation 
there is in the size, shape and direction of the nasal 
passages possessed by an unselected crowd of people. 
Some practice is needed with individual cases to be sure 
that the atomised solution comes into wide intimate 
contact with the nasal mucosa. In ordinary practice 
among patients who may have to treat themselves it may 
be important to ensure that this proper application is 
effected. Constant use of atomisers shows how frail 
and unreliable many of them are. Metal nozzles are 
essential so that quick sterilisation in a flame is possible 
when numbers of patients have to be treated. In any 
large-scale treatments constant supervision by a medical 
man is necessary in the early stages, not only to reassure 
the public but also to train nurses or other helpers in the 
requisite technique. 

No epistaxis or signs of general toxicity occurred in 
either group. Subjects in both the treated and control 
groups, particularly the former, remarked that they 
tended to have wetter noses than normally, and maybe 
some pronounced cases of this wetness have been recorded 
as colds on single occasions when diagnosis by a qualified 
person was not possible ; these doubtful cases have been 
excluded from both groups before the assessment of 
results. There were no complaints of nasal congestion 
or obstruction, while chance sampling with a nasal 
speculum revealed no abnormalities. Some subjects. 
with colds in both groups claimed relief of symptoms 
immediately after the spraying. 

A log was kept showing the occasions on which people 
were sprayed night and morning, and recording the onset 


ed 
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and duration of colds, including those already in existence 
when the trial commenced, the first 36 hours of these 
- being excluded. People who said that they were suffer- 
ing from a cold often claimed relief in 12 hours (when the 
next record was made), but these ‘‘ colds,” as mentioned 
above, have been excluded from the total figures. The 
low average period of observation despite the large 
numbers treated is due to the chronic absenteeism, while 
people who received less than seven days’ treatment. have 
been excluded. , 


Prophylaxis.—In the basement shelters 57 treated 
persons were observed for an average of 1-5 weeks, and 
43 (75%) had colds. Of 70 controls observed for an 
average of 2 weeks, 39 (55%) had colds. In the tube 
stations 115 persons were observed for an average of 2-8 
weeks, and 12 (10-4%) had colds. Of 90 controls 
observed for an average of 2:5 weeks, 18 (20%) had colds. 

It will be seen that in the basements there were 
proportionately more colds in the treated than in the 
control subjects, whereas in the tubes the reverse applied. 
The variations in both cases were greater than could 
be explained by mere chance, but I cannot put forward 
any other explanation. Both basement shelters had 
epidemics of colds during the experiment. 

Treatment.—In the basement shelters the average 
duration of colds has been roughly assessed from the 
protocols as 60 hours in the treated and 199 hours in 


the control group. In the tube stations the average. 


duration -was 28-9 hours in the treated and 49-8 hours in 
the controls. | 

The difference in duration of the colds in the two types 
of shelter may have been due to the better ventilation 
and greater space per person in the tubes, or it may, of 
course, have been due to greater virulence of the organism 
producing the epidemic colds in the basements. No 
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clinical pathology was possible, so that the nature of the 
colds could not be determined. 


l CONCLUSIONS 

In the small controlled experiment completed no case 
was made out either for or against the prophylactic 
spraying of nostrils with a solution of soluseptasine. 
The practical limitations to success in such a procedure- 
suggest that no useful purpose would be served by con- 
tinuing this in the shelters at present. The basis is 
admittedly small, but the figures do suggest a reduction 
in the average duration of colds in both the treated groups 
compared with the controls. This confirms the clinical 
impression concerning soluseptasine which justified the 
trial being carried out. and a repetition of the work is 
desirable on people living in closed communities suffering 
from colds, using the technique developed during the 
present investigation. Observations in connexion with 
general hygiene which must affect the incidence of upper 
respiratory catarrhs were outside the scope of the | 
experiment. - ° | 

Credit for the expedition of the trial is due to Dr. G. H. 
Oates and Dr. H. A. Bulman, medical officers of health, and 
my thanks are due to the scientific staff of Messrs. May and 
Baker Ltd. for technical assistance, and to Mr. Bradford Hill, 
D.Sc., for checking the results. —_. 


REFERENCES 


Bashford, H. H. (1938) Proc. R. Soc. Med. 31, 185. 
Colebrook, L. (1941) Ibid, 34, 337. 
Diehl, H. S., Baker, A. B; and Cowan, D. W. (1938) J. Amer. med. 


Dudley Hart, F. personal communication. 
38) Brit. med. J. 1, 146 

— (1939) Ibid, 1, 1215. l 
Read, W. W. (1939) Canad. med. Ass. J. 41, 493. 
Sherman, J. B. (1938) Brit. med. J. 2, 903. l 
Thrower, W. R. (1940) Surgery of Modern Warfare, London, p. 102. 
Yates, A. L. (1939) Canad. med. Ass. J. 41, 275. 


MEDICINE AND THE LAW 


Damages against Chiropodist 


-~ In Colston v. Frape, a recent case at the Barnstaple 
county court, a woman recovered £62 15s. damages with 
costs for injury to her foot. She had visited a chiropo- 
dist for treatment of her corns; he advised her that her 
. toes required treatment.. When she paid a second visit 
for this purpose he took hold of her foot with both hands 
and twisted and jerked it with some force. Such was 
her evidence, and she complained that, in consequence 
of the wrench, she suffered pain and could not now walk 
so well as formerly. The defendant, who described 
himself as a chiropodist and specialist in the fitting of 
shoes, said that he formed the opinion that the plaintiff 
was suffering from some form of pressure on the nerves ; 
he denied wrenching her foot or inflicting worse pain 
than she was already experiencing. He had manipulated 
the foot in order to ‘‘ free the nerves and strictures ”’ ; 
he admitted that this might have caused some local 
“ stagnation ’’ to flare up. The judge held that the 
chiropodist, though neither responsible for the original 
condition of the foot nor ‘negligent or unskilful in his 
treatment, had been at fault in his diagnosis or advice. 
If he did not know what was wrong, he ought to have 
advised the plaintiff to see a doctor. The court awarded 
damages for the injury due to the wrong treatment being 
administered after the primary injury had occurred. 
The judge did not fail to point out that the plaintiff had 
voluntarily submitted to the treatment and knew quite 
well that the chiropodist was not a surgeon. We have 
noted in these columns other cases where a patient’s 
faith in an unqualified practitioner has been inadequately 
rewarded. The Medical Act set up a Register because, 
as its preamble declares, it was ‘‘ expedient that persons 
requiring medical aid should be enabled to distinguish 
qualified from unqualified practitioners.” This is no 
advantage to patients who prefer to get their manipula- 
tive surgery from a chiropodist. 


Professional Monopoly 


In spite of such cases the uninstructed public will 
doubtless continue to speak ag though registered practi- 
tioners possessed a` monopoly of practice in surgery and 
medicine. If one wants to see a true professional 
monopoly at work, one should turn to the legal pro- 
fession. Penalties await any unqualified person who 


dares to “act as a solicitor ” or sue out any writ or 
process as such, or begin or defend any legal proceeding 
in the name of any other person, or who, “ for or in 
expectation of any fee, gain or reward,” draws or pre- 
pares a will or other legal document. The new Solicitors 
Bill, which has passed through Parliament with an ease 
the more surprising because its clauses have no intimate 
connexion with the national war effort, fortifies an 
already formidable organisation. An unauthorised per- 
son will have the onus of proving that he did not act for 
or in expectation of a fee. Every solicitor will have to 
join the Law Society, though this requirement will not 
operate until a poll of all practising solicitors has shown a 
two-thirds majority in its favour. Another interesting 
feature is the creation of a compensation fund to relieve 
the losses suffered by members of the public through acts 
of dishonesty or breaches of trust committed by solicitors 
or their clerks. To this fund every solicitor will have to 
make a fixed annual contribution not exceeding five 
pounds. Shall we yet see all registered medical practi- 
tioners compelled by law to contribute to a pool for 
guaranteeing patients against the consequences of pro- 
fessional negligence ? 


E.M.S. Surgeon’s Libel Action | 
One of the surgeons appointed by the Ministry of 


. Health to deal with war and air-raid casualties under the 


Emergency Medical Service had occasion recently to 
claim damages for defamatory statements. suggesting 
that he had been inconsiderate, incompetent and negli- 
gent in the exercise of his professional duties. The 
plaintiff was Mr. G. H. Lawson Whale, F.R.C.S., who | 
had been appointed to the Hampstead General Hospital. 
After an air-raid on Hampstead a year ago a mother and 
two daughters attended at the hospital. One of them 
was discharged at once; another had a hematoma near 
her mouth and the medical practitioner who attended to 
her asked Mr. Whale’s opinion about tracheotomy. After 
making an examination Mr. Whale advised that the 
operation was unnecessary. Three weeks later Mr. 
Thomas Sargant, in whose house the three women lived, 
addressed to the secretary of the hospital a letter com- 
plaining that thd surgeon who attended to them was 
‘* callous and brutal in his attitude to them ”; he was 
“ chiefly concerned to gęb them out of hospital as soon 
as possible ’’; he ‘‘ succeeded in his harsh manner in 
reducing all the patients to tears.” Later Mr. Sargant 


-~ were not in fact suffering from shock. 


536 TEHE LANCET] 


wrote that the surgeon in question was Mr. Lawson 
Whale. Mr. Whale naturally took action upon these 
damaging statements. As his counsel explained, he did 
not seek punitive damages but merely asked for a verdict 
which would discourage such allegations as Mr. Sargant 
made. The three women were not Mr. Whale’s patients ; 
it was no part of his duty to interfere in their treatment 
unless invited to do so. Mr. Sargant had been told that 
he was misinformed ; he had, however, refused to accept 
the statement. Mr. Whale denied in the witness-box 
that the hospital was conducted in the spirit of getting 
rid of patients as quickly as possible. Mr. Justice 
Atkinson asked if the Ministry of Health had issued any 
instruction for turning patients out on a war-time rather 
than a peace-time standard. Mr. Whale replied that he 
had always found it easy to keep patients there as long 
as he would have done in normal times. The hospital 
staff had been warned to regard themselves as a casualty 
clearing station rather than as a base hospital ; actually 
they had found it possible at all times to act as a base 
hospital. Mr. Arthur Gray, F.R.C.0O.G., a colleague at 
the hospital, expressed the opinion that the three women 

Mr. Sargant gave evidence on the second day of the 
hearing and explained his motives. His original letter 
had said that he made his protest as a ratepayer ; in his 
written defence he had pleaded that the occasion was 
privileged inasmuch as he addressed the hospital as a 
citizen, taxpayer and ratepayer of Hampstead, in good 
faith and without malice, under a sense of duty to some- 
one who had a corresponding duty in the matter and in 
the honest belief that the contents of his protest were 
true. If the occasion were privileged Mr. Whale would 
not succeed unless he could prove malice. Having heard 
Mr. Sargant’s evidence, Mr. Whale felt satisfied that the 


defendant had acted in good faith. He himself had been 
- concerned merely to protect his reputation against what 


seemed the malicious attack of a busybody, He was 
now prepared to withdraw the action and pay the 
defendant’s costs ; Mr. Sargant on his side acknowledged 
that his letter had been too strong and expressed his 
regrets. The judge approved the settlement. In his 
view the occasion of the letter was undoubtedly privi- 
leged. It was important, he observed, that it should be 
made clear that there had been no plea of justification ; 
Mr. Whale’s course of action implied no admission that 
complaint was well founded. So long as there was no 
reflection upon Mr. Whale, his lordship was satisfied with 
the result; he did not wish it to be thought that this 
termination of the case reflected upon the plaintiff in 
any way. 


_ SCOTLAND Ž 
THE SCOTS HOSPITAL PROBLEM 


ON Oct. 14 the Secretary of State for Scotland, replying 
in the House of Commons to a question on hospital 
policy, said that he was having consultations with the 
bodies concerned and could not at that stage add any- 
thing to the general statement made by the Minister of 
Health. .The bodies concerned are presumably the 
voluntary hospitals, the local authorities and the Nuffield 


committee. The Minister of Health in his general 


statement foreshadowed some special measures applicable 
to Scotland in the formulation of hospital policy, and ` 
doubtless these special measures will be under discussion 
at the meeting to which Mr. Johnston referred. The 
difference between the hospital problem in Scotland and 
that in England is essentially one of degree. Scotland, 
as is well known and as was brought out in the report 
of the Committee on Scottish Health Services, is not 
nearly so well provided with hospital beds as is England. 
If, as Mr: Johnston said in opening the Ayrshire Central 
Hospital recently, it is the aim of the Government in their 
plans for the post-war hospital service to ensure that 
proper treatment is available to every person in need of 
it, the question of adequate provision in Scotland is one, 
that is bound to be compelling. It is probably true, as 
the Secretary of State said at Ayr, that there are large 
numbers of peoplé suffering unnecessary pain or dis- 
comfort, unable to pull their full weight, the condition of 
many of them deteriorating. He wants to remove that 
reproach to our hospital system, and he wants to develop 
the hospital service in the form of a kind of partnership 
amongst the various hospital authorities, and especially 
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to see the greatest possible coöperation between volun- 
tary hospitals and local authorities, so that every hospital 
may fill the roll best fitted to it in a codrdinated scheme 
on a regional basis. The Secretary of ‘State desires, by- 
implication, to retain the voluntary hospitals, and 
doubtless he must be giving serious thought as to the 
best method of giving necessary state aid to them— 
whether through the agency of local authorities or not. 
He must be concerned, too, to know how best to utilise 
the ad-hoc hospitals erected under the auspices of his 
department and directly administered by it. These 
hospitals were primarily designed to fill gaps in the 
treatment of war casualties, but it would be preposterous 
to allow them to fall into disuse when the war is over, 
though there may be a strong Treasury urge in that 
direction. It seems probable that these hospitals will 
have to be retained as important entities in a coédrdinated 
service involving local authorities, voluntary hospitals 
and the Department of Health. Whether the last named 
will wish to continue to administer these hospitals 
directly is one of the intriguing but comparatively minor 
problems that beset the Secretary of State. 


HEALTH OF EIRE 


THE report of the department of local government and 
public health for the year ended March 31, 1940, records 
a decline in the incidence and mortality of the principal 
infectious diseases, in infant mortality and in maternal 
mortality. The number of notifications of infectious 
diseases—6146—was the lowest since 1930, and about. 
1900 fewer than in 1938. This reduction was mainly 
due to a fall in the incidence of scarlatina and of diph- 
theria, the latter probably due to the campaign of 
preventive immunisation carried out in recent years by 
the county medical officers of health. Yet there were 
still 2097 cases of diphtheria with 245 deaths and 2779 
cases of scarlet fever with 43 deaths. Compared with 
the previous year, typhoid notifications had risen from 
254 to 385 and the number of deaths from that disease 
from 46 to 56. Many of the cases were traced to carriers. 
In a local epidemic in co. Kerry, with 103 cases and 8 
deaths, infection was spread by separated milk from a 
creamery. The milk was apparently infected by a case 
of typhoid in one of the farms supplying the milk. In 
the creamery the cream was pasteurised and converted : 
into butter, but the separated milk was sold untreated. 
In most of the cases there was definite evidence that the 
separated milk had been consumed by the patient; no 
case was traced to the butter.' There were only 5 cases 
of typhus, with 3 deaths, and this disease seems to be 
gradually disappearing. Only 76 cases of puerperal 
sepsis were notified, the smallest number for many years ; 
the number of deaths from this, cause was 38, the lowest 
on record. 

The infant mortality-rate was 66 per 1000 births, 
which is lower than that for Northern Ireland (70) or > 
Scotland (69), but higher than that for England and 
Wales (50). Congenital debility heads the list of the: 
causes of infant mortality, premature birth comes 
second and diarrhea and enteritis third. The infantile 
deatb-rate in urban areas was 83 per 1000 births— 
90 in Dublin—and the rate for rural areas was 565. 
Mortality from tuberculosis had increased—1-13 per 
1000 of the population as against 1:09 in the previous 
year. But theseare the two lowest figures ever recorded. 
There are no trustworthy statistics to show the inci- 
dence of the disease, as notification is only mandatory 
where the sputum or other infective discharge is liable 
to spread infection. This useless order dates back to 
1919 and has always hampered the campaign against 
tuberculosis. Nevertheless, owing to the great effort 
which was made to assure notification and certification 
it is probable that the increase was not real. The 
medical officer of Cavan said: ‘“ The generation now 
growing up has little or no conception of the universal 
dread of this plague which prevailed when the campaign 
against tuberculosis was initiated thirty years ago.” 
Most of the medical officers of Eire have worked hard to 
overcome this dread, which lived in Ireland long after it 
had died clsewhere, and because of their efforts and the 
growing enlightenment of the people concealment of 
tuberculosis is gradually passing, but it is still prevalent, 
especially in the west. In 1939 135,404 school-children 
were cxamined: Dental defects were observed in 46:6%, 
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and disease of the tonsils or throat in 19-1%. Treatment 
of these conditions is provided free where necessary. 

The administration of the Milk and Dairies Act by 
the local authorities has been on the whole satisfactory, 
and legal proceedings for non-compliance with statutory 
requirements have been successfully instituted, though 
the report adds that some local authorities were 
reluctant to take action on the recommendations of 
their medical and veterinary advisers. This seems to 
understate the case, for many local authorities fail to 
appreciate the importance of the act and are unwilling 
to prosecute negligent milk-producers, while the local 
justices fail to impose adequate penalties in the cases 
brought before them. 

During the year 952,936 new cases were attended by 
the 646 dispensing medical officers. It seems, therefore, 
that about a quarter of the population of Eire received 
medical attendance under the Medical Charities Act. 
The income of the Hospitals Trust Fund for 1939 was 
over £1,202,600, and the expenditure £367,800. Grants 
of £270,384 were made to poor-law and county hospitals, 
and £209,822 to voluntary hospitals, of which £126,072 
was to meet current expenses. 


ARGENTINA 
AVIATION l 
A SERVICE of air ambulances for both official and private 
use has been established under the control of the national 
department of health. When used for private patients 
the charge is 50 centavos a kilometre. Three machines 


are permanently attached to this service in the sparsely 


populated regions of the Chaco and the southern terri- 
tories. Analysis of the effects of aviation on both 
healthy and sick people has led Prof. M. R. Castex and his 
colleagues to conclude that of the cardiac and circulatory 
disorders only cases of myocardial degeneration can safely 
be carried by air, and that patients with respiratory 
affections other than bronchitis or chronic pleural disorders 
of a non-exudative nature should also avoid flying. 

It is planned to establish a division for the sanitary 
supervision of aircraft in the department of health, with 
a view to checking the spread of infection by aircraft 
arriving from infected regions. Aviation is on the 
increase in the Argentine. In 1938 there landed in 
Buenos Aires 770 aircraft carrying 7300 passengers, 
whereas in 1940 the figures were 1800 aircraft and15,800 
passengers. Aircraft may carry infected insects, but 
there is also the risk that passengers may still be in the 
incubation period of an infectious disease when they 
arrive and so will not appear ill. 


i BREAST-MILK CENTRE 


The government has established a non-profit-making 
centre in Buenos Aires for extracting, preserving and 


- distributing surplus breast milk. The old mothers’-milk 


stations were mainly based on the wet-nurse system, but 
this centre obtains its milk from normal mothers, and it 
is found possible to take 200-300 grammes from many 
mothers without depriving their own children. The 
donors’ family histories are inquired into, and they 
undergo a periodic clinical, radiological and serological 
examination. During 1940 over 5000 litres of milk were 
supplied to 1200 babies from 350 donors. The price 
charged ranged from 7s. a litre down to nothing according 
to the means of the recipient ; more than half of the milk 
was supplied gratuitously. 
. PSITTACOSIS 

During the pandemic of 1929-30, which involved 
Buenos Aires and part of northern Argentina, about 
200 cases of psittacosis were reported. Then in the next 
nine years there were only isolated cases, but in 1939 an 
outbreak in Buenos Aires produced 27 cases, of which 
13 (48%) died. The disease mainly attacks adults of 
45-55 and hardly ever children. Men and -women are 
affected equally, and bird-dealers are, as might be sup- 
posed, the commonest sufferers. Cold weather seems 
to favour the propagation of the disease, and the incuba- 
tion period is 7-14 days. During this last epidemic 
hemorrhagic skin lesions have been observed. No 
treatment has been of any avail. e | 


HEART DISEASE 
Of 10,000 school-children examined in Buenos Aires 
2-4% had organic heart disease, 2% being acquired and 


WOMEN CONFER ON INDUSTRY 


‘the remainder congenital. 
tion of cardiac lesions will improve the prognosis, for 
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It is hoped that early recogni- 


Prof. Rafael Bullrich estimates that the mortality from 
cardio-articular rheumatism is at present as high if not 
higher in the Argentine than in any other conntry, and a 
speaker in the Senate said that 2:4% of Argentine 
children under 14 die from the disease. According to 
Macera and Costa Bertani the fatality from acute 
rheumatism in children under 15 is 22% in Buenos Aires 
and 12:5% in Rosario. eens 

Professor Bullrich has also made a clinical and statis- 
tical study of people over 60, and in the last ten years 
he finds that circulatory diseases accounted for 43% of 
the deaths between 60 and 80; if nephritis is included 


(and nearly all cases in this age-group are circulatory in 


origin) the figure rises to 47%. Since 540,000 of the 
134 million population of the Argentine are over 60 the 
social significance of these diseases is clear. The number 
of hospital beds for such cases is insufficient, but much . 
may be hoped from the work of the Institution for Social 
Assistance to the Cardiac, of which Professor Bullrich is 
director. This institution, which is a voluntary: one . 
and has been running for three years, undertakes the 
care of pregnant- women, nursing mothers and children 
with cardiac lesions, promotes the organisation and 
equipment of dispensaries and colonies for their treat- 
ment, and puts forward legislation on behalf of work- 
people with heart disease. At a congress of the institu- 
tion recently held in Buenos Aires it was urged that 
clinics for heart disease should be established in the 
Argentine such as already exist in Britain and the U.S.A. 
Dr. Luis Sabathie, who has lately published an extensive 
monograph on the subject, emphasised the inadequacy 
of purely medical methods in treatment. One remark- 
able statement made by subsequent speakers was that 


.10% of anarchists and other revolutionaries suffer from 


some physical disability which prevents them from 
following a normal calling. 


WOMEN CONFER ON INDUSTRY 


THE second session of the London Women’s Parlia- 
ment, held on Oct. 27 at the Conway Hall, was attended 
by 371 delegates representing 211 groups, which included 
codperative organisations, guilds, trades unions, dis- 
cussion groups and .education committees. Mrs. NAN 
McMILLAN, recently president of the National Union of 
Women Teachers, took the chair. 

Miss Mary ‘CorsELLIs, the organiser, was able to 
inform the meeting of the results of the first session. 
Improvements had been reported from factories to which 
the L.W.P. had sent delegates. The’ Parliament had 
been recognised by the Minister of Labour ; suggestions 
on milk rationing and the differential distribution of 
oranges had been adopted. An investigation of condi- 
tions in factories had been carried out and an inquiry 
into the provision of day nurseries and into school feeding 
was foreshadowed. | 

Discussion at the second session ranged over a bill to 
regulate supplies and distribution of food, and a series of 
proposals designed to remove the obstacles now prevent- 
ing women from playing their full part in industrial 
production. 

The speakers were lucid and brisk, much more con- 
cerned with facts than theories. Amang them were 
councillors, teachers, transport workers, ambulance 
drivers, clerks, housewives, nursery school supervisors, 
canteen managers and workers from clothing, munition 
and aircraft factories. They had many abuses to point 
out, but, there was a striking growth, during the meeting, 
of the conviction that it was not by individual and 
intermittent grumbling that these could be remedied, 
but by the deliberate and combined action of the women 
doing the jobs. The factors held to be largely responsible 
for keeping women from keen participation in the work 
of production were low wages, insufficient day nurseries, 
long working hours and consequent shopping difficulties, 
bad canteens and inadequate transport. 


| WAGES AND WORK 

Of these perhaps low wages received least attention 
in the discussion, although the hardship caused by this 
factor is sometimes great. Some girls under 20 are 
unable to earn a wage on which they can get enough to 
eat. In most factories women, are paid much lower 
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wages than men; thus inquiries made by the organising 
committee in a large number of factories showed that a 
woman in engineering now earns a minimum of 38s. In 
Government training centres this is the starting wage, 
and after three tests she gets 47s.; aman earns 22s. 6d. 
more throughout the training course. When a woman 
leaves the centre and starts work in a factory she drops 
back to 38s. plus a bonus for piece work ; but in explosive 
factories many processes are too dangerous for piece 
work. The average earnings for an adult woman in 
engineering today are below £2 10s. (equivalent to 39s. 
before the war). When she has paid for food, lodging 
and transport she may find herself only a few shillings in 
pocket at the end of the week. If she has to contribute 
to the care of her children, or send.money home to her 
family she may have less than enough for food. National 
Service officers have been obliged in some cases to release 
a woman from nationally important work on the ground 
that the pay did not enable her to. support herself. This 
is made worse by the fact, which came out clearly in 
discussion, that many women, though trained for and 
capable of skilled work, are being used in factories as 
cheap labour to do routine jobs which could be entrusted 
to a newcomer, and are thus being. prevented from 
earning higher rates of pay. 

Miss G. ROWLAND, speaking of the large engineer- 
ing factory at which she works, said there was 
no collaboration between the Government training 
centres and the factories. Women trained as tool- 
makers would go to the factories and be set to work on 
some other task. She estimated that 50% of women 
fail to get employment in the job for which they have 
been: trained ; and recently workers at her factory had 
decided to arrange a small conference between delegates 
from the factory and instructors from the centres to 
discuss better collaboration in the district. Miss NORAH 


BROWN, a member of the organising committee of the 


L.W.P., pointed out that there had been a 33% increase 
in fatal accidents in factories in the past year. Some of 
these are doubtless the outcome of fatigue due to long 
hours—a ten-hour day and a 56-hour week is common— 
some to lack of training; but an increase in legal 
penalties for such accidents, she thought, showed that 
the management had been responsible for some. 


FOOD AND SHOPPING 


The hours worked make shopping problems serious for 
women. Mrs. HANSON, a transport worker, said that in 
Birmingham women employed in the factories only had 
Saturday afternoon on which to do all the buying-in for 
the week; the shops were then so crowded that many 
of them could not even buy their rations. The city 
council, when approached, said that this was a national 
problem, and that they could do nothing until some 
national plan had been devised. In Finchley it seems 
they are more progressive ; there, Councillor Mrs. DIANA 
Pym said, the food committee has organised passes for 
women workers so that they can get their proper share of 
goods in the shops. She suggested that shops might 


- arrange to stay open later on one night a week. The 


problem of shopping would of course be much eased if 
there was more provision for communal feeding and for 
school meals for children. The topic of school meals was 
very close to the heart of the meeting. Mrs. Mary 
MARSTON pointed out that they were especially necessary 
where the mother went out early to work at the factory ; 
she dared not leave the children alone in the house with 
a fire burning, so she usually brought them along to 
school. They hung about, turning somersaults on the 


railings and getting rather cold, until school opened, and . 


then had nothing to look forward to at lunch-time except 
a sandwich of ‘doubtful ingredients—and ‘ no little bit 
of pudding.” Other speakers agreed in disparaging such 
“ nosebag meals,” and all felt that the Government 
should be pressed to carry out its promise of universal 
school feeding. 

The lack of day nurseries, however, was felt to be the 
paramount factor keeping women out of industry at 
present. Mrs. CARTER, of the Society for the Provision 
of Nursery Schools and Day Nurseries, said that local 
authorities had the power to set up nurseries but many 
of them had not done so. They thought that mothers 
could always find a neighbour to look after children ; 
such authorities, she said, were inexorably ‘‘ minder- 


minded.” The society was working hard to get more 
nurseries set up, and much was to be hoped from the 
conference on war-time nurseries to be held under the © 
chairmanship of Lord Horder on Oct. 29. | 


CANTEENS AND HYGIENE 


The need for good canteens was also discussed freely. 
Again much turns on the confidence existing between the 
management and the workers. Some employers provide 
no canteens, some hand the canteen catering over to a 
contractor who makes little attempt to provide good 
food or serve it tolerably. In other firms the workers 
take a share in running the canteen and can see to it that 
the food and service are good. Mrs. ToweErs told how 
she had worked in a West Country factory where a 
canteen was ultimately provided after much pressure ; 
but the food was uneatable and she finally found herself 
doing 12 hours a night, seven nights a week, and travel- 
ling an hour each way, on a diet consisting largely of tea 
and cigarettes. Faulty diet of this kind cannot fail to 
cause ill health and absenteecism. Poor hygiene in the 
factories must add to the danger; little was said about | 
this during the discussion, but investigations by the 
organising committee show that ventilation and heatin 
are grossly defective in some factories and that toilet 
facilities may fall below the level of the most elementary 
hygiene and decency. Thus in one factory three basins 
are filled with hot water in which 60 girls have to wash 
their hands ; in another there were recently 200 cases of 
impetigo, and a department employing about 200 had 
five washbasins and four towels ; in another girls have 
to ask for a pass to go to the toilet and there is no 
ventilation in the lavatories, which are permanently 
blacked out. ' : 

The session passed unanimously the bill to regulate 
supplies and distribution of food by registration and 
rationing, control of prices, school feeding, and by the 
provision of canteens and communal kitchens. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


THE student of human nature who wants a new field 
for observation should try the wardroom of one of H.M. 
ships in war-time. Excluded for months on end from all 
normal associations—from the good earth (whoever has 
experienced the nostalgia for a patch of land in which to 
dig, bred by months of unrelieved seascapes, can under- 
stand the popularity of gardening among sea-going men), 
from trees, animals, weather that could be remotely 
related to a modest idea of summer, and above all from 
the companionship of the opposite sex—members of the 
mess settle down each to an individual level, some giving 
more in one way others in another, and a few taking 
more than they give. I fancy they all go through a 
cycle, almost as regular as the menstrual one, of de- 
pression followed by elation, each phase of depression 
always lasting for the same number of days. There are 
some people whom nothing seems to shake, and who are 
nearly always ready witb a smile and a joke; and yet 
occasionally when off their guard they too seem a little 
less ready with their banter than usual. Once in@® blue 
moon there comes the big day when it is possible to 
entertain for an hour or two some of the ladies of 
E.N.S.A. who so heroically come to the most outlandish 
places to cheer the troops. The change in atmosphere 
on the morning of the party fully justifies Freud in 
assuming sex to be the root of all behaviour. The mess 
is split into three parties. There are the less junior 
members who have a wife and family tucked away some- 
where and who are not really in the running: ‘“ But if 
we were, by Jove... .’’ You have to watch this lot 
pretty carefully or they will have sneaked her away into 
a corner before you have had time to get your cigarette- 
case out. Then there are the quiet, introverted kind 
who will probably take a bad fall if they have not done so 
already, and who will probably marry late. They enjoy 
the party and hand the drinks round beautifully, but 
do not get a chance to develop an attack in the short time — 
and limited field available in the wardroom. The third 
type is the thorough-extrovert who makes, in a specified 
time, more noise and greater impression on the target 
than anyone else ; they remind one of a barrage from the 
close-range weapons. They usually sweep the girls off 
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their feet at the first encounter and beat of all opposition 
for the duration of the party. 

Alas, the ladies have come and gone. Tomorrow we 
shall be back to our old selves again and the difference 
will be as that between leavened and unleavened bread. 
I think I know to which of the last two groups I belong, 
but it must be time fora change. All I got was a glimpse 
of a blonde head and a well-turned ankle and a good view 
of the back of the Commander’s neck. 

* 4 * 

The course of propaganda never did run smooth; in 
an evacuee hostel it becomes a kind of switchback, even 
though you have the ear of your public and were once 
- a doc yourself. At our hostel two cases of diphtheria 
broke out at the end of June, within a day or so of each 
other. One of the patients was a twin, and both of 
them were called Angela, so that a general air of con- 
fusion must be expected in this account which can only 
be distinguished from ‘‘ The Comedy of Errors” by 
differences in style. Well then: the twin, Angela A. 
aged 5 had been immunised with her sister four or five 
months before, awkwardly enough; and she had had 
no known contact with a case of diphtheria. But Angela 
B. aged 6 had only been back for a few days after four 
weeks in hospital with scarlet fever. We had already 
had a stormy time with scarlet fever, so we were glad 
enough to submit to a full-dress investigation. Throats 
were swabbed and offers of immunisation were scattered 
broadcast. Angela A., however, had shaken the con- 
fidence of our mothers. Had she not been immunised 
and had she not “ got it” after all? She had. They 
shook their heads at our glib arguments, pinning their 
judgment to facts as inopportunely represented by the 
case of Angela A. Only 8 mothers out of the 30 thought 
our guess was better than theirs and allowed their 
children to be immunised. The swabs all came back 
negative, and there were no more cases until the two 
Angelas returned from hospital, 6 weeks later. Ten 
days after the return Angela A.’s twin sister, Brenda A. 
developed symptoms and was sent to hospital. Here 
was a smack in the eye for propaganda. The medical 
officer of health came and took swabs of Angela A.’s 
throat, and the Klebs-Leeffler bacillus was grown from 
her postnasal discharge. Back she went to hospital. 
Rather sheepishly we brought up the topic of immunisa- 
tion again. The mothers didn’t think a lot of it; they 
were too polite to say so, but they sniffed: rather 
eloquently. But help was on the way. Angela A. had 
sunk us, but her twin Brenda, with a nice sense of fair 
play, threw us a lifebelt. She came home in a fortnight, 
never having had a positive swab. This was a test case, 
and one which nobody could sniff at. Twins, I mean, 
everyone knows how ready twins are to catch the same 
thing; and then Angela and Brenda A. had been in- 
separable after Angela came back from her attack in 
hospital. If Brenda hadn’t got it, it must have been 
because of that immunisation. It was as clear as mud. 
I began a telling campaign based on these arguments, 
and. went on to talk of winter—blackout—close quarters 
—closed rooms. Gradually they came round, and now, 
at the beginning of October all the children are in the 
thick of being immunised, and we have had no more 
infectious cases. That’s a bit of luck. 


* * * i 
. What are the motives behind the thousands now being 


bled to help stock the blood-banks, and the tens of’ 


thousands who await the call? And what do they 
imagine happens to them when they are bled? Some 
enrol to experience something new, others because they 
think, or their doctors have told them, that they suffer 
from blood-pressure, whereas a very few are actuated by 
the desire to secure the interest and possible admiration 
of their circle ; the vast majority, however, are moved 
by loyalty to their country’s cause and a genuine desire 
to give their blood because it is needed. Most of the 
volunteers are phlegmatic and their desire to serve costs 
them little in anxiety or discomfort. But an important 
minority must resolve conflicts and overcome fears and 
doubts before reporting for duty, and these deserve the 
full sympathy of the phlebotomist. In peace-time they 
are represented by those relatives: who loathe nothing 
more than the thought of giving blood and who would 
never volunteer were it not for a loved one in need. 
Some of the volunteers, who have had no opportunity 
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.of discussing the matter with one who has been 


‘* blooded,’’ imagine that an artery will be opened in the 
arm and that the blood will be caught in some sort of 
vessel (presumably on the down-throw) ; later,. stitches 
will be put in (if the bleeding can be stopped) and the 
exsanguinated victim will be sent home in the hopes that 
new blood will be made during the week-end. It says . 
a lot for the altruism of these apprehensive realists that | 
they have steeled themselves for the ordeal. In small 
towns, the dangers of giving blood are often magnified 
by stories circulating of oozing which the doctor could 
not stop, of bleeding which recommenced that night 
in the pictures, of faints at the tea-table, of lumps in the 
arm, of ‘‘ the septics ’’ and of all manner of.conceivable 
ailments attributed to blood-letting. On the other 


hand, some expect an operation as trivial as the grouping 


test—‘‘ 1 find my bus doesn’t go for another twelve 
minutes so I thought you might take my blood now.” 

The introspective volunteer will arrive at the centre 
with a dread of experiencing pain (often they compare 
their feelings to those experienced in the dentist’s 
waiting-room), a fear of seeing blood, especially his 
own, and of making a fool of himself in the presence of 
others. In case our donor-elect happens to be of this 
stamp, one cannot expend too much thought and care 
on him when he is called on for the first time. It is a 
natural and deeply rooted instinct to feel faint at the 
sight of one’s own blood, and even the thought of it will 
cause some people to feel squeamish. It is, therefore, 
an injustice to resent the attendance at the bleeding 
centre of those who are not very stable in their vasomoter 
systems, and to regard them contemptuously as ‘‘ neuro- 
tic.” The fainting is a ‘“ protective ” reflex, for the con- 
sequent fall of blood-pressure helps both to lay the subject 
It is as well to 
satisfy oneself that the volunteer is in good health and 
willing: the fact that the candidate was well on enrol- 
ment two years ago is no guarantee that he or she is fit 
to be bled now. We find it adds enormously to the 
comfort of the donor if he receives a small intracutaneous 
injection of procaine prior to the insertion of the ‘‘ donor” 
needle. The two who in error received an injection of 
sal volatile were presumably of the phlegmatic type or 
they would have complained: or can this diffusible 
stimulant have anesthetic properties yet to be explored ? 
It was only when we set about reviving a colleague’s wife 
with a tot of procaine that we realised that the dispenser 
had put up both these substances into similar bottles. 

How grateful we are to those who perfected the present 
M.R.C. needles and the bottle with its fashionable waist- 
line! A wider neck, perhaps, would have been prefer- 
able, being more readily adaptable for bottling goose- 
berries during the close season for blood, but otherwise 
we have no complaints. It is unnecessary, and uncom- 
fortable for the donor, to employ too great a pressure 
on the sphygmomanometer cuff. While the needle is 
being introduced through the anesthetised spot an 
initial rise to about 50 mm. Hg is desirable and the 
donor should be told to squeeze a bandage or a one 
ounce screw-capped bottle in his fist. As the blood 
begins to flow, the pressure can be lowered to 30 or 
20 mm. and it is surprising how often no pressure at all is 
needed, even if the donor has partially relaxed his hold 
on the bandage or bottle. Some of our volunteers turn 
the scales at fifteen stone, while others are barely seven. 
It is unfair to bleed them to an equal extent. The maxi- 
mum donation should be 420 c.cm., and some subjects 
are best cut down to 300 c.cm. or even less. In these 
days everybody is an allotment holder and a fire-watcher, 
in addition to doing more than an ordinary day’s work. 
The bone-marrow tax, therefore, should not exceed 5-7% 
and it should be collected at the most convenient time 
for the taxpayer—after business hours, or on Saturday 
afternoons and Sundays. 

k 


xk * 

Doctor, here’s your hat!” A book of medical 
reminiscences was published by an American doctor a 
few years ago with this engaging title. I did not’ read 
the book for I knew that, for me, the title was all. How 
many times has my decrepit tile been handed to me with 
these words. A lady arrived at the nursing-home for 
her confinement with my hat among her luggage, and 
refused to return it to me until her baby was born. 
Black hats in her system of hagiology were lucky ; even- 


540 THE LANCET]. 


my promise to find her a black cat in exchange was of no 
use. It had to be a hat, it had to be a black hat and it 


had to be mine. If this was my hat’s strangest experi- 


ence it has had another more humiliating. One of the 
difficulties that a doctor has about a hat is its safe 
lodgment in his patient’s house. Too few halls are 
today decorated with a hat-stand or even a hat-rail. 
The hat, however, must be left in a position that is at 
once obvious. and unobtrusive; the staircase lintel, if 
such there be, is the position of choice. ‘I will look i in 
to see David again on Tuesday, Mrs. Jones,” with one’s 
hand travelling lightly down the banister, ‘‘I’m sure 
that by then we shall find him (ah, yes, this is mine,” as 
one’s hand comes directly against ‘a familiar object) 
“very much better.’’ Nothing could be more simple and 
one is on the doorstep, hatin hand. The lintel absent or 
inadequate, it is necessary to look around for another 
lodging. It was thus that I was one day searching a hall 
when I saw a coffin-like gl&ss case in which fish of varied 
colours were swimming. I trustfully put my hat on the 
top of this miniature aquarium. I was mistaken, for 
its sixth and upper side was open to the air. My hat 
was rescued by the proprietor just before it completely 
submerged, and was returned to me with a goldfish inside. 

This problem will in any case be solved by the too swift 
passage of the summer, for the doctor who can put on his 
overcoat and leave his hat behind him must suffer from 
amnesia to an unusual degree. Three further clinical 
points about this interesting disorder. It must be of 
recent origin, since any late Victorian or early Edwardian 
physician who walked down the garden-path without his 
silk hat on his head must have suffered irreparable loss of 
prestige. Secondly, the malady is not entirely specific 
since it may embrace other objects; such as _stetho- 


scopes and ophthalmoscopes. Thirdly, in advanced | 


cases the symptom may be displayed in unusual cir- 
cumstances. <A few days ago the gardener brought in a 
forage-cap which he had found lying at the foot of some 
raspberry-canes. He had his theories about this cap. 
One was that the cook, his friend, had been receiving 
the licentious soldiery in the summer-house ; ; the other 
that the thieving, scrounging so-and-so’s had been 
after his peas. My wife restored calm when she recalled 
that a few nights before I had put on my Home Guard 
uniform for the first time and had mowed the lawn in full 
kit to accustom myself to these unusual garments. The 
night was warm, the grass was long, the mower was stiff 
and I was sweating uncomfortably round the forehead. 
I discarded my convict cap. Thus a few days later it 
was held in front of me, a poor shrunken thing. ‘‘ Major, 
here’s your cap!” 
a * * 

The autumn health publicity campaign of the Min- 
istry of Health has begun, and great things are promised 
us:. H. M. Bateman in his posters and Arthur Askey in 
his comedy film can be relied on to do their stuff, and 
there are to be window displays and talks by the B.B.C. 
But on ‘the literary side, it seems, there is to be no high 
art, just three very plain statements hardly worth the 
name of slogans—‘* Coughs and sneezes spread diseases. 
Trap the germs by using your handkerchief. Help to 
keep the nation fighting fit.’”’ Not very lively, are they ? 
And unless we use paper ones, which are scarce these 
days, it seems to me that our handkerchiefs will merely 
trap the germs temporarily and release them later on the 
unsuspecting housewife or maid at the wash tub. So as 
an unofficial Poet Laureate, spurred to action by grave 
current events, I submit the following metrical version 
which may point the way to saving a deserving life 
without mentioning any particular brand of disinfectant. 


Coughs and sneezes spread diseases. 
Trap the germ before it seizes ; 
Do not think our slogan cranky, - 
Wrap the devil in your hanky. 
So you’ll keep the nation fit, 
Able then to do its bit, 
Healthy, well and superhuman— 
All except the washerwoman. 

* * * 

It surprises me that no peripatetic correspondent has 
commented on the unique position which the cigarette 
holds in these troublous times. Though it cannot be 
counted as foodstuff or munition of war it has gained for 
itself a special controller, a special commission to buy 
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supplies from abroad, and a special place in the Lease- 


lend Act. I have read or heard the number of millions 


of cigarettes that are smoked every day and the thou- 
sands. of tons of tobacco that are imported every year, 
but having no memory for figures I have made my own 
calculations. If, I said, one in twenty of the population 
smokes cigarettes (surely a modest estimate) and the 
average consumption per smoker per day is 5 cigarettes 
(again a.modest estimate), then some 10 millions of 
cigarettes are smoked every day which at ls. 6d: for 20 
means £37,500 going up in smoke daily. Now, there is 
little doubt that the cigarette has become an integral 
part of our social system. It serves as introduction to 
strangers on a train journey ; it breaks the icy awkward- 
ness among distant acquaintances assembled for a meal ; 
it is the hall-mark of the gentleman when the meal is 
over. If you cannot produce a well-stacked gold or 
silver cigarette-case, or worse still, if you refuse to have 
one from such a case, you are suspect for the rest of the 
evening. The cigarette relieves the monotony of a 
tedious day (many a man never smoked till he jomed the 
army); it soothes the distracted mind; it allays the 
pangs of hunger; it may even, according to our 
scientists, disinfect the‘ air we breathe. And when all 
its virtues have been extolled, we have to admit that 
smoking is but a bad habit—a habit which can usually be 
broken without detriment to the habitué, a habit which 
many folks never acquire and are none the worse for the 
lack of it. For some it is a form of worship which, like 
church-going, they cannot do without, but for most of 
us it is a self-indulgence which with a little effort we 
could well give up. We might even class the smoker with 
the road-hog who uses petrol for pleasure, but would 
that be hitting at the liberties of the British working- 
man? Some smokers defend themselves by pointing 
to the revenue which tobacco brings in, but in these days 
when every inch of shipping space is needed for commo- 
dities to beat Hitler that is a poor excuse. May I add 
that I confess to a sneaking envy and aamuation of the 
pipe-smoker ? The only thing about him: that riles me 
is the time he wastes in filling his pipe. Now whisky is 
quite another kettle of fish; it is home-produced, is nine- 
tenths tax, and only the very rich can consume too much 
of it, so that to drink the stuff is a real act of patriotism. 
Being a Scotsman who has lately forsworn the weed, I am 
like to be overflowing with virtue and good spirits. 

On the related subject of food, I’d put the “ grow more 
vegetables ?” campaign among our few triumphs—so far 
—of this war. I don’t know how much extra food it has 
produced, but it has sent many of us townsfolk back to 
the land to discover or re-discover the virtue of digging 
up mother earth. It has been a hobby and a mind- 
healer as well as providing the physical exercise that the 
indoor worker needs; it has also been a great leveller, 
giving employer and employee a common bond of interest. 
It has even supplanted ‘‘ shop-talk ”?” when members of 
our fraternity forgather. 1 wonder if they cultivate the 
allotment and vegetable patch in Germany. 


BRITISH HOSPITALS ASSOCIATION 
Sir Bernard Docker had a cheering statement to make at 
the annual meeting of the association on Oct. 24. For the 
first time the association is distributing money. As the 
agent of the Government it is remitting the 50% grant of the 


_additional salaries being paid to the nursing staffs of the hos- 


pitals (Lancet, Sept. 6, p. 292). The council have adopted a 
statement of policy explaining the relationship between the 
association and the Nuffield Provincial Hospitals Trust, which 
is largely an attempt to define terms. Wherever practicable 
the term “ coérdination of hospital services ”? will be used 
instead of ‘ ‘ regionalisation.”” The association is calling its 
erstwhile regions “‘ areas ” and will try to make their bounda- 
ries conterminous with those of the Nuffield “ divisions.” 
Areal committees will deal with the special problems of the 
voluntary hospitals apart from those they have in common 
with the council hospitals. Sir Bernard regretted that legis- 
lation had not put upon voluntary hospitals a share of the 
responsibility for providing hospital accommodation. Sir 
Bernard also spoke of the anxiety felt by many hospitals 
about the shortage of staff owing to the refusal of the Ministry 
of Labour to regard hospital work as war work. His remarks 
were strongly endorsed in the discussion which followed and 
it was even suggested that some hospitals might have to close 
because the necessary lay staff was no longer available. 
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Parliament 


FROM THE FLOOR OF THE HOUSE 


MEDICUS M.P. 


Ir was in the first year of this world war that I left 
the House, in June, 1940, to be precise, and it is in the 
third year of the war, in October, 1941, that I return to 
this column. Not that Service commitments kept me 
away from the House -entirely—it is laid down in 
regulations that an M.P. shall get leave to attend to his 
parliamentary duties—but such visits as I could make 
were different. The House to which I return is different 
too. A Service colleague saying good-bye to me said, 
“ Well, keep ’em up to it. We support the Government, 
but no-one is infallible.” The House I left in 1940 had 
just rallied to the new Government to meet a mighty 
shock House to which I return in 1941 is remaking 
the forms and procedure of the House to meet the 
circumstances of a war in which Parliament is a chief of 
the forces fronting the enemy. There is active and 
constructive criticism. There is provision being made, 
for the first time in modern parliamentary history, for 
the taking of votes and recording the division of opinion 
when the House is in secret session. . There is criticism 
of the somewhat clumsy expedient of an official non- 
Government spokesman speaking from the ‘‘ Opposition ”’ 
bench (which supports the Government) so as to carry 
out the ‘ opposition ’’ duties without which the par- 
liamentary machine does not function. There is an 
incisive bite in many questions put to ministers in which 
a real opposition, in matters of detail, expresses itself. 
But out of details in Parliament spring principles on 
which Governments may be attacked. 

* * x$ 

There have lately been several occasions in Parliament 
in which the voice of criticism has reached full opposi- 
tion strength—but not an opposition on party lines. A 
debate on proposed changes in Service pay and depend- 
ants’ allowances introduced by Sir Walter Womersley, 
Minister of Pensions, and supported by Mr. Wilfred 
Paling, the parliamentary secretary, was received with a 
unanimous chorus of fierce criticism from Labour, 
Liberal and Conservative alike. The House wanted a 
straightforward increase of dependants’ allowances. 
The Minister offered an increase of grants to be made 
through the machinery of the Unemployment Assistance 
Board. This lining up of Army and other Service 
dependants outside the offices of the U.A.B. appealed 
neither to Viscount Hinchinbrooke in the uniform of a 
Midland regiment, nor to Miss Ward, a member of the 
War Grants Committee with an expert knowledge of all 
the details of the grants, nor to Mr. Dobbie, another 
member of this committee. 

The Minister tried to bluff it out and his parliamentary 
secretary backed’ him up but, most astonishingly, Sir 
Walter Womersley said, in a broadcast the same evening, 
that the proposals were received by Parliament with 
“ general approval.” Chase my parliamentary secretary 
round the Speaker’s chair—as Mr. Nat Gubbins, M.P., 
might say! Briefly this scheme for dependants was 
rejected by the mass opinion of the House on the ground 
that it was administratively unworkable and that it was 
unjust. The Minister still smiles about it in public—but 
behind the scenes desperate efforts are being made to 
evolve something more acceptable—and the House is not 
likely to be complaisant. And ministers can be changed 
if necessary. 


x * * 


Another occasion was a debate on the refusal by Mr. 
Morrison as home secretary to allow Mr. McGovern 
to visit North and South Ireland. Mr. McGovern is a 
member of the Maxton party of three who are against 
the war but who state that they are anxious to do nothing 
to impede the war effort. One of Mr. Morrison’s reasons 
for the refusal was that he did not consider that Mr. 
McGovern’s visit to Ireland ‘‘ would be helpful” to the 
national effort. But is it Mr. Morrison’s business to 
decide that ? It was argued, by the Conservative M.P. 


who brought the matter up before the House, that this | 


was not Mr. Morrison’s business—that it was essential to 
the M.P. to be as free and unfettered as possible in carrying 
out his duty as an M.P. The criticism of the Home 
Secretary by all parties in the House was so hostile that 
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the Prime Minister had to come to Mr. Morrison’s rescue. 
And there was an uneasy questioning about whether 
there was “ any danger of a division,” not in the House, 
but in the lobbies outside. ' 

No matters of this kind touch on the House’s support 
for the Prime Minister: he stands head and shoulders 
above all his ministers in the cabinet and out—indeed 
it is a pity some of them are not taller. As criticism 
develops—as a result of the revelations of the Gort 
dispatches, as a result of criticism with regard to 
British aid to Russia, and as a result of other matters 
which crop up—individual ministers’ reputations ‘may 
be damaged and they may even be dropped. But the 
Prime Minister strengthens his hold on the House. 


* * * 

One disadvantage of the McGovern debate was that it 
cut down a debate on the health of the nation to a half- 
day. Mr. Ernest Brown had recently made a statement 
on the inquiry to be held on the relations of voluntary 
and publicly controlled hospitals in the future. A 
useful piece of work, but not of priority importance at 
the moment. Medical man- power, the rise of tuber- 
culosis and its relation to the conditions of war-produc- 
tion, and existing epidemics of typhus in Europe are all 
of greater urgency. The interim report of the Shake- 
speare committee on medical man-power, which has — 
been written but not published, is known to be a purely 
interim proposal for the setting up of regional committees. 
The setting up of a method of close codrdination of all 
branches of medical work in the war will need to be 
pursued by other and-more vigorous means if this is to 
be effective. One of the speakers in the debate was 
Prof. A. V. Hill, who spoke in favour of a state medical 
service without defining the machinery of the service. 
The B.M.A. Medical Planning Commission, PEP, medical 
and health committees of other organisations and much 
discussion in committees in and around Parliament are 
all considering the problem of the health and medical 
service of the nation. And in the new parliamentary 
session—the present session is ending shortly—a larger 
scale debate on health and medical questionsis to take place. 

It is hoped that this debate will give opportunity for 
consideration of the health aspect of food rationing, of 
the increase of héalth services in war factories and 
generally of how to keep the nation—as one member said 
in the last debate—fighting fit for the work of production. 


Our Nutrition Policy. 


In the pleasantly informal atmosphere of the luncheon 
hour, on Oct. 21, Lord LISTOWEL in the House of Lords 
gave the Government an opportunity to describe how 
they were safeguarding the children’s food in war-time. 
The problem was not controversial but it was urgent. 
The Government’s milk scheme and school meals were 
our new antidotes to poverty and malnutrition, and 
Lord Listowel hoped they woud become no less per- 
manent a feature of our social services than free educa- 
tion. Indeed teachers have discovered that @& school 
meal is a practical demonstration of character training 
and dietetics, and-is as valuable as regular classes or 
organised games. 

Lord WOOLTON said that war had altered the whole 
nature of the nutrition problem. As a result of the 
equalising effect of the ration book the nation was living 
on a diet which was based on the average needs of the 
family. But it was not designed to meet the needs of 
special classes of the ‘community and there was some . 
danger that those who required special consideration, 
either for the growth of their bodiesor for the maintenance 
of more than average physical strength, might find the 
ration-book, diet insufficient. At present there were 5 
million children in the elementary and secondary schools 
and only 300,000 were receiving meals in school. The 
provision of school meals was uneven : in a few areas, as 
much as 30% of the children were having meals in school, 
in others there was little or no provision. Not all local! 
authorities had realised the implications of the war-time 
diet scale, and there was no doubt that many had met 
with difficulties regarding equipment, premises and 
finance. Yet in some areas up to 50% of the pare ays 
would like their children to have dinners in school, and 
are willing to pay for them. 

The Chancellor of the Exchequer had now agreed that 
from Oct. 1 the grant in respect of the provision of meals 
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for children attending public elementary schools was to 


be increased by a further 10%, with an overriding 
maximum of 95% of the loss incurred. The minimum 


. rate of grant would now be' 70% and the average rate 


approximately 80%. Priority supplies would be pro- 
vided to enable school canteens to serve balanced meals 
of the type which medical and scientific advisers con- 
sidered necessary for the growth and health of school- 
children. These provisions would apply to all schools. 
The cooking depots for use in emergency, which had been 


_ set up by local authorities and were now lying idle, were 


to be brought into action now, and kept bright and 
polished in the daily service of the children of the nation. 
They were capable of providing 300,000 meals a day, and 
the number would be increased to 400,000. British 
Restaurants and emergency meal-centres would also play 
their part, and their equipment, subject to suitable 
safeguards, would be used, and where it was necessary to 
start new kitchens equipment would be available from 
the Ministry’s pool. The President of the Board of 
Education was seeking to raise the proportion of children 
receiving milk under the milk in schools scheme from the 
present 60% to as near 100% as possible. To this end 
the whole cost of providing free milk to necessitous 
children and handling the milk in the schools would be 
reimbursed by the Exchequer. 

So much for children. But, Lord Woolton pointed 
out, we have not only to preserve life but to defend 
liberty. The principle adopted to secure the health of 
children—to see that they should be fed where they were 
congregated—had also been adopted for industrial 
workers. Canteens would be divided into three groups, 
according as they catered for the heavy worker, the 
medium-heavy worker and the sedentary worker, and the 


_ Government would provide the appropriate food accord- 


ingly. Before the end of this year 85% af the mining 
population would have a supplementary ration served at 
the pit-head. 

Lord HORDER, in welcoming the Minister’s statement, 


said that so far no overt signs of malnutrition were to be | 


seen among our people, but if we delayed until mal- 
nutrition appeared we might have waited too long, for 
malnutrition left a permanent scar. Evacuation had 
undoubtedly acted as a deterrent against deficiency 


, diseases in children, because sun and air were essential 


in preserving nutrition. But we did not know how far 
our children might be from malnutrition; for science 
could not measure the margin of safety. Children were 
at the mercy of chance in any rationing scheme, for with 
most mothers ‘knowledge marched a good way behind 
affection, and school was the only place where defects 
might be made good and hazards warded off. He felt 
that this was a red-letter day in the annals of children’s 
nutrition. Everybody must help and they must aim at 
as many meals as possible in as short a time as possible. 


The Battle of the Books 
The Minister of Information lately said that ink has 


done much to sustain and improve the modern social 


system. It is the staple of freedom, knowledge and 
entertainment. But ink can do nothing without its 
colleague paper, and Lord SAMUEL received warm support 
in the House of Lords on Oct. 23 when he pleaded for 
some indulgence for the publishers of books. Noble 
Lords seemed. to feel that paper-saving might well begin 
in Whitehall. Entertainment and education are part 
of our war effort and the public are seeking both today 
from books in a greater measure than ever before. 
Libraries and universities are unable to obtain school 
books and technical books which they have ordered, and 
Lord HORDER sent a message to say there is an urgent 
need for the release of paper for printing books for the 
doctor, the medical student, the nurse and the civil 
defence worker. He gave as an example from his own 
knowledge an excellent book on first-aid which is out of 
print and cannot be reprinted for lack of paper, and 
added that the ‘‘ chaotic state” of the printing and 
binding trades are causing from 4—6 months’ delay in the 
publication of what books there is paper for. Know- 
ledge of science could not be maintained unless there are 
books to feed it. Lord SAMUEL pointed out that the 
paper used for books is obtained from home sources and 
is only 1:5% of what the country uses for other purposes. 
We must concentrate on the war, but what are we fight- 


ing for, Lord Samuel asked. We are fighting for the 
intellectual and spiritual things which we value and it 
would be a tragedy if they were to be trodden under in 
the fight. The Archbishop of CANTERBURY held that we 
cannot be effectively at war unless we are sometimes . 
prepared to get outside it and above it, and for many 
books were the easiest means. Restriction of paper 


. unfortunately by no means meant that only the best 


books were published. Lord EsHER thought that the 
publishers had perhaps not done all they might to solve 
their labour problems. Lord ELTON said that the books 
we exported project Britain abroad, and declared the 
least pretentious book was a better form of escapism 
than alcohol or astrology. He warned his listeners that 
a too severe restriction of paper might easily slide into 
a kind of censorship. Lord SNELL ‘replied for the 
Government regretfully, but said the book trade had 
received more favourable treatment than newspapers or 
Sai He admitted his own indebtedness to 

ooks and looked forward to the day when they would 
once more provide unrationed nurture for our times. 
Lord SAMUEL thanked him for the spirit rather than the 
substance of his reply and acclaimed him as a literary . 
Doctor Jekyll and an official Mr. Hyde. 


‘QUESTION TIME 


School Meals in Scotlana 

Replying to a question Mr. .T. JOHNSTON said: I hope to 
secure an immediate and substantial development of school 
meals service by arranging for advantage to be taken of 
facilities provided by the Minister of Food, and where these 
are not available by encouraging education authorities to 
make their own provision. The financial aid available to 
education authorities is being increased. Parents who are 
able to pay will be expected to pay. Scots Law presently 
permits food to be provided for necessitous children only 
when the child is unable by reason of lack of food to take full 
advantage of the education provided. But malnutrition 
should be prevented, and a short bill, designed to give educa- 
tion authorities power to supply food free of charge to 
necessitous cases without waiting for evidence of malnutrition, 
will be introduced in the near future. 


Tuberculosis in Scotland 
Mrs. A. HARDIE asked the Secretary of State for Scotland 
in what districts in Scotland the increase in notified cases 
of tuberculosis had taken place.—Mr. JOHNSTON replying 
gave the following figures :— 


1941 
1938 1939 1940 (first 41 weeks) 
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4793| 2772)7565/4657) 244017097'5200 2504|7704| 4548 1988 | 6536 


Pul. = pulmonary. 


Infant Mortality in Scotland 

The latest infant-mortality figures available for Scotland 
are those for the first six months of this year. Comparing 
these rates with the average of the rates for the first six 
months of the three years 1937, 1938 and 1939, the burghs 
showing the largest percentage increases are Dumbarton, 
Rutherglen, Hamilton and Paisley. Considerable increases 
are found in the counties of Nairn and Sutherland, but the 
small number of births in the first six months of 1941 renders 
any comparison unreliable. (Mr. JOHNSTON replying to Mrs. 
HARDIE. ) 

War-time Nurseries in Scotland 
Ten local authorities in Scotland have submitted definite 


proposals for the establishment of war-time nurseries, and . 


these proposals, which provide for 39 nurseries, have all been 
approved. Of the 39, there are 2, each accommodating 40 
children, in full operation, and 14 which were already in partial 
operation at the date of the circular are being brought into 
fuller operation. (Mr. JOHNSTON replying to Mr. McNEt.) 


_ Deaths after Vaccination 

In reply to a question the MINISTER OF HEALTH stated : 
the deaths of children under five assigned to vaccination 
numbered 5 in 1938, 1 in 1939 and 6 in 1940; but I am 
advised that this classification does not rule out the probability 
that such deaths may have had other contributory causes. 
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Registrar-General’s Reports 


Sir ERNEST GRAHAM-LITTLE asked the Minister whether he 
would secure the resumption of publication of the Registrar- 
General’s Reports, cessation of which constituted a serious 
handicap on medical research, and was successfully avoided 
in the last war.—Miss F. HorsBrucu replied: The prepara- 


tion of these reports has not been discontinued, though it is — 


regretted that war-time conditions have delayed the comple- 
tion of the report for 1939. It has been decided, however, to 
print in the first instance a very limited edition of this volume 
which will be held by the Registrar-General and made avail- 
able for consultation and study by Government departments 
and other bodies or persons having an acknowledged interest 
in its contents. The interests of medical research will receive 
sympathetic treatment under this arrangement. 


Doctors for Pensions Appeal Tribunals 


Mr. W. W. WAKEFIELD asked the Minister of Pensions if, 
in view of his recent undertaking that he would consult the 
Minister of Health as to the supply of doctors for pensions 
appeal tribunals, he could now state what was the present 
position.—Sir W. WOMERSLEY replied : I have stated that I 
shall keep the matter of pensions appeal tribunals constantly 
in mind in the light of the findings from time to time of the 
Shakespeare Committee. Iam asking that committee to give 
me their views on the availability of suitable doctors for 


appeal work. 
Hospital in Antigua 


Dr. H. B. Moren asked the Under Secretary of State for 
the Colonies whether the Colony Hospital in Antigua, British 
West Indies, was still in the state it was in February, 1939, 
badly in need of repair, with rotten floors, leaking roofs, 

‘broken doors and poor sanitation; whether temporary 
repairs had yet been done; and when it was proposed to 
rebuild the hospital properly so that good medical work for 
the island inhabitants might be done.—Mr. G. Hatt replied : 
Owing to the financial position of the colony it has only been 
possible in recent years to effect the minimum running repairs 
to the Holberton Hospital in Antigua. The question of 
rebuilding the hospital, which is agreed to be necessary, has 
been considered by the comptroller for development -and 
welfare in consultation with the governor. Plans will be 
‘ drawn up by a qualified hospital architect now in the West 
Indies. This architect will shortly be undertaking a survey 
of hospital buildings in the Eastern Caribbean colonies and 
British Guiana, financed by a grant under the Colonial 
Development and Welfare Act. 


Medical Board Rejects 


Sir ROBERT Youne asked the Minister of Health whether 
he was aware that many men were turned down for the 
various forces by the medical boards on account of physical 
disability, and placed in class III or IV; and whether he 
would consult with the War Office, in the interests of the 
future health of the nation, so that each man should be 
informed of his particular physical disability, when if it was 
anything requiring attention he could consult his own medical 
doctor or officer.—Mr. E. Brown replied: I will communicate 
with the Minister on the matter. 


BEE StTincs.—Mr. S. B. Ralston of Bearsden, Dumbar- 
tonshire, writes: I have worked with bees for some 20 
years, using & veil but with bare hands, and therefore have 
a large experience of stings. A moderate number of stings 
have little effect, except a slight local redness and later 
itchiness, with no swelling ; but 20-30 stings have had a 
more severe effect, and recently even fewer than 20. 
The effects are, successively: (1) a feeling of heat and 
stuffiness inside the veil; (2) increasingly heavy pounding 
of the heart ; (3) rush of blood to the head, with blood- 
shot eyes; (4) a sick feeling but no vomiting ; ; (5) giddi- 
ness tending towards momentary unconsciousness ; 
(6) gradual recovery with profuse perspiration; (7) 
nearly full recovery in about two hours. The attack 
itself seems to take a long time, but actually is only a 
matter of minutes. The procedure I adopt is to lie flat 
on my back with my head slightly raised ; I do this at 
once in the garden, but well away from the hive. Then 
when the giddiness is over I go indoors and take a warm 
bath and get a very necessary change of clothing. 
Finally I sleep for an hour or two. 


MALNUTRITION IN THE COLONIES 
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Letters to the Editor 


MALNUTRITION IN THE COLONIES 


Sir,—You have drawn attention to the subject of 
planned nutrition for our Crown Colonies in your leader 
of Oct. 4, and I hope you will go on turning a kindly 
eye on this subject for the benefit of the less well informed 
at home. Little was really done before the war, though 
the Moyne Commission brought out the appalling state 
of nutrition in the West Indies, one of our oldest colonies. 
In Africa, medical development has largely been due to 
the keenness of individuals rather than to a defined 
nutritional policy. This is borne out by the dearth of 
nutritional appointments and of postgraduate training 
facilities, and by the lack of standing committees directed 
to the study of nutrition. Nor have educated Africans 
taken much share in a problem which is primarily their 
own. A more active policy was being foreshadowed at 
home before the war in the Colonial Advisory Report 
no. 1. Report no. 2, which was that of the colonies 
themselves, showed how little active concern for nutrition 
they had displayed up to that time. The work of the 
Medical Research Council, Dr. Platt’s visit, and the 
proposal to establish research scholarships before the 
war all show awakening interest. Credit for what has 
been done so far, however, must go largely to men like 
Stannus, Lowenthal, Pillat and Wilson, who spent the 


greater part of their lives in Africa and contributed much . 


of what is known about tropical malnutrition. They 
knew their environment and the people they lived 
among—essential preliminary knowledge for most 
research in Africa, since Africans are shy of inquirers 
until they know and trust them.’ The Alfred Jones 
Laboratory was an excellent example of the value of 
continuity, but is now closed down. If nutrition is to 


be tackled seriously in our tropical possessions this can — 


best be done by men who live there. Its study needs a 


_ director and whole-time staff and the same backing as 


that given to the sleeping-sickness campaign in recent 
years. Most of the medical advisers at home and the 
directors of medical services in the colonies have had a 
greater interest in medicine and hygiene than nutrition ; 
there have been few Sir Thomas Stantons. We need 
permanent nutritional departments at home and in the 


colonies, staffed by men who are not only qualified for 


the work but are vocationally interested in it. _ 

Moreover, colonial nutrition is judged from too narrow 
an angle. What collateral partnership is there between 
the study of nutrition and research in agriculture and 
fisheries, veterinary science, animal and plant nutrition ? 
It is the job of agriculturists to improve the cereal 
crops which are so badly needed in Africa, to check the 
growing of uneconomic crops, to prevent soil erosion, 
and to fight pleuropneumonia and rinderpest in cattle. 
To the Africans agriculture has always appeared as a 
child of the political administration and its potentialities 
have never been recognised. There has been little 
constructive attempt to create interest in nutrition ; 
few know, for example, that Kew Gardens introduced 
new foods and the first orchard crops to Africa. In 
many cases those orchards have been left desolate, or 
have become local botanical gardens, merely decorative 
and no longer serving the purpose for which they were 
intended. Lack of continuity is responsible; Kew is 
forgotten and unhonoured by the present generation in 
Africa. . 

Essential partners in African malnutrition are the 
venereal diseases. Gonorrhoea is endemic and wide- 
spread and is responsible for the bulk of physical unfit- 
ness among recruits, for much lost labour and for short- 
ened expectation of life. It is as much a disease of 
poverty and ignorance as leprosy, but instead of being of 
Biblical antiquity it has come with the changing world 
we have created for Africa—with our trade develop- 
ment and with the breakdown of old laws which have 
been replaced only in part by new ones. Even today 
we can do relatively little for lepers ; but for gonorrhea 
we now have specifics and could do much. 

Perhaps after the war we shall hear more about the 
colonial research fund; and perhaps more research 
facilities will be given to Africans and those whose 
interest is in the country. Since war broke out we have 
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been actively concerned about problems of subnutrition 


' at home. In our colonies, which have been so generous 
to us, gross malnutrition is rife in peace as well as war. 


Parkstone, Dorset. D. FITZGERALD MOORE. 


STUDENTS ADVISE THE PRIME MINISTER 


SIR, —As signatories of the telegram to which Sir. 


Ernest Graham-Little refers in your issue of Oct. 25, we 
fully realise that few have the knowledge to advise the 
Government on problems of pure strategy. But surely 
everybody has the right to express his opinion on the 
general policy which he thinks the Government may be 
pursuing, or which he wishes it to pursue. For the state 
of public opinion must be a consideration of some weight 
with the Government in coming to a decision, and the 
expression of such opinion is a democratic privilege 
which is not lost once the citizen’s vote has been cast. 
Isara] Morris. JUDY WATERLOW. 
CYRIL RUBEN. 


`- University College Hospital Medical School. 


Sir,—I trust that Sir E. Graham-Little will not lay the 


flattering unction to his soul that he has disposed, by his 


letter in TEE LANCET of Oct. 25, of the 63 students who 
sent to him and to the Prime Minister the telegram urging 
more effective British intervention to help Russia. In 
the first place his analogy of the surgeon performing an 
abdominal operation is far from convincing. Unexpected 
conditions are assumed to be discovered on opening the 
abdomen which may make the completion of the opera- 
tion immediately fatal. The surgeon pauses, and the 


_ implication is that he is pained and surprised when the 


onlooking students call upon him, even shout at him, 
to do something...Why shouldn’t they ? He gives no 
explanation to the students of his inactivity. Does he 
expect them to remain indefinitely mute with acquies- 
cence or admiration at his paralysis, which seems to 
them to be anything but masterly ? After all, a pause 
from June 22 to the present date seems to be an ex- 
ceptionally long time under the circumstances. Perhaps 
also—leaving the analogy aside—some of the students 
have read Mr. Lloyd’ George’s ‘‘ War Memoirs ” and 
have developed a healthy scepticism about both 
politicians and military experts in consequence. f 
Secondly, Sir Ernest seems to be unaware of the un- 
democratic tendency implicit in his argument. If we 
are told to leave every decision to the ‘“‘ unfettered and 
consummate judgment ” of any one person, this simply 
amounts to dictatorship. On the other hand, criticism 
and discussion are the essence of democracy and if the 
authorities keep back important facts they must not be 
surprised if criticism falls short in certain respects. They 
will, of course, in these circumstancesal ways be in a 
position to denounce such criticism as ill-informed—a 
useful dialectical weapon often used as a defence- 
mechanism, as shown by the extent to which they tend 
unnecessarily to hold back information even, in some 
cases, until after the enemy has published it. | 
The 63 students are not the only people in this and 


other countries who are gravely concerned at our appar- 


ent failure to take more energetic action to help Russia, 
as Sir Ernest will know if he happens to read the papers. 
There may be good, if obscure, reasons for this policy. 
But I hope they are better reasons than those given in 
Sir E. Graham-Little’s letter. ` 

Harley Street, W.1. FREDERICK DILLON. 


EVALUATION OF NUTRITIONAL STATUS 


Sm,—At the inaugural meeting of the Nutrition 
Society more time could perhaps have been profitably 
spent on discussing measurements of the growth-rate of 
children as an index of nutrition. In a recent survey I 
examined 4000 children in different parts of Great 
Britain for signs of malnutrition, some both before and 
after dietary additions. As a result I believe that in 
assessing the state of nutrition in children measurements 
of the rate of growth are still the most sensitive index. 
Animal experiments strongly suggest that any dietary 
deficiency, or combination of deficiencies, will be revealed 
by a decrease in the rate of growth. Conversely, in 
human feeding experiments in this country measure- 
ments of growth increments are the only observations 
that have plainly and unequivocally demonstrated the 
effects on children of an improved diet. In using this 
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_ nutritional yard-stick frequent measurements of height 


and weight over as long a period as possible should be 
taken ; single measurements are almost useless. Fur- 
ther, it is essential to compare a child’s growth curve 
with contemporary average curves, which should if 
possible be optimum curves derived from the best fed 
groups in the population. Alternatively, average height 
and weight tables from the recent reports of chief school 
medical officers of the large cities may be used. We 
know now that the stature of children is not a fixed 
natural characteristic for a given age but may be 
altered by varying the environment. For example, 
since 1920 the average height of 12-year-old Leeds 
elementary-school boys has increased by 2 in. and their 
weight by 7 lb. 

Assessing the nutritional state of adults is far more 
difficult. The epiphyses are fused and no longer may 
cubits be added to our stature. Short of frank deficiency 


disease we have to rely on a close examination of those 


tissues which reveal signs of a defective diet most readily 
—the skin, mucous membranes, eyes and blood. These 
observations are not easy-to make and their significance 
is sometimes disputed. Perhaps the best index of the 
state of nutrition in groups of adults, in populations free 
from frank deficiency disease, would be the changes in 
incidence of chronic bacterial infection, especially of the 
respiratory system. | 
The effect of certain other physiological systems which 
exert a powerful but subtle influence on nutrition should 


be borne in mind when assessing nutritional status. 


Abnormalities in the psychological “system, especially 
anxiety, may prevent the proper utilisation of ingested 
food. Disorder in the endocrine system—for example, 
hyperthyroidism—may cause wasteful utilisation of food. 
Malnutrition may result from bad ventilation or excessive 
fatigue owing to anoxemia and lactic-acid accumulation 
interfering with cell nutrition. Lastly, malnutrition 
may be due to unsuspected organic disease. 

I raise these points in order to re-emphasise the great 
complexity of assessing the nutritional status and dietary 
requirements of man. Although the great bulk of 
malnutrition and deficiency disease can undoubtedly be 
abolished by improving people’s diets, there are certain 
additional factors which complicate the problem. For 


-practical,,as distinct from experimental, purposes, I 


think it would be of most value to concentrate on 
watching the growth curves of children and the resistance 
to infection of adults as the surest indication of trends in 
the nutritional status of the population. 


Royal Hospital, Sheffield. JOHN PEMBERTON. 


| BLAST INJURY OF THE LUNGS 
SIR, —I am sorry that Dr. O’Reilly and Dr. Gloyne 
have marred their interesting account of blast injury of 
the lungs (Lancef, Oct..11, p. 423) by such a complete 


- mis-statement of my ‘‘ views ”’ on the subject. I have 


never suggested that ‘‘ blast injury is best marked in the 
phrenico-costal sinus.’’ Their quotation (Brit. med. J. 
1941, 1, 510) should be ‘‘ Certain parts of the lungs are 
predisposed to injury. Thus we find subpleural ‘rib 
markings,’ injury in the phrenico-costal sinus region, 
and deep and posterior lesions in the region of the 
hilus.” If they will refer to the Lancet of Aug. 16 
(p. 198) they will see this in diagrammatic form. 

I do not contend that ‘‘ since they [i.e. blast injuries 
and contusions or crush injuries of the chest] are so often 
found together they should be described together,” but 
I do contend that absence of signs of violence to the chest 
wall means little or nothing. There may have been no 
usual form of violence to the chest wall or a lorry weigh- 
ing 6 tons may have passed right over it; I have this 
conclusively proved with police photographs and post- 
mortem findings. Conversely the presence of signs of 
damage to the chest wall does not mean that lung 
lesions found are not wholly or in part due to blast. I 
have seen on a number of occasions how, especially in 
elderly people with rigid chest walls, there may be 
extensive fractures of ribs but no lung damage. So far 
no real pathological or clinical distinction has been 
shown to exist between cases of pulmonary concussion 
from (a) mechanical causes such as road accidents, 
(b) bomb explosions, and (c) depth-charge explosions, 
&c. One outstanding feature is the ease with which the 
lung lesions can be overlooked, ‘either because they give 
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few symptoms or because their symptoms are wrongly 
ascribed to other lesions present. 

The phrenico-costal sinus contusion was stressed 
because I feel it is proved that this lesion has an 
abdominal component to the force causing it, it therefore 
serves to direct attention to the fact that the abdomen 
is compressed with the chest—Dr. O’Reilly was so much 
confronted with this aspect that two ‘of his cases had the 
abdomen opened. I fancy his fig. 2, the radiogram of 
case 3, shows a phrenico-costal sinus contusion (these 
radiograms are of such general interest that it is a great 
pity they were reproduced as positives instead of nega- 
tives—they compare very unfavourably with those of 
Dr. Deaner on the previous page). 

The interpretation of the lung changes in any particular 
case may be so difficult that it is easy to understand 
them being described as just irregular. This is especially 
true of cases dying some time after the injury when acute 
pulmonary cedema may complicate the picture. Some 
degree of acute pulmonary cedema is the rule in these 
cases and the more hemorrhagic forms of this may 
mimic the deep and often massive hilar contusions (these 
can be regarded as the contre-coup lung lesion). The 
action of morphia in preventing the onset of acute 
pulmonary cedema suggests that Dr. O’Reilly was very 
wise to use it freely in his cases; the similar action of 
some anesthetics indicates that perhaps the dangers of 
anesthetics in blast cases has been exaggerated. Since 
acute pulmonary cedema is benefited by venesection each 
case should be given careful thought before’ plasma- 
transfusion or the like is used. 

While I agree with Dr. O’Reilly and Dr. Gloyne that 
the importance of making a diagnosis of blast injury ofthe 
lungs is great I do not believe that it is any greater than 
making a similar pathological diagnosis in road and other 
peace-time accidents—cases which are almost regularly 
treated with complete disregard for the lung lesions. 


Derbyshire Royal Infirmary. G. R. OSBORN. 


CEREBRAL HA MORRHAGE IN AN INFANT 
BORN BY CÆSAREAN SECTION 


Sir,—The morbid findings in an infant, which Dr. 
Lapage (Lancet, Aug. 9, p. 160) attributes to some con- 
stitutional factor such as deficiency of vitamin K, are of 
great interest on account of their strong resemblance to 
what is seen in patients with infective endocarditis who 
have been treated by a combination of heparin and 
sulphonamides. This treatment which appears so 
attractive on theoretical grounds has been associated 


with fatal cerebral hemorrhage in a proportion of cases 


and the brain at autopsy often shows diffuse extravasa- 
tion involving particularly the white matter of the 
cerebrum so that large areas are converted into a 
-heemorrhagic jelly. Elsewhere there are hemorrhages 
on a smaller scale and having a distribution similar to 
that described by Dr. Lapage. The similarity ‘of the 
pathological findings in the two states is a point in 
confirmation of the suggestion he puts forward regarding 
an alteration in the clotting power of the blood. 


London, 8.W.3. J. H. MULVANY. 


FOOD ADVICE FOR THE WAITING OUTPATIENT 


Srr,—The part which doctors and nurses play in aiding 
the national food policy is at present small because 
nutrition is a matter on which they are seldom consulted 
by their patients except in cases of illness, and -then it is 
more often the special diet than the general aspect that 
arises. In spite of the efforts of the Ministry of Food 
that are everywhere apparent:and applauded, enlighten- 
ment on the best food to buy within the restricted choice 
available and the most beneficial methods of cooking it 
are limited because the ministry lacks the means of 
reaching the housewife by personal contact. A great 
opportunity to overcome this difficulty exists in the out- 
patient departments of hospitals and in the maternity 
and child welfare clinics throughout the country where 
hundreds of thousands of women congregate daily. The 
initiative to exploit this opportunity should come from 
those responsible for the hospitals and clinics. 

At Soho Hospital for Women we are attempting to give 
advice on food and cooking to a minute fraction of this 
large group of the population. We have been enabled 
and encouraged to make the experiment by the good 


i 
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'Jokl-must have the anti-blood-sports mentality. 


opposite groups 
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offices of Dr. B. S. Platt of the staff of the Medical 
Research Council and by the coöperation of the London 
County Council who have been so good as to give us the 
services ‘of one of their expert advisers on domestic 
economy and cooking. This lady comes to the out- 
patient department once a week, and having made a 
typical housewife’s daily food purchases on the way 
demonstrates their uses and abuses. This is not done in 
a formal lecture, which would prolong the outpatients’ 
wait and discourage them, but in talks to a few patients 
at a time before or after they have been seen by me. 

. The demonstrations -are proving popular and the 
patients and their friends have expressed their gratitude 
for the service. The secretary of the hospital will be 
very pleased to show the scheme in working to anyone 
who is interested and will communicate with him. 


London, W.1. = W. C. W. NIXxon. 


MEDICAL ASPECTS OF BOXING 
Sm,—Supposing that boxing has all the disadvantages 
claimed by Dr. Jokl, which I would not admit, the 
advantages obtained by it far outweigh them, especially 
for men in the fighting forces. These are courage, 


' pugnacity, endurance, activity, quick wittedness, and 


general physical fitness. Far more numerous and 
serious injuries are incurred in football. I ear ai 

& 
the blood-sports boxing is certainly the bloodiest. 


Kim berworth, nr. Rotherham. G. E. MouLp. 


ENURESIS 


SIR, —In your issue of Oct. 18 Dr. Greene gives us a 
somewhat turbid criticism of Mr. Winsbury-White’s 
valuable article on Enuresis. This criticism cannot ' 
merit any serious reply if for no other reason than that he 
uses this quite senseless expression: ‘‘ It would be 
interesting to know how he differentiates these apparently 
” in relation to two quite well-known 
and distinct classes of upper urinary tract dilatation 
which are clearly and reasonably explained in the author’s 
text. Further, he makes the dogmatic statement that 
Bartholin’s glands do not open into the urethra. I should. 
be glad if he would produce for me any material evidence 
he has in his possession which proves this assertion. 


Guildford. DONALD MacLEop. 


RADIOLOGY AS A CAREER 


Str,—I should like . to endorse the remarks of 
“ D.M.R.E.” That there is no shortage of radiologists is 
surely borne out by the fact that only about three 
advertisements for one have appeared since the beginning 
of the war, three offering a living wage at any rate. It 
is pretty generally admitted that the future of radiology 
will be in the hands of full-time men in the hospitals. 
Apparatus and running costs are so expensive that proper 
examinations will soon be prohibitive in private. Yet there 
cannot be a dozen such appointments in Great Britain. 

The difficulties of radiology as a junior specialty, 
mentioned by your correspondent, are due mainly to the ` 
general staffs of hospitals who still think they know all 
about it and teach their students that all radiologists are 
bad. They insist on having their work done as and 
when they wish, giving no chance of organisation to 
departments whose work is doubled and apparatus 
halved, and whose coat of arms should be Atsop’s man 
and son and donkey. Hospitals will have to face the 
facts and put in men at worth-while salaries and let 
them be masters in their own houses. Otherwise there 
will be a shortage of good men, who will not take the 
present pay and status of technicians. The scheme of 
subsidising half-trained men is typical of the present 
attitude and will ruin radiology for a generation. 


D.M.R. 


HYDATIDS IN BritTaIn.—In referring to Dr. Nicolson’s . 
paper of June 21 on a pelvic hydatid cyst and the annota- 
tion on peritoneal hydatids in the same issue Sir Louis 
Barnett writes from Hampden, New Zealand: Hydatid 
disease is not so rare in Britain as many people think. 
My personal investigations showed that practically all 
the large hospitals record a case or two every year, and 
the MRegistrar-General’s mortality returns are not 
insignificant. 
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#H. E. G. BOYLE 
O.B.E., F.R.C.8., D.A. 


Henry Edmund Gaskin Boyle was born in Barbados 


and was educated at Harrison College there before coming 
to England where he qualified from St. Bartholomew’s 
Hospital in 1901. While a student he was president of 
the Abernethian Society and after qualification he held 
the post of casualty officer at the Bristol Royal Infirmary. 
‘He then returned to Bart’s as junior resident anesthetist, 
rising in due course to be head of the department. 
When he began his life’s work the ‘‘ rag and bottle ” 
methods were universal, but about 1912 the work of 
Hewitt in this country and Boothby and Cotton in 
America put gas-and-oxygen on the map and Boyle was 
quick to grasp its possibilities. In the last war he was 
instrumental in getting the army authorities to realise 
the importance of the new anesthesia in shocked patients 
and the dispatch of his portable apparatus to casualty 
Coring stations in France undoubtedly saved many 

ves. 
made a visit to the United States to see for himself the 
progress of anæsthetic teclnique. While there he was 
struck by the value of the Davis gag for dissection 
tonsillectomy, and on his return he introduced it to 
British ear, nose and throat surgeons. He was also one 
of the pioneers of intratracheal anzsthesia. In 1935 the 
Royal College of Surgeons elected him a fellow and in 
the same year he received the new diploma in anesthetics. 
He was one of the first pair of examiners for this 
diploma and his fairness and acceptability were widely 
acknowledged. 

For over 40 years ‘‘ Cockie ” Boyle could be seen nearly 
every day at Bart’s and the number of students who 
benefited by his practical teaching was enormous. He 
also held anesthetic appointments at Paddington Green 
Children’s Hospital and St. Andrew’s Hospital, Dollis 
Hill, and had a large private practice. He was not a 
ready writer, but he contributed now and then to the 
medical papers and published with his colleague Mr. C. 
Langton Hewer ‘‘ Practical Anesthetics ”? which reached 
a third edition. 

Boyle was by nature extremely kind and he had hosts 
of friends. “ To an anesthetist who met him only out- 
side hospital, the characteristics which most impressed 
me in him,” J. B. writes, ‘‘ were his joviality, a slightly 
sardonic sense of humour, readiness to speak at a meeting, 
and general level-headedness. Boyle’s earliness in the 
field with an efficient and not too complicated gas-and- 
oxygen machine, in the days when that form of anes- 
thesia was rapidly being established after the last war, 
has earned for him a lasting name among the anesthet- 
ists.” He took a deep interest in student activities, 
and was a familiar figure in the stand at Richmond for 
the rugger cup ties. His own sport was cricket and he 
often displayed his skill in the matches between past and 
-present Bart’s men. 

In 1910 he married Mildred Ethel, daughter of J. W. 
Wildy and widow of Mr. Leslie Green, F.R.I.B.A. 
His health had been failing for some years and he 
died on Oct. 15, aged 66. 

+ 
DAVID ORR 
M.D. EDIN. 


THE sudden death of Dr. David Orr on Oct. 8 at his 


home in Edinburgh came as a shock to his friends, for he > 


had just returned from a holiday and seemed to be in 
good health. David Orr was born in 1872 and educated 
in Edinburgh at George Watson’s College. He qualified 
in 1894 from the university, and in 1902 was specially 
commended for his M.D. thesis. After qualifying he 
studied diseases of the eye in London at Moorfields 
Hospital, and for a time was clinical assistant in the 
ophthalmic wards of the Edinburgh Royal Infirmary. 
From postgraduate studies at Heidelberg and Vienna 
he returned to Scotland to work with Clouston at Morn- 
ingside, then at Melrose Asylum, and later he held the 
post of assistant pathologist to the laboratory of the 
Scottish asylums. In 1898 he was appointed assistant 
- medical officer and pathologist to the Prestwich Asylum, 
Manchester, and was promoted deputy superintendent in 
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For these services he was made O.B.E. Boyle - 
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1911 and medical superintendent in 1924. Unfortun- 
ately his health broke down the following year, 
and he retired to. Edinburgh, where he resumed 
his research in the laboratory of the Royal College of 
Physigians. | 

Orr was an indefatigable worker, and during his time 
as pathologist at Prestwich he published. important 
papers dealing with the pathology of acute insanity, 
the influence of toxins on the central’ nervous system, 
and the paths of infection through the lymph-stream in 
the spinal cord. He was familiar with the German, 
French and Italian literature of his subject, and visited 
the continental clinics and laboratories. In 1909 with 

. G. Rows ‘he published a translation of Lugaro’s 
“ Modern Problems in Psychiatry.” No-one who worked 
with him will forget his vivid personality and buoyant 
enthusiasm. He carried with him ‘‘ the infection of a 
good courage” and so could ‘ meet all life’s ills and 
accidents with gallant and high-hearted happiness.” 
His main interests outside his work were golf and music. 
He sang well and had a fund of good stories, and an 
evening in his hospitable home was something to be 
remembered. 

He leaves a widow and two daughters. : 


HASTINGS GILFORD — 
F.R.C.S. 


Mr. Hastings Gilford died at the age of 80 on Sept. 6 
in Reading where he had set up in practice in 1887 soon 
after qualifying from Guy’s. He continued to practise 
as a general practitioner to the end of his life and many 
families recognised his skill as an accoucheur and his 
devotion to children. But his - l 
consulting practice, both medical ME ~~ 
and surgical, was also growing— 
he had taken his fellowship in 
1889—and in due course he 
became surgeon to the Reading 
Dispensary and during the last 
war to the Sutherland Hospital 
for Pensioners. With his seeking 
mind it was inevitable that he 
should gravitate to the Reading 
Pathological Society and he 
read many papers at their 
meetings. Though most of his 
contributions were surgical he 
was a pioneer in the study 
of the ductless glands and his 
classic paper on progeria was 
published in our columns (1914, 1, 672). These in- 
vestigations led him to the study of cancer, and most 
of his later writings were a challenge to experimental 
research, for he contended that cancer was not caused 
by an outside agency acting on the cells but by a disorder 
of the cells themselves stimulated by civilised man’s 
unnatural ways of living. In “ Postnatal Growth and 
Development,” published in 1911, he put forward the 
thesis that development begins with the integration of 
the cell, which continues with increasing complexity and 
diminishing impetus up to middle age, then merging 
into declining phases in which this process is reversed. 
His Hunterian lectures in 1913 dealt with the nature of 
old age and cancer from this standpoint. He continued 
his studies of the biological and clinical aspects of the 
subject and ‘“ Tumours and Cancer ”’ appeared: in 1926, 
and he also contributed forceful letters to our columns. - 
Later under the name of John Cope he set out his views 
for a wider circle of readers. With this bias towards 
distrust of the conventional Hastings Gilford combined 
a disarming humility and a receptiveness to the lessons 
of experience that made him good company for young 
and old. He took much from the town of his adoption 
and gave more in return. | 


Gilbert Adams, Reading 


Mr. G. STAFFORD ALLEN, who died suddenly in London 
on Oct. 22, aged 70, was partner in Stafford Allen and 
Smith Ltd. of Long Melford, Suffolk, medicinal herb 
growers. Interest in herbs and gardens was traditional 
in the Quaker family to which he belonged and he was 
equally at home in fruit-growing, agriculture and pedi- 
gree pig breeding, while his hobby was the rock garden. 
He was a trustee and manager of the Ogilvie school of 
recovery at Clacton. : | 5 
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Medical News 


University of Oxford 

On -Oct. 16 the degree of D.M. was conformed: in absence on 
Eric Smith. 
` The Rockefeller Foundation is madig a grant of £1000 to 
the university towards the cost during 1942 of research on the 
growth of and regeneration of nerves to be undertaken by Mr. 
J. Z. Young in-thə department of zoology and comparative 
anatomy. 


University of Glasgow 
On Oct. 18 the following degrees were conferred : — 


M.D.—* H. 0O. McLaren (with commendation) and C. H. Wilkie. 
*In absentia. 


M.B., Ch.B.—J.S. Frew (with honours); T. A. Berry, N. C. 
Scott, John Gilchrist, W. A. Maclure, Wallace Barr, A. W. 
McLeod, W. B. Newton, Agnes D. D. Murray and Joħn Renwick 
(with commendation} ; F. O. Aneval A . B. Aiton, W. EA M. 
Akiyemi, J. M. Alexander, W. H. N. Angus, Robert Auld, C. 
Barry, S. G. A. Bartlett, C. K. Boal, Andrew Bowman, R. D: C. 
Brackenridge, O. M. Brewster, C. H. Brown, Johanna J. S. 
Brunton, Walter Pameti W. F. Caldwell, Janet A. Christie, 


Thomas Cochrane, H. B. Cowan, G. M. Cubie, J. T. Cunningham, 
N: Conninghaim, T . M. Curran, C. C. Cuthbert, Jean W. Cuthbert, 
KA K. M. Deas, W. A. Dewar, T. M. Donald, W. A. J. Donald, P. A. 


Duke, R. I. Shaw Dunn, R. L. Ewing, O. S. Farquharson, Hugh 
Ferguson, James Frame, Marion K. Gilmour, Benjamin Guyer, 
J. A. V. Hamilton, J. M. Hamiton, A. R. Harbinson, James 
Hemphill, Ruth L. Henderson, A. T. Hendry, M. J. Hood, Jack 

8, Julius Jacobs, Bileen I. Jamieson, J. S. Jeffrey, George 
Johnston, D. M. Kissen, N. M. Lamont, W. H. Lang, W. R. C. Lang, 
Innes Lumsden, M: uwy C. Lynas, Robert McAndrew, W. F. McCle- 
mont, A. F. McCoubrey, W. M. MacDermid, Archibald MaoDonald, 
Joseph McGlone, Robert MclIlwraith, Mary M. McKelvie, Alan Mac- 


on, H. A. Maclachlan, A. G. MacLeod, D. J. MacLeod. J. A. 
Macleod, N. F. Macleod, J. C. Meek, I. G. Meiklejohn, Edward 
, Kathleen M. Miller, W. L. a a R. D. Muckart, John 
Murphy, John Newton, G. W. Park, W. A. Parker, J. B. Pettigrew, 


R. E. Potts, A. R. Rennie, T. R. A. Richmond, David Robertson, 
Nathan Sher, D. W. Short, A. M. Smeaton, A. B. C. Smith, J. F. 
Smith, F. M. Steel, Janet I. Stewart, Sylvia J. Strachan, Thomas 
Symington, A. C. Tait, G. R. Thomson, J. M. Arauari, A. R.G. 
Watson, J. O. Wood, F. W. C. Yardumian, W. H. Yellowlees, 
Maida B. Young, M. J. Young and Violet B. Sounds 
Scottish Conjoint Board 
_ At recent examinations of the board of the Royal Colleges 
of Physicians and Surgeons of Edinburgh, and the Royal 
Faculty of Physicians and Surgeons of Glasgow the following 
were successful s— 

L.B.C.P. & S.E. L.R.F.P. & S. 


©. E. V. P. Amerasinghe, Benen Beck, G. C. Cope, T. V. 
Darke, Thomas Dean, A. M. A. El Far, Yousif Faraony, Ralph 
Friedman, A. R. Gemmell, M. F. El Giziri, D. F. P. Gordon, David 
Granet, Benjamin Greenberg, J. H. Haldane, Margaret M. Hanretty, 
Norman Hornstein, Dorothy L. D. Johnston, George Johnstone, 
H. E. Klein, R. I. Kynaston, Henrietta Lennon, J. K. Lotinga, 
B. H. Lunine, Herbert Macpherson, O . Markandya, H. J. F. 
Mitchell, E. K. Neidich, Jack O’Hara, Valaydon Poonoosamy, 
E. Reinsberg, C. B. ‘Robinson, Julius Schneiderman, Robert 
Smith, Theodore Tuller. 


The following graduates of recognised foreign universities 
have also been admitted licentiates :— 

Szulin Riterband, M.D. Rome, Else Wolfsohn, M.D. Berlin. 
Tuberculosis Association 

A meeting of this society will be held at 26, Portland Place, 
London, W. l, on Saturday, Nov. 8, at 10.30 a.m. During the 
morning six short papers will be read and in the afternoon there 
will be a discussion of problem cases and interesting radiograms. 


Medical Honour 
Dr. Donald Dunn, house-officer at the London Chest Hos- 


pital, has been awarded the M.B.E. Dr. Dunn carried patients 
to safety single-handed when the hospital was bombed. 


Royal Society of Medicine 


A general meeting of the fellows of this society will be held i 


at 1, Wimpole Street on Tuesday, Nov. 4 at 3.30 p.m. On 
Nov. 5, at 2.30 p.m. the section of surgery will meet to 
discuss streptococcal cross-infection in wards. Tho openers 
will be Prof. A. A. Miles, Prof. J. Paterson Ross, Dr. M. van den 
Ende, and Colonel Leonard Colebrook. At 3 P.M. on the 
same day Prof. A. T. Jurasz will read a paper to the section 
of history of medicine on the foundation ofthe Polish medical 
faculty within the University of Edinburgh. On Nov. 7, at 
10.30 a.m., Mr. F. Watkyn-Thomas will deliver his presidential 
address to tho section of otology. He will speak on otitic 
meningitis. Mr. E. D. D. Davis has chosen as the subject of 
his presidential address to the section of laryngology the prob- 
lems of the otolaryngologist in war. He will give it on the 
same day at 2.15 p.m.; at 2.30 p.m. Dr. A. D. Marston as 
president of the section of anzsthetics will speak on the 
centenary of ether as an anesthetic. 


MEDICAL NEWS 


ry. 
Hunt, A. H., D.M. Oxfd, F.R.O.S. 
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Medical Gaiaa 


Captain E. J. F. Hinde, M.R.C.S., RAM, has been 
reported missing at sea during September. 

In recent casualty lists the following R.A.M.C. officers were 
posted as prisoners of war: T/Major J. M. Fosbrooke, 
F.R.C.S.E., W.S/Captain J. E. S. Carmichael, M.B. Edin., 
a S/Captain A. Mikellides, and Lieutenant R. M. Solomon, 


Cancer Research Studentship 


The council of the Royal College of Surgeons will shortly 
nominate a Prophit student in cancer research. The student- 
ship will not exceed an annual value of £500 with an allowance 
of £200 for travelling expenses and the appointment in the 
first instance will be for one year. Applications should reach 
the secretary of the college, Lincoln’s Inn Fields, W.C.2 
before Nov. 22. 


CoRRIGENDUM.—The reference to Gurd, F. B. and McKim, 
L. H. on page 429 of Oct. 11 should read: Amer. J. Surg. 
1941, 51, 584. 


Appointments 


BAILEY, J. SHACKLETON, M.R.C.S. : 
Eye, Suffolk. 

BRAND, W. G., M.B. Edin.: 
Adlington, Lancs. - 

BUTTERWORTH, JOAN, M.B. Lond., D.P.H. : asst. M.O. for Hants. 

GRIFTTIHS, H. J., M.R.C.S., D.P.H.: temp. asst. M.O.H. for 
Newport, Mon. 

HALBERSTAEDTER, Max, M.B. Lond., D.M.R.E.: senior asst. 
radiologist to St, Mary’ 8 petite, Paddington. — 

sag ror E. O., M.R.C.P.: temp. physician to the Hull Royal 

rma 


examining factory surgeon for 
examining factory surgeon for 


: surgical registrar at the Royal 
Cancer Hospital (Free), London. 7 
KATZ, JAKOB, M.D. Bratislava, D.P.H. Prague: temp. deputy 
M.O.H. for Accrington. 
KLABER, ROBERT, M.B. Lond., F.R.C.P. : consulting dermatologist 
to the Luton and Dunstable Hospital. 
asst. M.O.H. for Huddersfield. 
LANCHESTER, H. O., M.A. Camb., M.R.C.S.: R.S.O. at Portwey 
Hospital, Weymouth. 


NEWMAN, J. L., ‚D. Camb., M.R.C.P., D.P.H. : deputy M.O.H. 
and deputy school M.O. for Warwickshire. 

O'REILLY, E. ape M.B. N.U.I.: temp. asst. M.O.H. for St. Helens. . 

* RICHARDS, B. T., M.R.C.S., L.D. S., D.P.M. : medical superintend- 
ent of the Langho Colony for Epile tics. 

ROGERS, KATHARINE, M.R.C.S., M.R.C.O.G. : M.O. (maternity and 
child welfare) for York. 

W YBURN-MASON, R., M.B. Camb., M.R.O.P.: medical registrar 
at the Royal Cancer Hospital (Free), London. 

= * Subject to confirmation. 


- Births, Marriages. and Deaths 


BIRTHS 


DESMOND.—On Oct. 9, in Bermuda, the wife of Surgeon isaten 
A. M. Desmond, F. R.C.S., R.N.V.R.—a daughter. 

DUNKERLEY.—On Oct. 20, at Westerham, Kent, the wife of Dr. 
Arthur Dunkerley—a ‘daughter. 

MATHESON.—On Oct. 20, in London, the wife of Mr. Iain Matheson, 
F.R.C.S.—a son. 

Monrko.—On Oct. 19, in Singapore, the wife of Prof. J. K. Monro, 
M.Ch.—a daughter. 

OLDFIELD.—On Oct. 21, at Harewood, Leeds, the wife of Major 
Michael Oldfield, F. R. C.S., R.A.M. ‘C. —a daughter 

RicHarps.—On Oct. 18, the wife of Dr. A: M. Richards, of Banbury 
Road, Oxford—a daughter. 


MARRIAGES 


FLETCHER—SEELY.—On Oct. 24, at Winchester, Charles Montague, 
M.R.C.P., only son of the late Sir Walter Morley Fletcher, to 
Louisa Seely. 

FRASER—BEETHAM.—On Oct. 16, at Bermuda, Peter Kennedy 
Mare M.D., Surgeon Lieut. -Commander, R.N., to Doris 

eetnam. 

HARPER—SPILLER.—On Oct. 18, Curzon Harper, of Barking, to 
Violet Spiller, M.D., of Streatham. 

HART—MEYER.—On Oct. 25, in London, Philip D’Arcy Hart, 
M.D., to Ruth Meyer. 

HEWITI—Wo0op.—On Oct. 25, at Watford, Edward John rag eae 
Hewitt, M.D., R.A.M.C., of Shenley, to Joan Millicent Wood. 


DEATHS 


ANDREW.—On Oct. 23, at St.~Austell, Wilfrid Andrew, L.M.S.S.A. 
DENGUE -—On Oct. 22, "at New Clipstone, Notts, Nathaniel Benoly, 
I.D. Würzburg, L. R.C.P., formerly of Bethnal Green Road, 
Tendon aged 92. 
BrRiIDGES.—On Oct. F in Cheltenham, Arthur Brodie Hamilton 
Bridges, O.B.E., M.R.C.S. , major, R.A.M.C., late of Kilmington, 


evon. 
REDFERN.—On Oct. 23, at Compton, Winchester, John Joseph 
Redfern, M.D. Belf., aged 80. 
WaRD.—On Oct. 23, at Bournemouth, John Alfred Ward, M.D. 
Durh., aged 77. 


KNOX, EILEEN, M.B. Brist. : 
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Notes, Crete and Abstracts 


HABITUALLY AND FOR GAIN 


L. FARRER BROWN, B.SC. (ECON.) LOND. 
BARRISTER-AT-LAW _ 


THE innocent looking phrase “ habitually and for 
gain ” has made its reappearance in connexion with a 
proposal that unqualified persons should be prohibited 
from making nursing their livelihood. The midwifery 

rofession had experience of the phrase from 1910 to 
io 26. Accounts of that experience appeared at the time 


in annual reports of the Central Midwives Board and of 


man officers of health, but a brief recital may be of 
interes 

' The Midwives Act 1902 (section 1 (2) ) provided that 
from April 1, 1910 (which was about 7 years after the 
Roll of Midwives had been established), no woman should 
“ habitually and for gain attend women in childbirth 


otherwise than under the direction of a qualified medical 


practitioner ?” unless she was certified as a midwife. 


Exemption was granted to legally qualified medical - 


practitioners and to “ anyone rendering assistance in 
a ease of emergency.” Any woman who offended 
against this provision was liable on conviction before 
a court of summary ponecenen to a fine not exceeding 
£10. 

A considerable number of prosecutions were under- 
taken in different parts of the country and fines of 
varying amounts were imposed on offenders; but in 
many cases in which there appeared to bea clear breach 
of the law the matter was not brought into court or the 
prosecution ‘was unsuccessful because of the loopholes 
open to a defendant. For a prosecution to be successful 
five things had to be proved : 

(1) that the defendant was not a certified midwife ; 

(2) that she had attended habitually ; ; 

(3) that she had attended for gain ; 

(4) that she attended otherwise than under the direction of 
a doctor; and . 

(5) that her attendance was not the rendering of assistance 
in a case of emergency. 


_ Proof of the first was easy, but the remaining four often 


presented difficulties. Many magistrates required strict 
proof that attendance had been habitual and for gain. 


“ Habitually ” is an elastic term and was a hard thing to 
prove because evidence was required of attendance 


= under improper conditions in a number of cases and 


within a recent period. ‘‘ For gain ” is ambiguous. If 
payment is not demanded but a present is given as a 
thank-offering is that gain? Even when the payment 
of money could be proved, evidence that the defendant 
had ‘rendered other services at the same time, such as 
washing clothes, cooking, helping in the house, or looking 
after the other children in the family, tended to weaken 
the prosecution’s case. To prove the payment of money 
was not without its difficulties. For example, the mother 
states. on oath that she called at the defendant’s house 
and paid the defendant’s fee for attending at the confine- 
ment, but was not given areceipt. The defendant denies 
having received any payment and declares that she 
attended the mother merely as a friend. There is a 
conflict of statements and in the absence of a witness or a 
receipt signed by the defendant the charge is likely to be 


dismissed on the ground that there is no evidence 


corroborating the mother’s statement. 

** Covering’ by medical practitioners provided some 
offenders with the means of escaping punishment. At 
one stage such covering was by no means infrequent, and 
the Central Midwives Board therefore brought proceed- 
ings against certain doctors before the General Medical 
Council. The first of these cases was in respect of 
covering in its most open and common form. The 
doctor had arranged with an uncertified woman to “look 
after ’’ her cases for her “ at the modified fee of 7s. 6d.” 
It was proved that three women had been delivered by 
the uncertified woman, that the doctor had called the 
next day but not subsequently, that he had not examined 
the patients, and that he had been paid a fee of 7s. 6d. by 
the uncertified woman in each case. He had notified the 
births—a proceeding clearly designed to conceal that the 


7 ‘women had been delivered by the uncertified woman 
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alone. The doctor was found guilty by the. General 
Medical Council. 

The exemption granted to anyone rendering assistance 
in an emergency was abused. This abuse seems to have 
been facilitated by the attitude of some benches of 
magistrates and by the desire of many patients to screen, 
the uncertified women who had attended them. In one 
case in the home counties the defendant pleaded guilty, 
but said that she wished to continue her work as a mid- 
wife in the interests of the poor of the neighbourhood. 
Apparently the sympathies of the women she had 
attended in their confinements, of the magistrates and 
of the general public present at the hearing were enlisted 
on her behalf. The chairman of the bench stated that 
they were bound to record a conviction but did so with 
very great regret, that they would reduce all the defend- 
ant’s expenses and would only impose a fine of le. which 
would be paid by one of the members of the bench. The 
chairman then informed the defendant that in future she 

could act in the absence of a doctor only when the case 


was one of emergency, to which she.replied ‘“‘ There will 


be plenty of emergency cases then,” and the chairman 


responded “‘ We know you are doing a good work.” 


A change in the law was made in 1926. The phrase 
“ habitually and for gain ’’ was dropped, and an attempt 
was made to prevent abuse of the necessary exemption 
in a case of emergency by placing on the defendan the 
onus of proving that attention had been given *‘ in a case 
of sudden or urgent necessity.” The new provision,? 
which is still in force, was in the following terms : 

“ If any person, being either a male person or a woman not 
certified under this act, attends a woman in childbirth other- 
wise than under the direction and personal supervision of @ 
duly qualified medical practitioner, that person shall, unless 
he or she satisfies the court that the attention was given in 


_@ case of sudden or urgent necessity, be liable on summary 


conviction to a fine not exceeding ten poun 


Exemption was granted to pupii-midwives | and 
medical students attending confinements as part of their 
training. It will be noted that a curious omission in the 
earlier act was remedied. In the 1902 Act the prohibition 
applied only to unqualified women. In 1926 unqualified 
men-midwives were brought within the scope of the 
prohibition. 

BRITISH COLLOIDS ia. (Cookes Laboratories) have 
withdrawn the following lotions and creams from the 
general market : Lacto-calamine, calamine cream and 
lotion, zinc cream, and mercury and sulphur scalp lotion. 
These preparations will in future only be supplied on.a 
doctor’s prescription. 


Infectious Disease in England and Wales 
WEEK ENDED OCT. 18 


N otifications.—The following cases of infectious disease 
were notified during the week: smallpox 0; scarlet 
fever, 1195 ; whooping-cough, 1979 ; diphtheria, 1002 ; 
paratyphoid, 62; typhoid, 16; measles (excluding 
rubella), 783 ; pneumonia (primary or influenzal), 624 ; 
puerperal pyrexia, 161; cerebrospinal fever, 107; 
poliomyelitis, 50; polio- “encephalitis, 23 encephalitis 
lethargica, 4 ; dysentery, 143; ophthaimia neonatorum, 
86. No case of cholera, plague or typhus fever was 
notified during the week. 


The number of civilian and service sick in the Intectioùs Hospitals 
of the London County Council on Oct. 15 was 1295; including 
measles, 19; w. ooping-cough, 
530; enteritis 24; ; chicken- pox, 17; erys ipelas, 25; nramps, 9 
poliomyelitis, 6 ; dysentery, 17 ; Sarebecaninal Tovor, 14; puerperal 
sepsis, 14; enteric fevers, 46; german measles, 2; other diseases 
(non-infectious) 56 ; not yet diagnosed; 81. 


Deaths.—In 126 great towns there was 1 (i) death 
from enteric fevers, 2 (0) from scarlet fever, 1 (0) from 
measles, 10 (4) from whooping-cough, 11 (1) from diph- 
theria, 46 (0) from diarrhoea and enteritis under 2 years, 
and 12 (0) from influenza. The figures in parentheses 
are those for London itself. 

Sheffield reported 8 deaths from diarrhea, Birmingham 7, and 
Manchester 6. In the same week Dublin had, 22 fatal cases of 
diarrhoea and Glasgow 15. 

The number of stillbirths notified during the week was 
180 (corresponding to a rate of 33 por thousand total 
births), including 18 in London, | , 


1. Midwives Act 1926, section 7 
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~ From the accounts of the sequele of certain forms of 
crushing injury recorded by Bywaters and Beall (1941), 

eall, Bywaters, Belsey and Miles (1941), Mayon-White 
and Solandt (1941), and others, it is clear that in such 
cases acute rénal insufficiency is relatively frequent. 
While this is accompanied by certain pathological 
changes in the kidneys, the descriptions of the renal 
pathology so far available do not appear to offer a 
completely satisfactory explanation of the gross functional 
disturbances observed during life. Neither do they seem 
sufficient to provide a clear correlation of this with any 
previously described form of acute renal lesion. In 
two cases of this kind which we have recently had the 
opportunity to examine the changes in the kidneys are 
of a definite and unusual nature. We hope that our 
findings may stimulate inquiry as to whether similar 
appearances can be detected in the kidneys of other fatal 
cases of crush syndrome. 


CASE ] 


A woman, aged 18, was admitted as an air-raid casualty to 
the Hampstead General and N.W. London Hospital, on 
April 17, 1941, under the care of Mr. Arthur Gray, F.R.C.S. 
She had been pinned under a beam for six hours. On 
admission she was in a state of shock with cold extremities, 
and the blood-pressure was 112/78 mm. Hg. Both legs had 
been crushed under debris and there was an area of bruising 
on the left calf with death of a portion of skin, measuring 
5 x 5in. There were also many abrasions of the skin and a 
fracture of the pelvis was recognised by X rays. Steps were 
taken to tounteract shock and the wounds were cleaned and 
treated with sulphanilamide powder and flavine ; 2000 units 
of A.T.S. was administered intramuscularly. The patient 
received also potassium citrate gr. 30 and sulphapyridine 1 g. 
three times a day. During the following days the pulse 
continued poor though the blood-pressure had risen. There 
was restlessness and drowsiness without sleeping and vomiting 
was frequent. Some of the daily observations are recorded 
in the table. (Edema appeared in the legs, particularly in 


Observations in case 1 
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the right thigh, on the second day ; it increased and became 
gross on both sides before death. Hiccough developed on 
the sixth day and acute dilatation of the stomach on the 
seventh ; the dilatation was relieved. by lavage. The pulse 
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became variable, with dropped beats, and the patient-died on 
the ninth day. ! ; 
An autopsy was performed (M. G.) on April 26, twenty-three 
hours after death. There were numerous skin abrasions and 
the injuries previously mentioned were confirmed. A - 
circumscribed area of pale necrosis 6 cm. long was found in the 
right quadriceps femoris muscle. (idema.was present in 
both legs and in the chest wall. The heart showed no ' 
important change. Petechis were present in the pericardium 
and pleure. The pleural cavities each contained 1500 c.cm. 
of clear fluid; both lungs were grossly cedematous. No 
important change was seen in other organs apart from the 
kidneys. These were enlarged (R. 242, L. 230 g.). The 
capsules were non-adherent and the surfaces smooth. On 
section fluid oozed from the cut surfaces. The renal cortex 
was pale and mottled, and in the deep parts there was an 
opaque whitish zone 2 mm. in breadth surrounding the bases 
of the medullary pyramids, which were darkly congested. 
Histological examination of the kidneys shows that the 
general arrangement of the cortex is not disturbed by any 
antecedent chronic change.. There is a slight separation of 
the tubules as by edema. The glomeruli are normal in size, 
cellularity and blood content. Spheroidal masses of homo- 
geneous material, somewhat resembling dead cell bodies, occur 
in many of the capsules of Bowman; these appear to be 
albuminous aggregates, for the lining cells of the capsules are, 
in general, in situ and normal. In the first convoluted tubules 
the epithelium is of normal appearance ; there is no catarrh 
or evidence of recent regeneration, while with special stains 
neither fat nor hyaline droplets are demonstrable. Their 
lumina, sometimes very slightly dilated, contain amorphous 
debris or rounded masses like those in the capsules; no 
hemorrhages or.casts are seen in them. The second convoluted 
tubules are more conspicuous than normally owing to denser 
nuclear staining. All'of them show some pathological change, 
though the degree of this varies greatly. In the majority the 
alterations are slight, comprising moderate dilatation of 
lumina, slight basophilia of cell protoplasm and increase in 
the number and density of staining of nuclei. These appear- 
ances, which correspond to those seen in regenerated tubules 
after a mild experimental tubular nephritis, are more pro- 
nounced in occasional tubules or in small groups of segments 
where mitoses can be recognised in the cells: around such 
tubules there is definite plastic overgrowth of the supporting 
interstitial tissue (fig. 1). In many of these second convoluted 
tubules there are also light casts of orange-brown material 
resembling hemoglobin which takes the form of beaded fila- 
In one or two places in the 


convoluted tubules of a type which will be described in the 
boundary zone where they occur in much larger numbers 
{fig. 2). Boundary zone. It is in this region, where the straight 
descending limbs of first convoluted tubules in the medullary 
rays of the cortox are changing to narrow descending limbs of 
Henle, that the most remarkable histological picture is 
observed. In any single section the low power reveals large 
numbers of severe focal lesions affecting the broad ascending 
limbs of Henle’s loops, the segments which lead up to the 
second convoluted tubules in the cortex (fig. 3). 
often occur in groups and each group is surrounded by a very 
definite recent overgrowth of interstitial tissue. By examina- 
tion of serial sections it is in most instances easy to ascertain 
that each focus implicates not only a tubule but also the thin 
wall of an adjacent venule. The tubule can be traced from 


_-comparatively normal conditions above and below to a Jevel 


where there occurs an aneurysmal bulge of 40-80 u diameter. 
This is usually filled by’ a dense mass of albuminous coagulum 
which stains faintly with eosin and gives a light fibrin reaction. 
The epithelium: lining the bulge has suffered especially severe 
damage and the actively regenerating cells are often thinned 
out and flattened, the relining being sometimes incomplete. 
This bulging part of the tubule indents the wall of the small 
venule and often protrudes into the lumen of the latter, while 


„in some instances there is clear evidence that it has actually 


ruptured through (fig. 4). The inner wall of the venule at a 
point of rupture is covered by a cap of thrombus continuous 
with the coagulum in the tubule, and frequently a strand of 
proliferated epithelium is enclosed in the thrombus. Some- 
times a considerable strand of proliferated cells extends in the 
venous channel, loosely held in thrombus. These proliferat- 
ing cells in this unusual site can be identified with considerable 
e 
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certainty as epithelial; the endothelium of the vessel is 
unaltered except where it has been completely destroyed under 
the cap of thrombus. In many of the smaller foci of this type 
the albuminous mass protrudes through a gap in the dilated 
wall of the tubule into the connective tissue outside, and it is 
not clearly ascertainable that it has entered a venule, though 
the appearances leave it possible that a very small vessel has 
been involved. ‘The number of these foci of intense tubular 
damage is in this case very large, so that in a single low- 
power field it may be possible to identify three to five involving 
the wall of one of the larger venules of 200 u diameter (fig. 5). 
Medulla. Most of the collecting tubules are normal but in a 
number of them there are orange-brown casts of varying size. 
These are fhostly light and are composed of beaded ribbons of 
material resembling hemoglobin. A few are more solid and 
are large enough to press on the epithelial lining, which is then 
flattened and may show some regenerative change. The 
evidence of damage of cells is, however, comparatively slight 
in any of the collecting tubules. 


CASE 2 


A man, aged 51, admitted to hospital on April 17, 1941, 
was an air-raid casualty who had been buried under debris for 
8 hours. He had crushing injuries of the legs with fracture of 


- the right internal malleolus and laceration of muscles in the 


right foot. The clinical course was characterised by oliguria 
and hematuria, and the blood-urea rose from 100 mg. per 
100 c.cm. on April 21 to 384 mg. on the 24th and 400 mg. 
before his death on the 25th. On the 24th the urinary urea 
was 1-3 g. per 100 c.cm. and chlorides 1°5 g. as NaCl per litre. 
The illness was similar to that in case 1. 

Autopsy.—There was no obvious œdema of subcutaneous 


tissues. The heart showed slight dilatation of the right. 


ventricle. Both lungs had areas of consolidation in the lower 
lobes with suppurative softening and there was pleurisy on 
both sides. The kidneys (R. 180, L. 210 g.) were large and of 
firm fleshy consistence, not fibrous. The surfaces wore 
slightly granular and there were a few small areas of indenta- 
tion of irregular shape. On section the cortex was of normal 
width and aspect, apart from some congestion. The pyramids 
were congested. 

Histological examination.—There are in the renal cortex a 
considerable number of ill-defined areas of partial atrophy of 
tubules with sclerosis of a few glomeruli, and around these 
there is some interstitial thickening with lymphocytic infiltra- 
tion. In the medulla also some vertical bands of moderate 
fibrosis occur. These changes, which may have been 
pyelonephritic in origin, are clearly of old standing and in 
keeping with this there is some diffuse intimal thickening in 


FIG. 

(indicated by white lines); proliferation of epithelium with new 

cells cast off in some lumina. First convoluted tubules all around 
are normal apart from debris in lumina. x 150, 
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1—Moderate lesions of second convoluted tubules in cortex 


3—Ascending limbs of Henle in boundary zone. One intense 
lesion in centre with dilatation of lumen and active regeneration 
of epithelium; tubules nearby less affected ; normal tubules on 
left above. x 150. : 


arteries and arterioles. There remain, however, considerable 
areas of cortex which have been practically normal, and in 
these parts there can be recognised lesions of recent date 
similar to those described in case 1. These lesions comprise 
the following: (a) Light brown casts resembling hemoglobin 
in second convoluted tubules. (b) Proliferation of cells in 
some of these tubules. (c) The more intense focal lesions with 
rupture of-tubules and extrusion of albuminous material. 
The majority of these are of small size and cannot be seen to 
enter venules ; most of them occur in the boundary zone. A 
few of them, however, are larger and implicate the walls of 
venules as in case 1. The walls of the venules are thicker in 
this case and may have been less easily perforated. The 
lesions here appear to be slightly older and more nearly healed 
than in case 1. (d) In the medulla large orange-brown casts 
occur in many collecting tubules and their presence is 
associated with some appearance of damage and regeneration 
of epithelium. The casts are more numerous than in case 1. 


DISCUSSION 


In the records of. fatal cases of crush syndrome the 
brown casts in the renal tubules have been a conspicuous 
feature, and similar casts have been described in the urine 
of cases which recovered (Longland and Murray 1941). 
The question has been raised whether blockage of tubules 
by these casts could be the cause of the renal disability, 
but histological evidence on this point is inconclusive. 
The persistence of casts in the tubules could so easily 
depend on diminution of filtrate, whether this resulted 
from an impaired circulation or from some other cause. - 
The most important criticism of the blockage theory, 
however, has been made by Bywaters and Beall, who 
point out that if tubular obstruction alone were con- 
cerned such urine as was secreted should theoretically 
be of normal composition, coming from ‘unobstructed 
tubules; but in their experience the urine was little 
more than a glomerular filtrate (urea-concentration factor 
1-6-2-8 in their cases 1 and 2), and this is confirmed by 
figures taken from Henderson’s (1941) chart of a recovered 
case (concentration factor about 3:3 on the tenth day 
when the urinary output was about 700 c.cm.). In our 
cases 1 and 2 also single observations on the eighth day 
gave concentration factors of only 2:7 and 3-3 respec- 
tively. Such extreme degrees of ablation of one of the 
highest functions of the kidney are of considerable 
moment and it is no doubt significant that among acute 
renal conditions the greatest reduction of concentrating 
power is known to occur when there is severe damage of 
tubular epithelium. This may be observed in mercurial 
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Fig. 4—Tubulo-venous lesion in boundary zone. 
filled with coagul 
occurred. ` x 150. 


Fig. 5—Three tubulo-venous lesions in which ruptures have occurred. 
x 


nephritis in man and has been a characteristic finding 
in experimental tubular nephritis in animals (Dunn, 
Howarth and Jones 1924). 

The most comprehensive descriptions of tubular 
epithelial changes so far available are by Bywaters and 
Beall, who mention severe damage in the form of fray- 
ing of protoplasm and vacuolation, but also regenerative 
changes with mitotic division and proliferation. These 
are referred to ascending limbs of Henle and to convoluted 
tubules generally. Mayon-White and Solandt have 
noted degenerative changes of acute character with 

yknosis of nuclei, but mention no special localisation. 
Minami (1923) who, as has been pointed out by Bywaters 
(1941), gave an account of the renal lesions in cases of 
similar character, also described only acute changes in 
convoluted tubules without specific localisation. In 


our own cases the definite epithelial alterations appear to- 


Fic. 2—Arrangement of nephrons, showing sites of lesions. I.C.T., 
2.0.T. = first and second convoluted tubules. A.H. = ascending: 
limbs of Henle’sloops. Coll. = collecting tubules. 
with severe tubulo-venous lesions. 


V. = venules 
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be restricted to ascending limbs of Henle and to second 
convoluted tubules, and are at a proliferative and healing 
stage, as might be expected in tubular lesions of over a 
week's duration. The identification of the two sets of 
‘convoluted tubules in a previously normal kidney is not 
difficult. Apart from having a wider diameter and taller 
epithelium, each first tubule forms a compact. mass of 
closely packed convolutions into which no other tubule 
enters. The second, with narrower calibre, lower 
epithelium and closer set nuclei, is much shorter and 
pursues an open angled course between the above 
masses ; it therefore appears in sections only as isolated 
rings or ovals or in small rather loose groups. The 


tubules are, it may be noted, somewhat similar to these 
in histological appearance. While the anatomical 
structure and arrangement of the nephrons are now fairly 
fully established, much as yet to be learned about the 
functioning of the different parts, but there is increasing 
evidence that it is in the lower segments that final 
adjustment of reaction occurs, in man and carnivora as 
a rule to the acid side. 

It is difficult to find in the diseases of man any 
analogy for a condition of acute selective damage of the 
lower segments of the nephron, but evidence drawn from. 
experimental lesions in animals may assist in elucidating 
the pathogenesis of a lesion of this kind. Dunn and 
Polson (1926) have shown that by the introduction into 
the circulation of the rabbit of large doses of uric acid in 
solution, in the form of lithium monourate, severe 
selective damage can be produced in the ascending limbs 
of Henle, second tubules and to some extent collecting 
tubules, while the ffrst convoluted tubules remain normal 
in appearance. Necrosis of the epithelial linings is 
produced within an hour or so of the injection, and 
regenerative changes are in full swing by the fourth to 

eighth day. In the regenerative phase the lesions show 
distinct similarity to those in the present cases, except 
that tubulo-venous lesions are not found. In these 
animals, just as in uranium or oxalate nephritis where 
the first convoluted tubules are selectively damaged, 
there is anuria or oliguria with low urea concentration, 
and the blood-urea rises. These phenomena have been 
attributed by Dunn and Polson to non-selective reabsorp- 
tion of filtrate through the damaged walls of tubules into 
the blood, thus escaping excretion. More recently 
MclIarlane (1941) has shown that in the experimental 
phosphate nephritis of rats, which was described by 
Mackay and Oliver (1935) and by Duguid (1936), the 


ascending limbs of Henle which lead to the second: 
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lesion is again almost restricted to the lower nephron 
segments, and he agrees with Dunn and Polson in 
attributing the special localisation of lesions &t this level 
to change of reaction in the filtrate, added no doubt to 
increase of concentration which has been effected at 
higher levels. 

A feature which appears to be unique among the 
tubular changes in the present cases is the localisation of 
the most intense damage at points where the lower 
nephron segments lie in close proximity to veins. Fur- 
ther confirmation of this occurrence in other cases 
would be desirable but in our material the frequency 
of the association is so remarkable as to suggest a definite 
causal nexus. In uric-acid nephritis there seems to be 
little doubt that the lesion is determined by precipitation 
of the agent from a soluble form in which it is relatively 

armless to a solid which exerts the destructive effect. 


It seems possible that in the present cases also a substance - 
of special toxicity is produced in the presence of acid, 


and that the proximity of venous blood has an influence 
in permitting a greater swing towards an acid reaction in 
this area than is reached at other parts. ` 

Nothing certain is known as yet of the nature or source 
of any toxic agent which may be responsible for the renal 
damage in cases of crush syndrome. The available facts, 
however, appear to justify the primary view to which 
most observers have ‘adhered—that after release of the 
affected tissue from a compressed and more or less 
ischemic state something toxic is absorbed from it into 
the circulation as the’ vessels reopen, and that the toxic 
agent affects the kidney in the course of excretion. 
The number and kinds of possible toxic agents which 
could so arise is conjectural and the suggestion that the 
cast material, which apparently contains myohzemoglobin 
(Bywaters and Delory 1941), is toxic is not to be 
ignored. Some light will probably be thrown on the 
genesis of this condition by experimentation with 
products obtained from muscle or other tissues. While 
not attempting to prejudge the results of this investiga- 
tion, we suggest that both uric acid and phosphoric acid 
may well come under review as possible toxic agents, 
seeing that both of these molecules have a well- 
recognised origin in muscular tissue in the form of inosinic 
aci 

The part, if any, which may be played in the initiation 
of this syndrome by lowered blood-pressure consequent 
on shock has yet to be determined. Bywaters and Beall, 
while recognising that oliguria may be contributed to by 
@ fall of systemic pressure and also by dehydration, could 
not attribute primary significance to either of these 
factors in their cases. There appears also to be general 
agreement that the degree and kind of renal functional 
disturbance which develops after crushing of the limbs is 
quite distinct from any of the sequelæ of ordinary 
surgical shock, and the exact pathology of the renal 
lesion itself is required in order to throw some light on 
this special feature. Maitland (1941) has suggested that 
the renal failure may be caused by vascular stasis in the 
kidneys resulting from low blood-pressure and aggravated 
by hemoconcentration, while the circulation is flooded 
by abnormal protein from damaged muscles. It would 
be impossible at present to deny significance to any of 
these factors acting separately, but it does not seem a good 
argument that they would act concurrently in the early 
hours when injury appears to be inflicted on the kidneys ; 
an accumulation of abnormal products in the blood 
would imply a fair circulation even through the injured 
limb, and an important lesion confined to the kidneys 
would suggest that they had received an adequate dose 
of the toxic agent from blood which passed through them. 
The significance of selective involvement of the kidneys 


in the present cases can hardly be overlooked, and it may 


be set in contrast to the lack of evidence for damage of 


. other organs—the liver, for example, appears to function 


normally, for urea formation proceeds unchecked and 
large amounts accumulate in the blood. In considering 
possible reasons for specific localisation of damage in the 
kidneys attention may be drawn to a fundamental obser- 
vation in experimental nephritis—that renal tubular 
damage can be most surely produced when the renal 
blood-flow is normally abundant and the concentrating 
power of the organs is unimpaired ; for these reasons 
they sustain a more intensive attack by the toxic agents 
than do other tissues. 


DR. ROBERT EVANS: T.N.T. JAUNDICE 
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SUMMARY 
- The most definite changes found in the kidneys from 
two cases of crush syndrome are restricted to the 
ascending limbs of Henle’s loop and second convoluted 
tubules ; the lesions are in a healing stage. 
The most severe of the tubular lesions implicate the 


‘walls of small venules, into which many of them have 


perforated. 
The special localisation of these lesions may depend on 
change of reaction in the tubular contents at these levels. 


Uric acid and phosphoric acid are substances capable. 


of producing selective damage in these tubular segments. 


We are indebted to Mr. Arthur Gray for permission to 
abstract the clinical notes of the cases and to Dr. Robert 
Cruickshank for his.assistance in procuring the pathological 
materials. Reproductions . of photographs by Mr. Jobn 
Kirkpatrick. ° 
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ROBERT M. EVANS, M.B. CAMB. 
MEDICAL REGISTRAR AT THE ROYAL SOUTHERN HOSPITAL. LIVERPOOL 


THis is an account of observations on seven patients 


employed in an ordnance filling factory and suffering 


from toxic jaundice, apparently caused by trinitro- 
toluene. The condition is not uncommon under the 
present war conditions, and early diagnosis and treatment 
are essential. All our'cases have occurred within 6 
months of beginning employment at the ordnance 
factory, and in one fatal case the patient had been in 
contact with explosives for only 3 weeks when symptoms 
appeared. Six out of seven cases were in women, three 
of whom were unmarried ; there was no history of preg- 
E toxemia in any patient. Two of the patients 
e e 


SYMPTOMATOLOGY 


Nausea or vomiting was the first symptom noticed in 
five patients ; in the remaining two jaundice and cyanosis 
were the first symptoms. After an interval lasting up 
to 12 days jaundice was noticed. A constant early 
symptom was vague epigastric pain or discomfort and 
anorexia which preceded the appearance of jaundice 
by several days. 

Jaundice appeared in all the patients within 12 days 
of the onset of symptoms. The colour in the early stages 
was the lemon yellow of toxic jaundice, to be distin- 
guished from the more greenish yellow of obstructive 
jaundice. This colour is like that of a one in a thousand 
aqueous solution of acriflavine, and is really lemon yellow 
with a trace of orange; it is readily distinguished by 
clinical students from the colour of obstructive jaundice 
patients, but may be confused with that of catarrhal 
jaundice. Difficulty may arise because many of the 
healthy workers show some orange tinting of the hair 
and exposed skin from the local action of the explosives. 
In three of the patients the jaundice increased after 
admission and became rather darker. A tendency to 
bruising was noticeable in all the patients whose jaundice 
was well marked, and petechial hemorrhages were a 
prominent feature of both the fatal cases. Cyanosis 
and anemia were only observed in two of the patients, 


and it must be noted that cyanosis is very common in - 


these workers and is not necessarily related in any way 
to jaundice. The liver was not grossly enlarged in any 


‘case, and was only palpable in one patient who subse- 


quently developed signs of cirrhosis. 
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The temperature maned subnormal except in the 
terminal phase of the two fatal- cases. There were no 
rigors, and no patient complained of chills. The pulse- 
rate was variable, but was usually about 80 per min. in 
most patients. The absence of fever and rigors is one of 
the main differential points between this condition and 
catarrhal jaundice. 

The urine contained bile-pigments in all cases, and 
there was albuminuria at some period in four patients. 
Webster’s test! demonstrated the excretion of tuinitro- 
toluene in the urine, But was not constantly positive in 
all patients, only becoming so during treatment in some 
cases. Many of the workers in trinitrotoluene give a 

ositive Webster test; this indicates not intoxication 

ut only excretion of the substance. ‘Leucine and 
tyrosine crystals were not demonstrated in the urine 
of any patients. 

The blood in all cases gave a positive direct and 
indirect van den Bergh reaction. No constant changes 
could be demonstrated spectroscopically, because owing 
to enemy action adequate facilities were not available. 
Anzmia was only severe in one patient who developed 
aplastic anzmia after the jaundice had resolved. The 
white-cell count showed a leucocytosis of up to 15,000, 
with relative polymorphonuclear increase in several 
patients (this has been observed in some apparently 
normal workers). 

The lzevulose-tolerance test was performed as a routine 
during convalescence, but showed no abnormality i in any 
of the cases which reached this stage. 

No evidence of the presence or formation of gall-stones 
was found at any stage. 


AUTOPSY FINDINGS 


Two patients have died, one from acute liver atrophy 
16 days after the appearance of jaundice, the other from 
aplastic anzemia 18 weeks after the onset of jaundice and 
9 weeks after its disappearance. 


The findings im the first case were those of acute yellow 
atrophy of the liver. There was extensive jaundice, with 
many ecchymoses and petechial haemorrhages on all serous 
membranes. The liver was grossly shrunken, soft and bile- 
stained, and weighed only 21 oz. ; the appearances were those 
of the necrotic stage of acute yellow atrophy. The spleen 
showed some softening but was otherwise normal. The 
bone-marrow was red in the whole length of the right femur. 
The kidneys showed poor differentiation of medulla from 


cortex (possibly partly post-mortem change). Other organs 
showed no gross abnormality apart from bile-staining. 
Sections showed gross necrosis and disorganisation of the liver 
lobules, with some infiltration with round cells, and much 
amorphous debris, presumably from broken-down liver cells. 
The bile-ducts were not much affected, and did not show any 
inflammatory or hyperplastic changes. 
The second fatal case was of special interest, for the jaundice 
had resolved completely 9 weeks before the patient died of 
aplastic anwmia, of which there was no sign while the jaundice 


was present. The post-mortem appearances were as follows. 
Pallor of the skin and some ecchymoses. The fauces and 
soft palate were ulcerated. The liver was finely granular 
and somewhat shrunken. The cut surface of the liver showed 
some pale areas of degenerating liver tissue, and pink areas 
of developing fibrosis. It weighed 40 oz. The spleen and 
kidneys showed no gross abnormality. The marrow of two 
ribs, the sternum, lumbar vertebre and upper halves of both 
femurs was reddish, but not as red as typical hyperplastic 
marrow. Other organs showed no gross abnormality. 
Sections showed -subacute necrosis of the liver, with some 
fatty degeneration, hypertrophy and fibrosis. Marrow 
smears showed no evidence of myelocytes or nucleated red 
cells. 
CLINICAL COURSE AND TREATMENT 


The patients must be removed from contact_with 
trinitrotoluene as soon as the condition is suspected, and 
put at rest. On admission to hospital all the patients 
except one were given 20 g. of glucose daily in drinks, 
and 15 units of insulin per day; in this one case the 
jaundice persisted for 2 months—about a fortnight longer 
than the average period for the others. Vitamin C, 100 
mg., was given daily by mouth. A light diet was given, 
and symptomatic treatment ordered as required. It should 
be reme embe 7 ed that many drugs—e.g., sulphonamides, 


æ — — 
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chloral hydrate and amidopyrine—may cause damage 
to the liver or bone-marrow, and so are to be avoided 
in T.N.T. poisoning. The jaundice in several cases 
increased after admission to hospital, but began to fade 
after 1-2 weeks, and in four cases was gone within 6 
weeks ; one other resolved after 8 weeks, and a second 
resolved slowly about 3 months after the onset. 

The true end-results of the condition in these patients 
cannot yet be estimated, for it is only 6 months since the 
first patient became jaundiced. The present condition 
of all the patients may be summarised thus : 


One patient has died of acute yellow atrophy (case 1). 

One patient developed agranulocytic angina with the blood- 
picture of aplastic anemia, and in spite of all treatment died 
14 days after readmission (case 2). 

One patient has ascites, apparently from cirrhosis, but is 
now free from jaundice, and the effusion has to be tapped 
only at increasing intervals (case 3). 

Four patients have apparently recovered and are free from 
all symptoms. 


The final result of the four apparent recoveries and the 
patient with cirrhosis can only be judged when further 
time has elasped and liver-function tests have been 
carried out. The findings in the liver of the second fatal 


. case seem to indicate that a good deal of regeneration of 
_ liver tissue can take place, and probably has taken place 


in the apparent recoveries. 


CASE-RECORDS 


Case 1 ünsi woman, aged 21, started work at ord- 
nance factory in March, 1941. On J aly 9 she was admitted 
to hospital complaining of jaundice, noticed for about 4 
weeks; on July 5 she had felt pain in the epigastrium, and 
had vomited next day. The bowels were regular, but pale 
stools were noticed about July 5. On admission there was a 
fairly well-marked yellow jaundice, with clean moist tongue, 
and normal temperature and pulse-rate ; the urine contained 
bile-pigments, but no other abnormal constituent. Van den 
Bergh reaction, positive direct and indirect. Webster test 
on the urine became positive on July 14 and a faint trace of 
albumin appeared in the urine on July 17. The blood-picture 
was normal. On the 19th the jaundice was deeper, and the 


. patient was rather dazed, with poor pulse and persistent 


vomiting. Intravenous glucose saline drip was instituted, 
but her condition deteriorated. On the 21st petechize and 
ecchymoses appeared, and the liver dullness was decreased. 
The patient died on July 23 with high terminal pyrexia. 


Case 2.—Unmarried woman, aged 35, started work with 
T.N.T. on March 10. On the 3lst she noticed nausea, 
succeeded a day or two later by vomiting ; epigastric discom- 
fort and jaundice appeared on April 6. She was admitted 
to hospital on April 12. There was well-marked jaundice, 
with bile-pigments in the urine and pale stools. Constipation 
was not noted. The temperature and pulse were normal, 
and no other abnormalities were found. At this time blood 
examination revealed 5%- reticulocytes and no anæmia. 
The jaundice became extremely deep about May 5 and then 
faded. A trace of albumin was found in the urine at this 
time. On June 7 the patient was symptom-free, with no 
jaundice and a normal levulose-tolerance test. She was 
discharged from hospital and went away on holiday. 

On Aug. 2 she returned from holiday and was readmitted 


. complaining of sore throat and petechial rash. Blood exa- 


mination revealed agranulocytosis and aplastic anemia, 
which were the cause of her ulcerated throat. The tempera- 
ture fluctuated about 101° F. and the pulse-rate about 110 
per min. Daily transfusions of fresh blood, with intra- 
muscular liver extract and pentnucleotide daily failed to 
influence the condition, and she died on Aug. 16. During this 
second period in hospital there was no jaundice. 


Case 3.—Married woman, aged 42, with history of three 
normal pregnancies. Started work at factory on Feb. 7, 
1941. On April 20 she vomited and noticed dark urine ; 
next day she noticed a tinge of jaundice and felt vague 
epigastric pain. She was admitted to hospital on April 25 
with mild jaundice. The temperature and pulse-rate were 
subnormal and remained so. The liver was not palpable, but 
there was slight tenderness on pressure in the right subcostal 
region. The urine contained a trace of bile-pigments and the 
blood van den Bergh test was positive both direct and 
indirect. No other abnormality was detected. The jaundice 
persisted and the patient vomited once after admission. On 


~ 
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May 3 the liver edge was palpable. She was given glucose 
and insulin, and a light low fat diet. On May 14 the jaundice 
was deeper and the liver no longer palpable. On June 3 there 
were œdema of ankles and signs of ascites, and the patient 
was seriously ill. Paracentesis on the 4th yielded 10 pints 
of yellow fluid; on the 7th 21 pints of fluid was obtained. 
Six further paracenteses were performed between June 18 
and Aug. 4, during which period the jaundice gradually 
subsided and the general condition improved. On Aug. 5 she 
began to pass more urine, and further paracentesis has been 
unnecessary. On Sept. 1 she was improving steadily, with 
no abdominal distension and no jaundice of the conjunctive, 
although skin pigmentation remained. 


DISCUSSION 


It seems that some people are much more susceptible 
to trinitrotoluene than others. It also seems probable 
that if workers do not develop some toxic manifestation 
in their first 6 months they will by then have acquired 
some immunity, if they are not naturally unsusceptible. 

Moore ? showed that the main channel of absorption 
is by the skin, and it is noteworthy that while dermatitis 
is common among workers at the factory not one of the 
patients in. this series had been troubled by any skin 
eruption. Apparently there is a susceptibility or sensi- 
tivity of different tissues in different individuals. , 

The patient who died of acute liver necrosis had 
apparently a hyperplastic marrow, and yet the blood- 

icture showed only a very slight anzemia and no increase 
in reticulocytes ; in the other fatal case, where the liver 
was apparently able to carry out most functions 
adequately, there was an aplastic blood-picture, but the 
marrow was not aplastic. Is it possible that the aplastic 
ansemia which rarely follows trinitrotoluene jaundice is 
due to inability of a damaged liver to supply some factor 
essential for hemopoiesis ? In any case, there seems to 
be justification for treatment with liver extracts during 
the jaundice. The best line of treatment of the 
developed condition is not easy to lay down, but the 
importance of prophylaxis is well recognised.* At the 
filling factory the precautions include protective overalls 


, and gloves for workers, with supervision of washing 


of hands, arms, face, and neck after work; ventilation 
is augmented by a system of vacuum pipes with openings 
near every worker to remove dust and fumes; proper 


meals are provided in a canteen, and‘ workers are 


encouraged to take outdoor exercise and a healthy diet. 
Work in actual contact with T.N.T. is alternated with 
other work, and weekly medical inspection is carried 
out to detect any signs of intoxication. Unfortunately 
patients may report -sick to their home doctor without 
notifying the factory medical officer, and if they do not 
mention that they have worked with trinitrotoluene 
catarrhal jaundice or other lesion may be wrongly 
suspected and treatment delayed. The earliest possible 
diagnosis and removal] of patients from contact seem to 
be essential if the present considerable mortality and 


. morbidity are to be reduced. 


SUMMARY 


Seven cases of T.N.T. jaundice occurred in workers in. 


an ordnance filling factory, of whom two have died. 

The jaundice appeared within 6 months of beginning 
work at the factory, and was a typical orange yellow. 

The associated symptoms were nausea, anorexia and 
epigastric discomfort; liver enlargement and pyrexia 
were absent, distinguishing the condition from catarrhal 
jaundice, with which it is likely to be confused. 

Autopsy on the fatal cases revealed acute yellow 
atrophy of the liver and hyperplasia of the bone-marrow 
in one patient, and subacute liver necrosis and a hyper- 
plastic bone-marrow in the other, whose death was due 
to aplastic ansemia. 

Treatment was by glucose, insulin and vitamin C. 

Prophylaxis is important, the main measures being 
protection of the skin, washing, adequate ventilation of 


factories, and a healthy life and full diet for workers. 


I wish to thank my colleagues and the senior medical 
staff of the hospital for their help and encouragement. 


2. Moore, B. Proc. R. Soc. Med. 1916-17, 10, 37. 
3. See Lancet, 1916, 2, 1026 and 1021; and Legg, T. Industrial 
Maladies, London, 1934. — 
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IMPROVED WEBSTER TEST FOR T.N.T. 
: DERIVATIVE IN URINE | 


JOHN INGHAM, F.I.C. 
BIOCHEMIST TO THE MEDICAL UNIT, SCHOOL OF MEDICINE, CARDIFF 


THE test for trinitrotoluene (T.N.T.) derivative in the 
urine is that introduced by Webster 1 and later improved 
both by him ? and by Tutin.? By a simple modification 
the sensitivity of the test may be enhanced and a positive 
result more frequently obtained. This modification 
consists simply in boiling the mixture of urine and 
sulphuric acid before adding the ether, thereby ensuring 
a more thorough extraction of the T.N.T. product from 
the urine. The test is further improved, and the 
chances of detection increased still more, by using four 
times the quantity of urine recommended by Webster. 
Here is the improved test in detail. 


Place 50 c.cm. of urine in a convenient sized beaker (400 
c.cm.) and add 50 c.cm. of 20% (by volume) sulphuric acid 
(1 part conc. H,SO, + 4 parts H,0). Mix. 

Place beaker on tripod, supported by wire gauze, and heat 
over bunsen flame till the liquid boils. ~ | l 

Boil for one minute; allow to cool. Cooling may be 
hastened by running cold water over outside of beaker. 
` After cooling pour the mixture of urine and acid into a 
separatory funnel of 200 c.cm. capacity and add 50 c.cm. of 
ordinary (methylated) ether. Shake up well and then allow 
to settle for about 15 minutes. The lower layer of urine and 
sulphuric acid is next run off by removing the top stopper 
and opening the lower tap. 

The ethereal solution of acidified urine remaining in the 
separatory funnel is then washed twice with 1% aqueous 
solution of sodium carbonate. This is done as follows. Add 
20-25 c.cm. 1% aqueous sodium carbonate, shake up, and 
after allowing to settle for 5-10 min. run off the lower layer. 
Repeat. (If the person has been taking purgatives such as 
rhubarb, senna, cascara, phenolphthalein — which yield 
anthraquinone derivatives—the sodium carbonate solution 
will show a reddish violet colour.) 

After this treatment with sodium carbonate the ethereal 
solution in the funnel is washed with water, as follows. Add 
50 c.cm. tap water, shake up, allow to settle for 15 min., then 
run off the lower layer as before. (Occasionally a troublesome 
emulsion forms in the ethereal extract while washing with 
wator but it is easily dispersed by adding a few drops of 
absolute alcohol and shaking gently.) ; 

Now place 5 c.cm. of the ethereal extract, so washed and > 
prepared, in a test-tube and quickly add, without shaking, 
5 c.cm. of a 5% alcoholic solution of potassium hydroxide 
(5 g. caustic potash dissolved in 100 c.cm. of methylated 
spirit or absolute alcohol). A violet cloud indicates a positive 
result. The liquid in the test-tube should ‘be watched care- 
fully, for the colour develops quickly and just as quickly 
fades.' The intensity of the colour varies from the faintest 
tint to a deep violet according to the amonnt of T.N.T. in the 
urine. - l 

The unused ethereal extract remaining in the separatory 
funnel need not be thrown away but may be collected and 
later separated off from any T.N.T. by distillation. It may 
then be used again in other tests. — l 


For the routine everyday urine examination of workers 
A O factories the technique may be simplified as 
ollows. | 


Apparatus required : Two ordinary test-tubes (7 in. x } in); 
Bunsen burner or spirit lamp. | 

Reagents required: 20% (by volume) sulphuric acid ; 
ordinary (methylated) ether; 5% alcoholic solution of potas- 
sium hydroxide (freshly prepared). r 

Place about 10 c.cm. of urine into one test-tube; add 
about an equal] quantity of the 20% sulphuric acid; shake 
and bring to the boil; cool thoroughly under the water tap. 

When cold add about 10 c.cm. ‘of the ether and shake well ; 
allow to stand a few minutes till ether floats to the top. 
Pour some of the supernatant ether into the other test-tube 
and to it add about 2 c.cm. of the 5% alcoholic potassium 
hydroxide solution. A dirty reddish purple colour develops 
at once if T.N.T. is present. The tint varies from faint to 


1. Webster, T. A. Lancet, 1916, 2, 1029. 
2. Webster, Spec. Rep. Ser. med. Ices. Coun. Lond. No. 53, 1921. 
3. Tutin, F. Lancet, 1918, 2, 554. 
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very deep according to the amount of T.N.T. present and 


appears quickly and just as quickly fades. If no T.N.T. be 
present a light brown colour only results and persists. 

With this simplified technique the test is sensitive to 
1 part in 10,000. It-does not exclude anthraquinone 
derivatives (from the purgatives mentioned), which give a 
similar but pinker colour which persists. 


TRIGEMINAL NEURALGIA 
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THE view, which many have held, that the paroxysms 
of trigeminal neuralgia are ischemic in origin has never 
received convincing support. Even Leriche (1939), who 
favours this view, admits that the treatment of tri- 
geminal neuralgia by sympathectomy, with the object of 
producing a vasodilatation of the trigeminal vessels, offers 
little hope of success. Nevertheless there is increasing 
evidence, both physiological and pathological, that the 
normal functioning of peripheral nerves is dependent 
upon the integrity of their blood-supply. Koch (1926) 
has shown that ischemia of mammalian nerve produces 
significant physiological changes in the nerve, and that 
when the ischemia disappears the nerve returns again 
to normal. Should the ischemia persist, as in patho- 
logical occlusion of the vasa nervorum, more permanent 
effects result (Woltman and Wilder 1929, Randall 1938, 
and others). es 

Unfortunately, little is known concerning the detailed 
vascular supply of peripheral nerves. In the trigeminal, 
however, the Gasserian ganglion has been shown to be 
very vascular (Stöhr 1928) and to receive its supply from 
the internal carotid artery, while the remainder of the 
nerve resembles nerves elsewhere in receiving a regional 
blood-supply (Grigorowsky 1928). Since phys. 
and pathological evidence suggests that the blood-supply 
of any nerve is not only adequate but also essential] for 
its normal requirements, it seems to us that ischemia 
of a nerve, whether angiospastic or otherwise should be 
considered as a possible factor in peripheral nervous 
lesions where no other obvious cause presents itself. In 
the case of trigeminal neuralgia this hypothesis deserves 
the fullest investigation, aud should not be rejected 
merely because of the failure of cervical sympathectomy. 

The success which has recently been obtained in 
angiospastic conditions such as Meniére’s disease (Atkin- 
son 1941), and even in one case of trigeminal] neuralgia 
(Cooper 1938), by exhibiting vasodilator drugs over long 
periods encouraged us to explore the possibilities of this 
form of treatment in trigeminal neuralgia. In the first 
cases which were available we tried to induce the par- 
oxysmal pain by administering the vasoconstrictor drugs, 
adrenaline and benzedrine, believing that its production 
in this way would suggest an angiospastic basis. Aboli- 
tion, then, of both the induced and spontaneous pains 
. would afford not only circumstantial support for our 
theory but also a new means of alleviating the pain in 
those cases which show such vasomotor responses. 
Because it has been found in Meniére’s disease and nerve 
deafness to be the médst effective vasodilator, we relied 
mainly on nicotinic acid, and not on acetylcholine which 
was used by Cooper in trigeminal neuralgia. In cases 
4—7 treatment with nicotinic acid was begun at once in 
an attempt to stabilise the dosage. It was found, 
- however, that there is considerable individual variation 
in the response to this drug, and, unless relief was 
obtained earlier, it was at times necessary to increase 
the dosage until signs of generalised vasodilatation 
appeared. 

CASE-RECORDS . 

Cass 1.—A woman, aged 52, with 2} years’ history of 
supraorbital pain of typical paroxysmal type, accompanied by 
a facial tic. Thorough examination revealed no cause for the 
symptoms. Blood-pressure 135/95 mm. Hg. 

* During an intermission of the symptoms a preliminary 
injection of 0-7 c.cm. of 1 in 1000 adrenaline induced, almost 
immediately, supraorbital pain—resembling in every respect 
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the usual spontaneous, pain—with tenderness over the supra- 
orbital notch. During a subsequent spontaneous paroxysm 
50 mg. nicotinic acid was given by mouth with no apparent 
effect. After 40 minutes a further 50 mg. was administered ; 
this resulted in some diminution of the pain after 20 minutes, 
but did not abolish it. A capsule of amyl nitrite was then 
given. This produced striking, almost | instantaneous 


_ Yelief—the pain disappeared completely, to the delight of 


the patient who was able to sleep without a sedative for the 
first time in many weeks. Although she was convinced of the 
efficacy of amyl nitrite, it was nevertheless probable that it 
merely augmented the effect of the previous subliminal doses 
of nicotinic acid. Treatment by nicotinic acid, 50 mg. t.d.s., 
was then continued, and during the 10 days that the patient 
was under our observation there was no recurrence of the pain. 
Injections of adrenaline during this period were ineffective. 
As in Cooper’s case, the facial tic was not influenced by the 
treatment. 


Case 2.—A woman, aged 68, with 24 years’: history of 
trigeminal neuralgia involving the second division of the nerve. 
Blood-pressure 150/105 mm. Hg. | 
At first the patient was given benzedrine sulphate, 5 mg. 
b.d. The paroxysms became considerably more frequent, and 
she complained bitterly of their increasing severity. On two 
occasions a capsule of amyl nitrite relieved the paroxysms. 
The benzedrine was then stopped and nicotinic acid given, | 
50 mg. b.d. Over a number of days this treatment reduced 
the paroxysms in frequency (from 15-20 a day to 3 or 4) and 
in severity. | | 

CasE 3.—A man, aged 48, with 5 years’ history of trigeminal 
neuralgia involving the second division of the nerve. After 
& remission of 2 years the pain had returned with its original 
severity. It appeared 5 or 6 times a day and lasted 1-3 
hours. Blood-pressure 130/90 mm. Hg. 

Treatment with nicotinic acid, 50 mg. b.d., was started at 
once and had a definite effect. Apart from one paroxysm 
shortly after the treatment began, the patient had complete 
freedom from pain for 4 days. During this time attempts 
were made to induce the pain by injection of adrenaline but 
without effect. After 4 days the nicotinic acid was stopped 
and he was put on benzedrine sulphate 5 mg. t.d.s. Attacks 
of pain recommenced and increased gradually in frequency 
and severity as the benzedrine was continued. Attempts to 
relieve the paroxysm during this time by giving acetylcholine 
were without success, probably because it was unable to 
counteract the constrictor effect of the benzedrine. 

CasE 4.—A woman, aged 49, with 1. year’s history of. 
paroxysmal neuralgia of the second division of the trigeminal 
nerve. Blood-pressure 138/90 mm. Hg. 

Treatment with nicotinic acid, 50 mg. b.d., was begun 
on July 14, 1941. This was without effect. The dose was 


_then increased‘ to 50 mg. q.d., which produced considerable 


relief; further improvement resulted on again increasing 
the dose to 75 mg. t.d. The dosage has subsequently varied 
between 75 mg. t.d. and 75 mg. q.d. according to the sub- 
jective responses. This resulted in progressive improvement 
leading to almost complete relief by the end of the second 
month of treatment. This has since been maintained, and 
treatment is still continuing. , 

Case 5.—A woman, aged 62, with neuralgia of the firs 
and second divisions of the trigeminal nerve over a period 
of several years. The pain was typically paroxysmal with 
short intermissions of almost complete relief. Blood-pressure 
140/85 mm. Hg. 

Treatment with nicotinic acid, 50 mg. b.d., began on 
June 19, 1941. At the end of a month the paroxysms had 
lessened in frequency and severity. An increase during the 
second month to 50 mg. t.d. resulted in further improvement, 
the patient sleeping better than she had for several months. 
A further increase to 50 mg. q.d. has resulted in almost 
complete relief except for very occasional ‘ stabs’ of pain. 
Treatment is continuing. | 


CasE 6.—A woman, aged 39, who had been a nurse, with 


trigeminal neuralgia involving the second and third divisions, 
Unerupted wisdom teeth had been removed with no effect. 


- Paroxysms occurred every 2-3 wéeks and lasted from 1-2 


hours to 10 days. Blood-pressure 130/80 mm. Hg. 

She was first seen on Sept. 3, 1941, during the onset of a 
paroxysm, which responded dramatically to inhalation of 
amyl nitrite, disappearing in a little over a minute. She was 
then placed on nicotinic acid, 50 mg. q.d.; in just over 3 
weeks this has considerably reduced the severity but not 
the frequency of the paroxysms. Treatment is continuing. 
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CasE 7.—-A man, aged 66, with 1 year’s history of typical 
paroxysmal neuralgia of the second division: of the trigeminal 
nerve. For the last 2 months of this period paroxysms had 
been occurring daily. Blood-pressure 130/85 mm. Hg. l 

Treatment with nicotinic acid, 50 mg. qd. began on 
Sept. 24, 1941, and resulted in complete relief after 10 days. 
Since then there has been no recurrence of pain, this period 
of relief being considerably longer than any previous period 
of complete remission. The treatment, which is continuing, 
has been particularly effective in this case and has consider- 
ably impressed the patient himself. 


SUMMARY 


_ On the hypothesis that the paroxysms of trigeminal 
neuralgia are ischzmic in origin we have attempted the 
treatment of this condition by vasodilator drugs. 

We. treated 7 patients—2 men and 5 .women—whose 
ages ranged from 39 to 62 and in whom attacks had 
occurred over periods of 1-5 years. 

Nicotinic acid was used in doses ranging from 50 mg. 
twice daily to 75 mg. four times daily. In every case 
there was improvement, sometimes amounting to com- 
plete relief. This improvement has been generally 
maintained. In 2 cases a paroxysm at its height was 
relieved in a few minutes by an inhalation of amyl 
nitrite. 

Vasoconstrictor drugs (adrenaline, benzedrine) were 
given in 3 cases; in one, adrenaline provoked an attack 
before treatment with nicotinic acid had -begun but 
failed to do so afterwards; in the other 2, benzedrine 
increased the number and severity of the paroxysms.. 


We wish to thank Prof. J. le F. Burrow and Prof. T. 
Talmage Read of the University of Leeds for allowing us to 
see cases of trigeminal neuralgia. . 


REFERENCES 
Atkinson, M. (1941) J. Amer. med. Ass. 116, 1753. 
Cooper, M. J. (1938) Amer. J. med. Sci. 195, 83. 
Grigorowsky, I. M. (1928) Z. ges. Anat. I. 87, 128. 
Koch, E. (1926) Z. ges. exp. Med. 50, 23 


Leriche, R. (1939) The Surgery of Pain. “Translated by A. Young, 


London. 

Randall, L. O. (1938) J. biol. Chem. 125, 723. 

Stöhr, P. (1928) v. Méllendorft’s Handbuch der mikroskopischen 
Anatomie des Menschen, Berlin, vol. Iv. part 1, p. 213. . 

Woltman, H. W. and Wilder, R. M. (1929) Arch. intern. Med. 44, 
576. : 


INFLUENCE OF MENSTRUATION ON 
SUSPENSION STABILITY OF RED CELLS 


RAYMOND GREENE, D.M. OXFD, 


PHYSICIAN TO THE E.M.S. ; SENIOR CLINICAL ASSISTANT WITH CHARGE 
OF ENDOCRINE CLINIC, WESTMINSTER HOSPITAL 


THE measurement of the suspension stability of 
erythrocytes by their sedimentation-rate has become so 
important in checking the course of so many diseases that 
any factor, other than the disorder under observation, 
which may influence the rate might cause errors in prog- 
nosis and treatment. Such extraneous influences are 
intercurrent infections and anemia. Infections are 
usually easy to exclude by clinical ohservation, while 
compensation for anzemia is easy. ; 

It was observed by Hippocrates that the sedimenta- 
tion-rate of the erythrocytes of pregnant women was 
abnormally high, an observation which led to the bleed- 
ing of these unfortunates even into the nineteenth 
century. This and other considerations have given rise to 
a suspicion that one or more of the endocrine glands may 
affect the rate, either by changing the fibrinogen-globulin 
content of the plasma proteins or by altering in some other 
way the electrical conditions at the erythrocyte-plasma 
interface. Shonld the offending endocrine factors be 
either oestrone or progesterone one would expect to see a 
constant change in B.S.R. during the menstrual cycle. 
That such a change does occur has often been guessed 


or assumed, but only three references to the subject have 
been published. Whitby and Britton? said that the 
sedimentation-rate is increased slightly at the menses. 
Day ° asked ‘‘ Why do a few women show an exalted 
blood-sedimentation rate during their menses, whereas 


i. Whitby, L. E. H. and Britton, C. J. C. Disorders of the Blood, 
London, 1939. 
Day, G._ Lancet, 1940, 1, 1160. 
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velocity reached a {A ~~ ~~ 2 | 
maximum a day or two Leite tes = f ' 
before the beginning of | 
menstruation. I cannot 
find that anyone has 
tried to settle the ques- 
tion by direct experi- 
ment. 


INVESTIGATION 


Fifteen volunteers 
were carefully 
questioned and exam- 
ined. Of these, 10 were 
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suspicion of harbouring 
any abnormality known . 
to influence the suspen- 
sion stability of their 
red cells. With one 
exception they were 
nurses whose medical 
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BLOOD- SEDIMENTATION (MM.PER HOUR) 


known and who had 
previously undergone 
periodical medical 
Their 
ages ranged from 20 to 
35, the average being 23. 
All claimed to have 
normal and regular 
periods, but in fact 
there was considerable 
variation in the length of their menstrual cycles. 

The B.S.R. of each was measured every day of a com- 
plete cycle by Westergren’s standard technique. Cor- 
rection for anæmia was unnecessary in these cases. The 
results are shown in the figure, which make it clear that 
no constant alteration in erythrocyte stability is asso- 
ciated with any phase of the cycle—a fact evident with- 
out statistical analysis. It is possible, however, that so 
short a series may fail to bring out an average change. 
In order to test this possibility the cycle of each subject 
was divided into four phases: phase 1, which included 
menstruation, was from the first day of the cycle to the 
midpoint between this and the presumed date of ovula- 
tion; phase 2 was thence until ovulation; phase 3 


Soms Mea GMABN 
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covered the first half of the luteal phase ; and phase 4, the ` 


second half of the luteal phase, ending at menstruation. 
The average B.S.R. for each period was calculated for 
each subject (see table). i . 


Phase 


2 a AV 7 : Av 
SR AA HENE Od, ay 

1 3:5 6:5 4 2°56. | 4125 17 | 7-516 6 6:5 | 65 
2 35 4 2°5 3°25 8 | 6 5 | 6516 | 575 
31 7 45 $35 4 1-75 9 | 4 15 | 4°95 | 65 | 4-625 
4 | 8 6 7:5 | 6-5 | 7 10 | 55 | 6516 8 6-5 
5 |10°5 13 12 11:5 | 11°75 = a= D rT te 
ele :6 9:51 35) ps JAY) 6:05 625: 625| 6-15] 6-175 


These figures make it clear that there is no significant 
variation at any period of the menstrual cycle. 


SUMMARY 

The red-cell sedimentation-rate was measured on every 
day of the menstrual cycles of 10 healthy women. The 
figures obtained show that, contrary to general belief, 
there is no change in the suspension stability of erythro- 
cytes characteristic of any phase of the cycle. 

I wish to thank the Westminster and Middlesex H ospital nurses 
who allowed themselves to be subjected to inconvenience by 
this investigation, and Prof, S. Zuckerman and Mr. P. Ġ, 
Williams, D.Sc., for their advice onthe presentation ofthe figures, 


3. Lockett, M. F. Brit. J. Tuvere. 1937, 31, 31. 
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CONCENTRATED SERUM IN HEAD INJURIES 


J. W. ALDREN TURNER, D.M. OXFD, M.R.C.P. 
NEUROLOGIST, E.M.S. 


A CONCENTRATED solution of human serum was 
suggested as a valuable agent in reducing raised intra- 
cranial pressure by Hughes, Mudd and Strecker in 1938. 
They made observations on patients with raised pressure, 
chiefly sufferers from cerebral tumour, and found that 
the reduction of pressure continued for longer after 
injection of serum than after 50% sucrose solution. This 
use of concentrated serum seems to have been largely 
neglected, probably because of difficulty in obtaining it. 
Now, as a result of the M.R.C. blood-transfusion. service, 
concentrated serum can be reconstituted from the dried 
serum which is prepared on a large scale for ease of 
_gtorage and transport. I have used concentrated serum 
as a means of reducing intracranial pressure in a small 
series of patients suffering from head injuries. 


\ 


METHOD i 

Five-times concentrated serum has been used ; this is 
made by adding 40 c.cm. of sterile distilled water to the 
dried solids obtained from -200 c.cm. of human serum. 
There is some difficulty in getting the dried serum to 
dissolve in this small quantity of water but if the mixture 
is shaken well and left in the incubator for an hour, 
solution will take place.- In each case 40 c.cm. of 
reconstituted concentrated serum ‘has been injected 
intravenously. It is important to keep the serum at 
blood temperature till the injection is given, otherwise 
the solution becomes viscid and difficult to. inject ; 
9_3 minutes have usually been taken for the injection of 
40 c.cm. Since the serum is obtained from pooled 
blood no preliminary blood-grouping is necessary. 

The cases treated have been men with recent closed 
head injuries in ‘whom severe headache with a high 
cerebrospinal-fluid pressure has been present. They 
have previously been treated by dehydration, magnesium- 
sulphate enemas and’ ordinary analgesics. Serum has 
only been used when these measures have failed to relieve 
theirssymptoms. Cases of this type are comparatively 
uncommon, and care must be taken that compressive 

lesions are not present before serum is administered. 

Repeated lumbar punctures have been used to estimate 
fall of pressure, though these have not been repeated as 
often as scientific accuracy would demand because of the 
condition of the patients. This method was criticised 
when Hughes and his colleagues (1938) originally 
presented their results to the American Neurological 
- Society, and more recently by McKissock (1941), the 
main criticism being that the fluid-may continue to 
escape through the hole in the dura made at each punc- 
ture and that this leakage may cause a fall of pressure. 
Hughes and his colleagues did a control series of experi- 
ments in dogs, using continuous lumbar-puncture record- 
ing, and found that their results from repeated puncture 
were confirmed by the continuous record. We have 
found that in late punctures after serum administration 
the C.S.F. pressure may rise after an earlier fall, and this 
suggests that continued leakage of C.S.F. cannot be an 
important factor in determining the fall of pressure. A 
continuous lumbar-puncture record. has scientific 
advantages over repeated punctures, but I have not felt 
justified in attempting it in the rather restless post- 
traumatic patients to whom serum has been given. . 


t 2 


_ RESULTS : 7 

Blood dilution.—The degree of dilution of the blood 
has been estimated by hzmatocrit readings. All the 
blood samples taken from a_ patient have been 
centrifuged at the same time at the end of the period of 
observation so that comparable readings would be 
obtained. Examples of hematocrit readings in these 
cases, expressed as percentage of packed cells, were :- 


Before serum .. 52 425 .. 41 .. 47 .. 47 
Time afler serum 
70 min. o.. 49 .. 4:1 .. 36 .. 37 .. 47 
IHT. Ja eg, ea see OE we at. ae “AOS ee whe 
6 Ar.) 04 + MO ek abe “Se. 3T ai AA ae AT 
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It will be seen that about 5% dilution of the blood had 
usually occurred after 70 min. Sufficient readings have 
not been made yet to enable us to say for how long 
dilution continues or when the hematocrit readings 
return to normal. In the last case no dilution of the 
blood took place. J 


Lumbar-puncture pressure.—A group of 6 patients 


were treated in this way. Lumbar puncture pressures, 


expressed in mm. of water, were as follows : ‘ 
Case no. . 1l 2 3° 4 Š 6 


Before serum .. 280 .. 200 .. 275 .. 235 .. 300 .. 300 
Time after serum 
70 min. 230 .. 150 .. 80 .. 145... . 300 
3 hr. . 180 .. 75.. .. .. 250 .. +300 
6 hr. 150... . 110 . 300 .. 


In 5 cases there was a fall in C.S.F. pressure. In case 6 
the pressure was very high at the beginning and no fall 
was obtained, and in this case also no dilution of the 
blood was shown by hematocrit readings. It is possible 
that a larger amount of serum should have been given to 
this man. The most considerable fall of:pressure was 
obtained in case 3 where it fell from 275 to 80 mm. in 
80 min. and remained at 75 mm. 3 hours after injection ; 
6 hours afterwards it had risen to 110 mm. — 

Clinical results were good except in case 6 where the 
lumbar-puncture pressure remained unaltered and the 
clinical condition unchanged. In 4 of the cases severe 
headache was the outstanding symptom and was 
dramatically relieved, though it was noticeable that the 
lumbar-puncture pressure had fallen before the headache 
started to decrease; usually the pain became less some 
70-90 minutes after the serum had been injected, and 
had stopped in 2 hours. In 2 cases there was never any 
return of headache, but in the other 2 there was some 
return of pain a féw days later. In case 5 headache was 
not an outstanding feature but this man was abnormally 
drowsy with rapidly developing. focal signs due to 
contusion of the left parietal lobe. His drowsiness 
became less and there was no further increase in his 
parietal syndrome after the administration of serum. 
The pulse-rate remained unchanged after serum 
administration even when, as in most of the cases, it had 
been abnormally slow before serum was given. This 
supports Denny-Brown’s (1941) thesis that the slow pulse- 
rate in these cases is not the direct result of raised 
intracranial pressure but is due to some other factor— 
he suggests medullary contusion. 

No untoward result of serum injection has been seen 
except that one man developed local urticaria in the arm 
into which the injection was being given. The patients 


have been noted to be unusually constipated after 


treatment, presumably as a result of withdrawal of fluid 
from the bowel. i 

Concentrated human serum has thus undoubtedly 
been of value in reducing the raised intracranial pressure 
and in improving the clinical condition, especially in 
relieving headache, in this small group of acute head 
injuries. The protein content of the injected serum is 
high—30-35 g. per 100 c.cm. according to our estima- 
tions—and from the hematocrit studies of the blood 
after injection of the serum it is evident that dilution of 
the circulating blood occurs, presumably as a result of 
the osmotic properties of the serum. This hydration of 
the blood occurs by removal of fluid from all parts of the 
body, and the fall in lumbar-puncture pressure shows 
that either the tissue fluids of the nervous system or the 
C.S.F. have had fluid removed from them: ‘from which 
of them is still undetermined. — | 

The value of hypertonic sucrose solution has not yet 
been compared in this hospital with that of concentrated 
serum; but Hughes and his colleagues in their studies 
had no doubts of the greater efficacy of concentrated 
serum. 

SUMMARY | 


Concentrated serum was used in 6 cases of recent 
closed head injury as a means of reducing intracranial 
pressure. ` 

Dilution of the blood occurred and in 5 patients there 
was a fall of pressure in the cerebrospinal fluid. 

The clinical results, especially relief of severe headache, 
were good and the intravenous injection of concentrated 
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serum seems to be indicated in cases of recent. closed 


-head injury where the C.S.F. pressure is high. 


J 


I wish to thank Mr. Harvey Jackson, director of this 
E.M.S. head-injury centre, for permission to treat paątiọnts 
under his care, and Dr. E. A. Carmichael for his assistance in 
the preparation of the paper. 
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HÆMOTHORAX FROM LEAKAGE OF A 
DISSECTING AORTIC ANEURYSM 
a SURVIVAL 


; FELIX Post, M.B. LOND. 
' LATE HOUSE-OFFICER, WHIPPS CROSS HOSPITAL, LEYTONSTONE 


SPONTANEOUS hæmothorax has been fully described 


by - Jones and Gilbert (1936), Hopkins (1937), Perry 
(1938), and Davidson and Simpson (1940), who showed 
that the tearing of ‘a vascular pleural adhesion was the 
commonest cause. Dissecting aneurvsms of the aorta 
often rupture into the pericardium, but another common 
terminal event is the production of a haemothorax, which 
is more often on the left side than the right. Cases of 


dissecting aneurysm are reviewed and discussed by Weiss | 


(1935), Glendy, Castleman and White (1937) among others, 
and East (1939) has described the clinical features as they 
emerge from a survey of the literature. Survival for 
more than a few days after the production of a hæmo- 
thorax due to the leaking of a dissecting aneurysm, as 
in the following case, does not seem to hawe been described. 


An unemployed man, aged 51, was admitted to Whipps 
Cross Hospital on March 17, 1941, his doctor having made a 
diagnosis of left pleural effusion. In 1924 he had been diag- 
nosed at the London Hospital as having disseminated sclerosis 
of two years standing; his blood Wassermann reaction was 
negative. Subsequently his symptoms had become more 
severe, and for many years he had been confined to his room 
owing to difficulty in walking. 
< On admission, he gave a 4 days’ history of shivering, slight 
cough and a little sputum, which he swallowed. On the day 
before admission, while groping about in his room, he had 
stumbled and hit his chest in the region of his left armpit 
against a bedpost. There was only a little pain, which had 
become. less since the accident. He had not experienced any 
shortness of breath. He was pale and anxious, and showed 
signs of disseminated sclerosis—spastic paraplegia, stiffness of 
hands, pupil abnormalities, and rigidity of the trunk, which 
made examination of the back of the chest somewhat difficult. 
Occasionally rapid pulsations were visible in the epigastrium, 
about 160 per minute, but these bursts did not alter the radial 
pulse-rate of about 86. There was no fever and no abdominal 
rigidity. In the chest there was impaired percussion note, 
distant bronchial breathing and bronchophony in the left lower 
zone of the back, suggesting consolidation of the left lower lobo, 


. but a radiogram taken two days later showed opacity of the 


whole left side of the chest, which suggested fluid though 
there was no mediastinal displacement. Clinically, some 
bulging of the left chest had developed, with a dull percussion 
note all over the back and lower part of the front, diminished 
breath sounds, absent vocal fremitus and whispering pec- 
toriloquy. On needling the chest, fluid indistinguishable 
from blood was obtained; this did not clot on standing and 
proved sterile on culture. No fracture of ribs was seen in a 
further «radiogram. On March 25, 500 c.cm. of blood was 
aspirated from the left pleural cavity, when the patient became 
collapsed, pale and sweating, and the procedure had to be 
stopped. The patient’s cough ceased; he never produced 


any sputum. Urinary incontinence and bedsores began to | 


develop. On April 8 a further 600 c.cm. of blood was aspir- 
ated, and at the same time 400 c.cm. of air was introduced into 
the left pleura. A subsequent radiogram still showed opacity 
in the left lower zone with mediastinal displacement to the 
left. No abnormal signs in the upper lung-zone or about the 
aortic knuckle were revealed by the partial artificial pneu- 


mothorgx. The pationt’s general condition was so poor that - 


further investigation into the cause of his hemothorax was 


neither feasible nor justifiable.: In spite of intensive treat- 
ment with iron he became increasingly pale, the bedsores 
became mere and more offensive, and after developing a 
swinging temperature he died on May 23, nine weeks after 
admission. | : 

Autopsy carried out by Dr. Keith Simpson 12 hours after 
death showed that the cause of death was toxemia from 
extensive pressure sores secondary to disseminated sclerosis, 


evidence of which was found in the brain. There wesno fluid - 
- in the left pleural cavity, but the lobes of the left lung which 
showed no disease otherwise, were compressed by aseptic 


blood-clots. One of these was.lying in the costophrenic sulcus, 
while the other one was found in the left paravertebral gutter, 
partly adherent to the third part of the aortic arch. This 
clot was laminated, and about 3 in. in diameter. The arch 
of the aorta, when opened, presented the appearances of 
hyaline necrosis of the media, without atheroma or syphilitic 


scarring. There was a healed split of the intima near the end. 


of the third part of the arch, and a short dissection, 24 in 
long, had occurred, pro- 
ducing a local subadven- 
titial aneurysm which was 
adherent to the clot pre- 
viously described. 


ANEURYSM 
PROPER 


In the figure points 
A and B of the 
aneurysmal bulge at the 
end of the third part 
of the aorta are comple- 
mentary. Tho wall, ton- 
sisting of adventitia, 
leaked, causing the hremo- 
plage and the residual ! 
clots over lung apex and RIMARY ii 
base. The scar in the nies IN [LEFT LUNG N 
base of the primary split . POSTERIOR E Aii 
consists of media plus WALL 
adventitia, the intima’ 
alone being split at all 
points except F. SZ 


_There is little doubt that, if it had not been for his 
disseminated sclerosis, the patient would have survived 
this accident. There is a history of slight injury to the 


chest, but as this occurred on the third day of respiratory 


symptoms, trauma was not accepted as a cause of the 
dissecting aneurysm or of its rupture. Moreover there 
was no‘history suggestive of acute blood loss, though in 
all 1100 c.cm. of blood was evacuated from the chest, 
and signs of effusion became gradually more conspicuous 
after admission. It seems justifiable to assume that slow 
leakage from the dissecting aneurysm took place, and 
that this allowed the patient to survive the catastrophe, 
without producing either the dramatic clinical develop- 
ments seen in most cases of spontaneous hemothorax, 
or the seyere pain usually, but not always (Hamburger 
and Ferris 1938), associated with dissecting aneurysm. 


I wish to thank Dr. Kenneth Perry for his help and advice ; 
Dr. Keith Simpson for allowing me to make use of his post- 
mortem findings and the diagram drawn by him; and Mr. 
O. R. M. Kelly, medical superintendent of Whipps Cross. 
Hospital, for permission to publish the case. 
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On Oct. 17 Lord Rosebery opened the Paderewski Polish 
Hospital which stands in the grounds of a big general hospital 
in Midlothian and has 80 medical beds which are open to. 
Polish civilian and military patients. Surgical wards and 
operating theatres in the main building complete the hospital, 
which will also offer teaching facilities to the Polish medical 
faculty. 


‘““,. . . Every age is, I suppose, an age of doubt from some- 
point of view . . . The Mid-Victorian age believed in Moses. 


and doubted Darwin. The present age believes in Freud. | 


and doubts Moses.” —Y. Y., New Statesman, Oct. 25, p. 375. 
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SS A CASE OF 3 
PTERYGO-NUCHAL INFANTILISM 


(TURNER’S SYNDROME), WITH POST-MORTEM FINDINGS 


E. P. SHARPEY-SCHAFER, M.R.C.P. 


FIRST ASSISTANT IN THE DEPARTMENT OF MEDICINE, BRITISH POST- 
GRADUATE MEDICAL SCHOOL 


AN unusual syndrome, not previously described, 


was reported by Turner in 1938. His 7 cases were. 


all females and showed the triad of infantilism, webbing 
of the skin of the neck, and cubitus valgus. Apart from 
the curious appearance due to the webbed neck, the main 
interest of this'condition lies in the associated infantilism. 
Turner was of the opinion that the anterior pituitary 
. was to blame, and thought his cases corresponded to the 
Lorain-Levi type of dwarfism. The present paper 
describes a case who has been studied for some years 
and whose death from tuberculosis has afforded the first 
opportunity for pathological examination. 


CASE-HISTORY 


A woman, aged 21, was first seen on Qct. 5, 1937. Her 
birth had been normal and she had walked, talked and teethed 
at the normal age. A deformity of her neck had been 
noticed since birth. Secondary sex characteristics had not 
developed and she had never menstruated. Flushes, 3-4 a 
day, had been present for 3 years. She was quite intelligent, 
but preferred childish pursuits. The mother, father and two 
younger siblings were normal. On examination her height 
was 56} in. and weight 112 lb. She appeared a short 
heavily built girl and was not disproportionate, though the 
arms seemed longer than normal. The photograph repro- 
duced in fig. 1 was taken later when she had lost much weight 
from tuberculosis. The most striking feature was a deformity 
of the neck ; from the mastoid process to the acromion was a 
well-marked wing which appeared to consist of skin and 
subcutaneous tissue only. The trapezius muscle was normal 
and the movements of the neck were full in flexion and exten- 
sion, while lateral movement was slightly limited. The hair 
line was low and the skin was freely movable over the lower 
part of the occipital bone. The concha of the left ear pro- 
jected laterally and anteriorly, and the upper parts of both 
auricles were bound to the margin of the scalp. Kyphoscoli- 
osis with prominence of the sternum was present, and there 
was an increase of the carrying angle of the elbow. The skin 
was smooth and normally moist, and there were a number of 
pigmented moles on the face and body. There was no 
axillary hair, but a scanty growth was present in the pubic 
region. The breasts were quite undeveloped, no glandular 
tissue being palpable. The labia were infantile, the vagina 
short and small, and the cervix 
.was small but dilated easily 
when full gynecological investi- 
gation was done. It was found 
that the uterus was 1 in. long 
and the walls very thin: uterine 
scrapings were too scanty for 
histological section. The ovaries 
could not be felt. Biopsy of the 
vaginal mucosa showed that the 
epidermis was flat, and there 
was little cellular activity in the 
malpig.iian rete. There was con- 
siderable lymphocytic infiltra- 
tion underlying the epidermis, 
and mucous glands were incon- 
spicuous. Blood count and 
blood chemistry were normal. 


spine, sella turcica and pelvis ; 
the distal epiphyses of the radius 
and ulna were ununited, and the 
epiphyses of the second and 
third lumbar vertebra were not 

. fully united. 
Thyroid function. — Basal 
: metabolic rate was + 7% blood- 
cholesterol 160 mg. per 100 c.cm., 
and the electrocardiogram was 
normal. Injection ofa pituitary 


Fic. i—Turner’s syndrome. thyrotrophic extract (Sharpey- 


6 


X rays showed a normal cervical © 
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Schafer and Schrire 1939a) caused a rise of temperature 
and pulse on the sixth day ; the thyroid became enlarged and 
tender and the B.M.R. rose to + 43%. 


Carbohydrate metabolism.—A sugar-tolerance test showed a 
fasting blood-sugar of 71 mg. per 100 c.cm. and 130, 106, 96, 
93 mg. % at 30-min. intervals after the ingestion of glucose. 
After 10 days on a diet 
containing 35 g. of carbo- 
hydrate a day, the figures 
were 65, 184, 230; 172, 
‘125, suggesting a normal 
response of the anterior 
pituitary to a low carbo- 
hydrate diet (Himsworth 
1939). 


Gonadal function:.— . 
Urinary creatinine excre- 
tion was normal (Sharpey- 
Schafer and Schrire 1939b). - 
A gonadotrophic pituitary 
extract was injected for 10 
days, followed by a follicle 
stimulating ‘extract for 14 
days. Biopsy of the vaginal 
mucosa showed slight 
diminution of the sub- 
epithelial infiltration with 
small round cells. There 
wero no other changes. — m ; i 
Œstradiolbenzoate, 100,000 Fie. 2—Klippel-Feil syndrome. ' 
I.B.U., was injected twice ^ 
weekly, and 15,000 I.U. of œstriol daily by mouth were 
given for 9 months At the end of 5 months the uterus had 
enlarged and there was intermittent uterine hæmorrhage. 
There was no development of the breasts or further develop- 
ment of body hair. After an interval of 3 months, the effects 
of large doses of testosterone propionate on her spontaneous 
flushes was studied. These data have been published else- 
where (Sharpey-Schafer 1940). 

In August, 1940, she was readmitted to hospital complaining 
of loss of weight and fatigue for 2 months. She was found to 
bo running an irregular fever and the spleen was palpable. 
The diagnosis remained obscure for some time, but eventually 
revealed itself as extensive tuberculosis of the abdominal 
cavity. Terminally there was a miliary spread. 

Autopsy (Dr. T. H. Belt and Dr. Popjak) was performed 
5 hours after death. The body was that of an extremely 
emaciated woman. There were many pigmented moles all 
over the body and two verruce pilosæ on the upper lip. 
There was a web on each side of the neck, running from the 
mastoid process tothe acromion. The breasts were infantile. 
The heart and aorta were hypoplastic, the weight of, the 
former being’ only 166 g. There was generalised (miliary) 
tuberculosis involving the lungs, intestines and peritoneum, 
liver, urinary bladder, left ureter and kidney, and long- 


standing tuberculous salpingitis with involvement of ovaries 


and uterus. The uterus, though filled by caseous material, 
was very small, 1ł in. in length. Apart from a calcified nodule 
in the apex. of the left lung, the oldest tuberculous lesion 
seemed to be that of the internal genitalia. The endocrine 
glands, apart from the ovaries, did not show any gross 
pathological changes. The left ovary could not be found in 
the masses of tuberculous granulation tissue. 

Histology.—No functioning ovarian tissue could be dis- 
tinguished in the right ovary. The endometrium was 
destroyed by tuberculosis. The histological appearances of 
the pituitary gland, thyroid and adrenals were not abnormal. 
The mammary glands consisted of simple and branching 
lactiferous ducts embedded in a dense collagenous tissue. 
The web of the neck consisted simply of a fold of the skin 
without muscle. ` 

DISCUSSION 


Webbing of the skin of the neck was first described 
by Kobylinski in 1883. Funke (1902) and Bussière 
(1902) reported single cases. Frawley (1925) described 
the condition in 2 sisters and 2 other females, and 
Chandler (1937) has reviewed the literature. Simple 
webbing of the neck. must be distinguished from the 
similar webbing that may occur in the Klippel-Feil 


syndrome. Since the original description of this last 


condition in 1912, 133 cases have been reported (Recht- 


‚man and Horwitz 1940). In the Klippel-Feil syndrome 


synostosis of some or all of the cervical vertebræ, with 


e- 
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limitation-of movement, is present, and although numer- 
ous other congenital abnormalities may be associated, 
infantilism has not been reported. A photograph of a 
girl of eleven with the Klippel-Feil syndrome is shown 
in fig. 2 for comparison. Apart from a similar webbing 
of the neck, this girl had kyphoscoliosis and: the second, 
third and fourth cervical vertebræ were fused ; she has 
since shown normal sexual development. . : 

In simple webbing and in Turner’s syndrome the 
cervical spine is always normal. The etiology of web 


formation is obscure; some have attributed it to. 


amniotic adhesions or bands, and Nageotte-Wilbouche- 
witch (1934) thought that it might be a form of atavism, 
since it occurs normally in the chimpanzee. Mac- 
Collum (1938) considers that the defect may arise about 
the third month of pregnancy, when the ventral and 
dorsal surfaces of the neck are long and the mastoid 
process is either lateral or in a direct vertical line with 
the region of the acromial process, and when the skin 
over the lateral surfaces of the neck is shortened. As 
the shoulders develop, it is possible for the skin. to 
remain shortened and for a-web to develop between 
the mastoid and acromion. He points out that the 
symmetrical nature of this deformity favours some such 
theory. 


The clinical and pathological evidence in my case 


suggests that the infantilism was primarily of gonadal 
origin. Tests of anterior pituitary function and the 
histology of the gland were normal; the occurrence of 
flushing also suggests a primary gonadal defect (Albright, 
1936). Itis unfortunate that the ovaries were so exten- 
sively destroyed by tuberculosis, but this infection was 
clearly of comparatively recent origin and could not 
have been responsible for the infantilism. There was 
no breast development with prolonged cestrogen therapy, 
though there was considerable growth of the uterus. 
A congenital defect in the response of mammary tissue 
may have been present, or, as recent work (Gardner 
1940) has shown, the combined action of several hor- 
mones might have been more successful than cestrogens 
alone. ‘One of Turner’s cases showed some mammary 
development with cestrogens. Multiple pigmented moles 
were also present in Turner’s first case, though no 
mention,is made of them in the other cases. _ 

Nomenclature is always difficult in describing new 
syndromes, but Turner clearly deserves the credit for 
recognising that the condition is not simply an isolated 
rarity. ‘“‘ Pterygo-nuchal infantilism ’’ might be pre- 
ferred to the hybrid ‘‘ pterygium colli ” of Funke. It 
would be interesting to know if the condition has ever 
been seen in males or, as appears to be the case at present, 
whether the infantilism is always linked with the female 
gonad. . | 


SUMMARY 


A case showing webbed neck, infantilism, cubitus 
valgus and pigmented moles is described. 

Tests for deficiency of anterior pituitary function were 
negative. 

Histology of the pituitary, thyroid and adrenal glands 
was normal; the.ovaries were destroyed by extensive 
tuberculosis. 

It is suggested that infantilism in such cases is due to 
a primary defect of the gonads. 


I thank the Chief Medical Officer, London Coufity Council, 
for permission to publish this case. 
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CEREBROSPINAL FEVER . 
WITH LOW BLOOD-PRESSURE 


J. SHARKEY, M.D. 
ASSISTANT MEDICAL OFFICER, NORTH-EASTERN HOSPITAL (L.C.C.) 


A CASE of cerebrospinal fever presenting features 
resembling the Waterhouse-Friderichsen syndrome has 
recently been treated here. 


Multipara, aged 40, eight months pregnant. History of 
‘headache, generalised aches and pains, sore throat, rigors and 


vomiting, of sudden onset fifteen hours before. On ad- 


‘mission temperature 100° F., pulse-rate 134, regular but of 
_ poor volume. Moderate neck-rigidity and positive Kernig 
‘and Brudzinski signs. Nervous system otherwise normal ; 


heart and lungs normal. Systolic B.P. 65 mm. Hg: Moder- 


‘ately profuse petechial rash on trunk and limbs. Careful 


auscultation of abdomen failed to reveal fcetal heart-sounds. 
Lumbar puncture gave clear fluid under normal pressure 
containing 3 cells per c.cm.; no organisms were grown from 
it. Blood-culture negative, but meningococcal complement- 
fixation test positive. Serum-potassium 21-3 mg.; sodium 
292 mg. and chlorides (as NaCl) 549 mg. per 100 c.cm. After 
several hours the patient’s condition had much deteriorated ; 
she was now pale, weak and mentally confused ; tongue dry 
and glazed. Rash much more extensive, purpuric on trunk, 
peli large plaques up to one inch square on buttocks and 
thighs. $ 
Given sulphapyridine 9 g. and glucose-saline 4—6 pints daily 
by mouth; 10 c.cm. of Eucortone was given intramuscularly 
after admission, repeated twice daily on the two following 
days and once daily for two further days, a total of 70 c.cm. 
Eight hours after admission patient went into labour and 
delivered a stillborn male infant, autopsy on which revealed 
heemorrhages beneath the visceral pericardium and into the 
lungs. Brain, cerebrospinal fluid and suprarenals normal. 
After twenty-four hours patient had improved slightly ; 
rational at times, pulse slower and B.P. 90/50 mm. Hg. 
Left ophthalmoplegia and 7th nerve palsy had developed and 
there was severe headache. Further lumbar puncture, 
done two days after admission, yielded turbid fluid under 
pressure, containing 21.000 cells per c.cm. During next four 
days prostration and mental confusion passed off slowly, 
tongue became moist and clean and though chemotherapy was 
stopped owing to vomiting after 36 g. of sulphapyridine had 
been given, signs of meningitis cleared up with residual left 
facial paresis, and cerebrospinal fluid became clear. Pulse- 
rate dropped gradually to normal and systolic B.P. rose 
successively to 105, 115, 130 and finally 145 mm. Hg. On 
stopping eucortone systolic B.P. fell again to 125, and has 
fallen still lower during convalescence. l 
Puerperium uneventful, except for retention of urine 
necessitating catheterisation for a week after delivery. Rash 
faded completely on trunk in seven days but many purpuric 
plaques on buttocks and thighs broke down to form circular 
and oval ulcers which healed slowly and left extensive scarring. 
Otherwise recovery was complete and patient was discharged' 
eight weeks after admission. a 


COMMENTARY _ 


The unusual feature of this case was.a persistent low 
blood-pressure with no signs of increased intracranial] 
pressure or changes in the cerebrospinal fluid. The 
character of the rash and the satisfactory response to 
eucortone make it probable that some damage was 
present in the suprarenals. Most of the cases of Water- 
house-Friderichsen syndrome hitherto recorded were in 
infants and children under two years, and the extreme 
collapse and cyanosis of lips and extremities noted in. 
them was not seen here; but these signs occurred in cases. 
where massive hemorrhages were found in both supra- 
renals post mortem, and were presumably due to a severe 
degree of circulatory failure, which was ‘at no period 
well-marked in the present case. o 

Investigation of the sodium, chloride and potassium 
content of the serum, in which changes are found ìn the 
more chronic form of suprarenal deficiency, are not likel 
to be of decisive aid in diagnosis in a disease in which 
vomiting and dehydration are so common. The same. 
applies to a low level of blood-sugar which has been 
suggested as favouring the diagnosis. 

A clear cerebrospinal fluid with little or no rise in 
pressure or cell content. and free of organisms is the rule 


- 
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in the Waterhouse-Friderichsen syndrome ; but McLean 
and Caffey ' have detected meningococci in smears of the 
petechiz in 15 out of 18 cases of meningococcal bacteremia 
with purpura, in 3 of which hemorrhages were present 
in the suprarenals at autopsy. Examination of petechial 
smears was not done in the present case,“the only evidence 
of the meningococcal origin of the disease being the 
positive complement-fixation test, but it appears to be 
the most reliable method of finding the organism. That 
the disease was meningococcal cannot be doubted, how- 
ever, in view of the clinical picture, the late changes in 
the cerebrospinal fluid and the satisfactory response to 
sulphapyridine. $ 

-~ I wish to express my thanks to Dr. Allen Daley, chief 
medical officer, L.C.C., for permission to publish this case, 
and to Dr. E. H. R. Harries, medical superintendent of the 
North-Eastern Hospital, for advice and assistance. 


POSTVACCINAL AND’ MEASLES 
ENCEPHALOMYELITIS : 


REPORT ON TWO CASES WHICH RECOVERED 


A. H. G. BURTON, J. H. WEIR, 
M.D. LOND., M.R.C.P., D.P.H., D.P.M.- M.D., B.HY. DURH., D.P.H. 


MEDICAL OFFICER OF HEALTH DEPUTY MEDICAL OFFICER OF 
FOR ILFORD HEALTH 


THE Ministry of Health reports for 1932-38 inclusive 
reveal only 6 cases (5 fatal) of postvaccinal encephalitis 
in infants under one year during this period in which 
Government lymph for 1,370,490 primary vaccinations 
was issued ; 2 additional cases were notified during 1939. 
Encephalomyelitis is also a rare complication of measles, 
and Boenheim,? reviewing 5940 cases of measles, found 
nervous complications in only 0:4% of which less than 
a third were cases of encephalitis. 

In the 125 reported cases of measles encephalomye- 
litis reviewed by Ford the fatality was about 10%, and 
65% of the survivors manifested residual symptoms ; 
8 of the cases occurred in one outbreak of measles in 
which some 55,000 people were affected. In the 1936 
measles epidemic 8 cases of encephalomyelitis were 
under observation in the London infectious diseases 
hospitals, and 3 proved fatal. In view of the rarity of 
these conditions the following case-records may prove 
of interest. : 

» CASE 1 

Boy, only child, aged 6 months. Breast-fed for two months 
and subsequently bottle-fed on a well-known proprietary 
- brand of dried milk with the addition of halibut-liver oil and 

orange juice.: No previous severe illness, accident or opera- 
tion. No recent or existing illness in household; brief 
association With contact of a case of influenza on Feb. 22. 
Convulsions when one day old but none since. Always pale 
and had of late been having iron tonic after feeds. Primarily 
vaccinated by single insertion on left arm on Feb. 14, 1940, 
full aseptic precautions being observed; 5 other children 
similarly primarily vaccinated about this time with same batch 
of lymph. Of these vaccinations, 4 were successful and none 
developed any signs or symptoms of disease of central nervous 
system in month subsequent to vaccinatron, during which’ 
were kept under close surveillance. Patient’s parents had 
both been successfully vaccinated in infancy and mother 
successfully revaccinated in 1930. 

Five days after vaccination patient’s arm became normally 
inflamed with slight constitutional upscét and continuous 
erying. On Feb. 21 high temperature and profuse perspira- 
tion. Next day squint noticed; disinclined to take bottle 
feeds though did not vomit. On 23rd profuse salivation 
developed, with right-sided spasmodic torticollis and elevation 
of right arm with flexion of forearm. Other limbs extremely 
limp; occasional spasms of jactitation of lower extremities. 
Later in day “ clasp-knife ” rigidity with spastic contraction 
of all muscle groups appeared. Child became very drowsy, 
apathetic and unresponsive, and uttered no sound. All these 
signs and symptoms became more pronounced within succeeding 
24 hours and on evening of 24th child was admitted to Ilford 

eBorough Isolation Hospital. | 

On admission temperature 99° F., pulse-rate 104. -© Respira- 
tions 26, varying considerably in depth and accompanied by 
1. McLean, S. and Caffcy, J. Amer. J. Dis. Child. 1931, 42, 1053. 


2. Boenheim, F. Ergebn. inn. Med. Kindcrheilk. 1925, 28, 598 
3. Ford, F. R. Bull. Johns Hopk. Hosp. 1928, 43, 140. 


' corpuscles. 


. muscles. 


occasional intermissions and deep sighing. General physique 
and nutrition good. Weight 14 lb. Lay on side with head 
retracted and slight apisthotonus. Waxy pale and com- 
pletely comatose, with no reaction to handling. No abnor- 
mality detected in ears, throat, nose, lungs, heart, abdomen 
or urine, no rash and no signs of rickets or teething. Fonta- 
nelle tension slightly increased. “Vaccination: lesion looked — 
normal and unbroken; surrounded by inflammatory zone 
din. wide; typical underlying deep induration. Sucking reflex 
weakly present but swallowing reflex had disappeared. 
Eyelids on both sides held tightly closed. Both eyeballs 
rotated downwards and left deviated inwards. Both pupils 
small, reacted to light, left slightly larger than right. No 
response to conjunctival or corneal stimulation. Owing to 
general spasticity tendon reflexes could not’ be obtained ; . 
abdominal reflexes absent, tache cerebrale well-marked, and 
plantar reflexes both extensor. Kernig’s sign positive. 
Priapism present. O . 
Lumbar puncture gave, clear fluid under low pressure with 
no excess of polymorphs or lymphocytes. Cells present 
included epithelial, a few endothelial, and a few red blood 
No organisms seen in direct smear; culture, 
sterile ; no tubercle bacilli. Protein content 100 mg. per 100 
c.cm. Sugar normal. 
Some days later when the eschar separated from vaccina- 
tion site area was swabbed and revealed a few degenerated 
polymorphs; hemolytic Staphylococcus albus isolated on 
culture. l 
Treatment.—On Feb. 24 20 c.cm. of citrated blood from 


father given intramuscularly followed later by 20 c.cm. of 


citrated blood from a nurse vaccinated two months previously. 
Sulphapyridine soluble 0-75 c.cm. given intramuscularly every 
four hours for 6 doses, after which sulphapyridine 0-25 g. 
given four-hourly by mouth. On each of succeeding three, 
days 20 c.cm. of citrated blood from the recently vaccinated 
nurse repeated and on evening of Feb. 27 sulphapyridine 
discontinued. | 

Progress.—On day after admission slight improvement ;. 
able to take small bottle feeds. On the 26th further improve- 
ment; temperature fell to normal, pulse-rate remaining at 
124. Now able to take feeds normally and salivation had 
ceased. Colour paler and slightly cyanosed but coma now 
changing to stupor; when disturbed child made slight 
muscular efforts to resist and ineffectual efforts to cry. Only 
once produced any sound. Eyelids now held slightly open. 
No recognition of light or surroundings. Muscular contrac- 
tion and rigidity and former signs remained unaltered, except 
for slight diminution in nuchal rigidity. On the 27th colour 
better ; temperature and pulse now normal and thereafter 
remained so. Taking full feeds with avidity, crying frequently 
and evidently resenting being handled. Appeared to respond 
to sounds and some appreciation of bright light held close to 
eyes. Eyelids slightly more open and once eyes were fully 
opened voluntarily. Transient weakness of right facial 
Squint now intermittent. Muscular spasticity. 
unchanged. Some blurring of outlines of right optic disc ; 


_ left disc normal. 


During succeeding week generalised rigidity slowly dimin- 
ished, passive limb movements were more easily accomplished, 
cervical rigidity, opisthotonus, torticollis and priapism dis- 
appeared and active limb movements were attempted. to 
limited degree. Ocular signs vanished and knee and ankle 
reflexes gradually returned, right being stronger than left. 
By March 14 the child was trying to lift head off pillow and 
sit up. Recovery subsequently continued uninterruptedly 
and by April 10, when discharged, no sign of spasticity and all 
reflexes normal.. Had gained 21 1b. 50z. since admission on 
Feb. 24. . 

Three weeks after discharge was examined at Royal National 
Orthopedic Hospital by Mr. R. Y. Paton, who reported no 
signs of residual paralysis and all muscles gave normal 
electrical reactions. 

| CASE 2 | 

Girl, aged 6 years. No previous severe illness, accident or 
operation. On March 1, 1941, developed cough and 14 days 
later rash of measles appeared. Disease pursued normal 
course until March 19 when ee developed and vacant 
facial expression was noticed. Remained fully conscious and 
able to express herself and indicate needs by gesture. Sub- 
sequently unable to speak despite strenuous efforts to do eo. 
On March 22 was allowed to get up but could not stand without 
support or perform coérdinated movements with hands and 


_ arms, which had become limp and tremulous. Saliva dribbled 


from mouth and stiffness and hyperesthesia of legs were 
T2 
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noted. During next few days hands and arfns increasingly 
rigid. Frequent attacks of erying on March 28. On 29th 
developed intense pňin in legs and periodic screaming attacks 
between which lay stuporose. 

Admitted to hospital on night of March 31 in stupor. 
Colour poor. Lay on side with slight opisthotonus. Tem- 
perature 99:4°F., pulse-rate 84. When examination was 
attempted became extremely violent and resistant, screaming 


with a husky voice of metallic timbre. Apart from slight ° 
congestion of fauces, physical signs limited to central nervous, 


system. Pupils reacted to light and accommodation. Well- 
marked tremor of limbs with some rigidity ; stiffness of spinal 
and neck muscles with slight opisthotonus. Kernig’s sign 
weakly present on both sides ; reflexes all somewhat exag- 
gerated, with bilateral ankle-clonus. Lumbar puncture gave 
bloodstained fluid under normal pressure and on this and two 
subsequent occasions, 3 and 7 days later, examination report 
normal except for blood-cells accounted for by difficulty of 
controlling child during operation.. During night of admis- 
sion, erythematous rash appeared on arms and legs, with 
petechial spots on knees. By next morning temperature 
and pulse normal and remained so thereafter, but child 
excessively. restless and violently resistant, with frequent 
attacks of screaming; required constant supervision and 
restraint to prevent her throwing herself out of bed. Head 
retraction, opisthotonus and limb tremor more definite. 
Later in day developed repetitive cycle: after throwing 
herself about and screaming for three minutes, during which 
arm and hand tremors, head retraction and opisthotonus were 


accentuated, had an interval of two to three minutes when — 


lay quietly supine with outspread legs and arms, ‘eyes and 
mouth wide open. i 

Treatment.—On admission put on fluid diet and given sulpha- 
pyridine 0:5 g. four-hourly by mouth, later augmented by 
sulphapyridine soluble 3 c.cm. intramuscularly. On April 2, 
12 c.cm. citrated whole blood given intramuscularly and on 
3rd, 4th and 5th 20, 20 and 10 c.cm. of measles convalescent 
serum given. Restlessness controlled by large doses of 
syrup of chloral and bromide. 

Progress.—Slight improvement on April 4, when limb 
rigidity and tremors were less, opisthotonus and nuchal 
rigidity diminished and irritability not so extreme. Now 
appeared to be conscious and would follow moving object 
with eyes. Periodic attacks of screaming still occurred and 
still resentful of handling. Improvement was maintained and 
speech, at first limited to whispering with unnatural lisp, 
regained on April 6. Cerebration at first slow and irrational 
but improvement comparatively rapid and recovery unin- 
terrupted and uneventful. Discharged on April 20. - When 
re-examined on May 7 no signs of disease of central nervous 
system or evidence of mental impairment elicited. According 
to parents only abnormality was slight tendency to fidget, but 
speech clearer and more distinct than before illness. i 


v 


DISCUSSION 


While the use of blood or serum from recently vaccin- 
ated persons or measles convalescents is a well-recognised 
method of treatment in such cases, few examples of the 
successful administration of sulphanilamide or sulpha- 
pyridine are recorded. Although the -value of sulpha- 
pyridine in virus infections generally is doubtful, it 
was felt that since it has been of benefit in certain 
diseases of virus origin, it should be employed in an 
attempt to augment the effect of serotherapy. It is 
interesting to note that Miller and Wray ‘ have recently 
applied this principle to the treatment of poliomyelitis. 

Since the fatality-rates in these cases vary consider- 
ably in different age-groups and in different recorded 
series, and spontaneous recovery does occur, it cannot 


be claimed that the favourable therapeutic response was ’ 


achieved by the agents employed acting either singly or 


in combination. Nevertheless, in view of the extremely 
grave condition of the children, the first of whom was in 
an age-group for which the fatality is high, the extensive 
involvement of the central nervous system and the rapid 
progression of the disease process without any evidence 


of amelioration until treatment was instituted, some 
encouragement is given for the future employment of 
the method. 


SUMMARY 


A boy aged 6 months, with postvaccinal encephalitis, 
was treated with sulphapyridine plus intramuscular 


4. Miller, S. and Wray, S. Lancel, 1941, 1, 753. 
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injection of blood from his father and from a recently 
vaccinated nurse. 

A girl aged 6 years, with encephalitis following measles, 
was treated with sulphapyridine plus intramuscular whole 
blood and convalescent measles serum. 

Both recovered completely. 


ENCEPHALITIS OF UNKNOWN ORIGIN 


H. A. PALMER, M.D. MANC., M.R.C.P., D.P.M. 


MAJOR, R.A.M.C.; LATE SENIOR ASSISTANT PHYSICIAN, 
. WOODSIDE HOSPITAL ; 


A SOLDIER, aged 19, belonged to a unit in whick three other 
men developed typical zoster. The first reported sick on. 
Nov. 30, 1940, the second on Dec. 20, 1940, and the third 
early in the New Year 1941. The patient enlisted on Dec. 19, 
1940, received his first antitetanic injection on the 21st, his 
first T.A.B. injection on the 23rd and his second T.A.B. 
injection on Jan. 3. Twelve days later he felt ill, complained 
of nausea and headache, vomited once or twice and suffered 
from -diarrhwa. On Jan. 17 he felt shivery and chilly, 
reported sick and was put to bed; his temperature was 
103° F. Next day he had slight head-retraction and. hig 
headache was worse; a few herpetic lesions were noted and 
diagnosed as herpes labialis. On Jan. 19 he complained of 
slight breathlessness and his general condition aroused the 
suspicion that he might be developing pneumonia. He was 
therefore given 6 g. of sulphapyridine in 48 hours, and arrange- 
ments were made for his admission to hospital. There, no 
evidence of pneumonia could be found, but he had a little 
sputum which was sometimes blood-streaked. (He had had 
a slight. cough with’sputum for the previous month, and a 
sister had died of phthisis.) He was once more put on 
sulphapyridine as a precaution, receiving a further 7 g. in the 
next three days. On Jan. 21 he had a sudden transient 
impulsive outburst recorded as a “‘ hysterical attack.” Next 
day he was confused and restless, and was transferred to a 


= military hospital. 


On admission he was in a restless, delirious, very confused, 
out of touch with his surroundings, and resistant to all 
nursing and medical ‘attention. There was slight neck- 


‘rigidity and a positive Kernig’s sign ; the optic discs showed 


a little haziness of the nasal margins ; the cerebrospinal fluid 
was under moderate pressure and contained 7 lymphocytes 
per cmm. Blood-count showed 18,000 leucocytes per c.mm. 
There was a fading crop of herpetic vesicles on the left side 
of his cheek. A further 7 g. of sulphapyridine was given 
between Jan. 25 and 28. He became more restless, requiring 
sedatives, and two areas of purpuric staining appeared over . 
his right shoulder and sacrum. On the 27th he had a Jack- ` 
sonian seizure, after which his condition changed to a quiet 
coma. On the 28th he had two further convulsiens, and both 
plantar responses were extensor. He died on the 29th. 

Autopsy.—No abnormality in dural or accessory sinuses. 
Membranes were rather pink and congested, and in left 
temporo-parietal region were adherent and manifestly in- 
flamed over an area 2 in. square; apart from this they 
appeared somewhat bulky and c:dematous. Cut surfaces of 
brain slightly pink; five areas of colliquative hemorrhagic 
necrosis, two in one hemisphere and three in the other. These 
ranged from $ to 2 in. across and were filled with a thin, 
purple liquid. Lieut. I. B. Gartside, R.A.M.C., reported on 
the sections as follows, and Prof. M. J. Stewart has kindly 
confirmed his findings. 

“ Several blocks of the brain tissue have been examined. 
Nowhere is there any suggestion of perivascular cuffing or of 
any other focal accumulation of inflammatory cells. There 
is some generalised cedema of the brain tissue, but this is not. 
well marked. In all the blocks examined there is much focal 
and streaky hemorrhage scattered throughout the tissue, in 
addition to the gross hzemorrhage seen by the naked eye. One 
large block, which shows relatively little change in the brain 
substance, shows a striking feature in the meningeal veins and 
vesicles lying in the sulcus which runs through the 
section, and in the capillary and venular channels in the 
substance of the brain itself. These are all distended with 
thrombus in which polymorphonuclear leucocytes are present 
in large numbers. (It will be remembered that there was a° 
leucocytosis of 18,000.) This block also shows the same 
abundance of focal and streaky hemorrhages, with some 
necrotic changes in the brain tissue in relation to these 


` hemorrhages, which is seen in all the blocks examined. A 
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portion of the membranes which was adherent shows con- 
siderable engorgement with a good deal of interstitial hæmor- 
rhage but little else of note. The chief pathological features 
are: the considerable focal and streaky hemorrhage in 
addition to the five areas of gross hemorrhage; the stuffing 
of vessels with thrombus in which the polymorphonuclear 
leucocytes are present in great numbers; and the entire 
absence of any focal accumulations of inflammatory cells or 
any perivascular cuffing.” 


= DISCUSSION a 


The main points to be considered in this case appear to 
be: (l) that clinically he behaved as ‘an encephalitis ; 
(2) that herpes zoster was present in the unit; (3) that 
A.T.T. and 'T.A.B. were given. more or less simul- 
taneously just before the onset of the lesion; (4) the 
equivocal clinical observation of herpes on the lips 
accompanying the febrile onset of the illness; (5) that 
he had received sulphapyridine; and (6) the histo- 
pathological findings of a brain in which a toxic rather 
than an inflammatory reaction were the main features. 

Russell Brain? has carefully reviewed the literature 
on zoster encephalitis, and although it is tempting to 
include this as such a case the autopsy findings are dis- 
similar and a physician who saw the patient at the time 
was satisfied that the herpes was herpes labialis. Never- 
theless when. seen in this hospital the fading vesicles, 


extended well on to the cheek and angle of the jaw and 


were judged to be zoster. The administration of A.T.T. 
and T.A.B. simultaneously is known to be provocative 
of intense reactions and the onset. of this case twelve 
days later shows a suspicious analogy to known cases of 
postvaccinal encephalitis as regards the latent period. 
The actual type of response to virus infection seems 
to be of two varieties, according to Adler,? who has 
reviewed 100 consecutive cases diagnosed as acute 
encephalitis out of a total intake of 368,000 patients at 
the Boston City Hospital from 1929 to 1938. Only 70 
of these satisfied her criteria for inclusion as unequivoc- 
ally proven cases and in only 19 was an autopsy per- 
formed. The pathological findings demonstrated two 
clear entities—a toxic and a focal variety. The toxic 
variety was characterised by signs of diffuse cerebral 
involvement with a normal cerebrospinal fluid and peri- 
vascular hemorrhages, but without focal leucocytic 
infiltration or demyelination. In the focal variety there 
were clinical signs of localised neurological lesions, with. 
an abnormal spinal fluid and focal cellular infiltration 
and occasionally demyelination. The case here described 
seems to belong to the group of toxic encephalitis, and in 
an analysis of Adler’s case material both types occur 
as postinfectious phenomena. These are her figures. 


Cases Deatbs 


Postinfectious groups’ (following mumps, 
set 30 .. 13 


rubella, &e.) .. : 


Following exogenic poisons (alcohol, lead, &e.) 8 .. 1 
Infectious encephalitis (mastoiditis, typhus, 

EAT O Ka TO es Se, AE- gi 7. 
Acute lethargic eae Pp N n 4 .. 1 
Other cases ri EA s IT sa 5 


The possibility that sulphapyridine may itself produce 
cerebral symptoms has been raised by Johnstone and 
Forgacs,? who observed that in some cases of cerebro- 
spinal fever signs of cerebral irritation persisted or 
increased after the cerebrospinal fluid had become normal. 
Unfortunately no autopsy was done on their two fatal 
cases. In the present case there could be no question 
of overdosage, but according to Johnstone and Forgacs 
cerebral irritation may ‘arise from moderate dosage of 
sulphapyridine. It seems, then, that this possibility 
cannot entirely be excluded here. Similarly it is not 
possible to exclude a toxic encephalitis, secondary to a 
mild pneumonia, though the autopsy gave no support 
to the clinical findings of pneumonia. : 


SUMMARY 


A fatal case of toxic encephalitis is described in a man 


of 19. The lesion may have been secondary to a mild 
pneumonia, to zoster, to the injection of antitetanic 
serum and T.A.B. vaccine, or to sulphapyridine therapy. 
1. Brain, W. R. Brit. med. J. 1931, 1, 81; Schiff, C. I. and Brain, 

Lancet, 1930, 2, 70 


2. Adler, A. Arch. Neurol. Psychiat. 1940, 44, 541. ` 
3. Jobnstone, D. F. and Forgacs, P. Brit. med. J. 1941, 1, 772. 
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Medical Societies 
- ROYAL ACADEMY OF MEDICINE 


. IN IRELAND 


AT a meeting of the Section of Medicine on Oct. 10, 
with Dr. A. R. Parsons in the chair, an address on 


Water Deficiency 


was read by Dr. R. H. Micks, the president of the section. 
He did not include the dehydration of surgical shock 
(without fluid loss) or the dehydration caused by exten- 
sive burns, for so much knowledge of these two subjects 
is now being acquired that it is too early to lay down 
systematic teaching. But it is important to try to 
arrive at a systematic teaching about dehydration due to 
diminished water intake or abnormal water-loss. The 
phenomena of water deficiency may, he said, be divided 
into three stages—first, those of the falling water-reserve, 
symptomless except for the loss of about a twentieth of 
the body-weight ; second, those of dehydration without 
circulatory collapse, the symptoms of Which are a dry 
tongue, loss of elasticity of the skin, hemoconcentration, 
and beginning impairment of renal function; third, 
dehydration plus circulatory collapse. The aim must be 
to recognise the first stage, because the proper treatment 
of dehydration is to anticipate its onset, as can easily be 
done by careful measurement of the water balance, or, 
in the infant, frequent weighing. When dehydration 
is due to excessive loss of body fluids sodium chloride 
is as much needed as water. In dehydration plus 
circulatory collapse the intravenoug route should be 
used, and at times hypertonic saline is required. In 
general the solution administered should be normal 
saline, but there is evidence that for rapid rectal absorp- 
tion 0-12% saline is better.. Glucose solutions are not 
necessary except when parenteral feeding has to be 
maintained for a long time, and sometimes in diabetic 
coma. There is little reason to think that either special 
alkalinising fluids or fluids containing calcium or potas- 
sium salts are useful, except possibly in certain rare cases. 
The intravenous route is really one only required in 
emergencies. In many cases fluid can be administered 
by mouth or nasal tube. Rectal drip is satisfactory in 
many cases and enough fluid can be given by that route 
to maintain life and compensate for a considerable 
‘abnormal loss. Intramuscular administrafion has been 
used successfully in .some large clinics. Subcutaneous 
administration of large volumes of fluid is now but little 
practised, and Dr. Micks asked for the experiences of 
those who had used it. Intraperitoneal administration is, 
he thought, usually unsatisfactory because little fluid 
can be given. | 

Prof. W. R. FEARON wondered whether people drink 
enough water, and whether doctors are giving enough of 
it to their patients. Water deficiency is usually a 
question of salt deficiency and salt balance. If the cell 
membrane is complete the ions do not tend to escape 
readily from the cell. There is no mechanism equivalent 
to that of thirst to tell one when there is too much water 
in the body. If one knows the osmotic pressure of the 
urine one can draw the osmotic curve from hour to hour. 
This will show the state of water balance at any time. 
The treatment of dehydration is physiologically the 
administration of saline. Far more harm is likely to be 
done by giving too little water than too much. 

Prof. W. J. E. JESSOP referred to the relationship of 
water to treatment with the sulphonamides. Water 
restriction in such cases is dangerous on account of the 
formation of drug crystals in the kidney. 

Mr. SETON PRINGLE, president of the academy, said 


-that surgeons recognised earlier. than physicians the 


possibility of severe and perhaps fatal dehydration. 


' In every major operation Arbuthnot Lane used to insert 


a needle under each breast and give two or three pints of 
saline. This was a great help in the first and second stage 
of dehydration, though it was quite useless in the third 
Mr.- Pringle had found saline without glucose 
satisfactory. Rectal drip has been the routine method 
for many years, but in many patients it proves uncom- 
fortable and inconvenient. If serious dehydration is 
feared this method is tedious. A reservoir of saline is 
now used instead of the drip. This is connected with the 


- efficient. 
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rectum through a very wide tube and the saline is only | 


taken up from the bag as it is needed, so that the rectum 
never becomes distended or uncomfortable. . 
Dr. GEOFFREY BEWLEY referred to the giving of n&sal 


fluid to unconscious patients and said that in these cases ° 


it is frequently a case of giving food as well as fluid. The 
panni a given eggs and sugar by this route. Life can 
e preserved for months by giving fluid through the nose. 
Prof. T. W. T. DILLON said that one of the most im- 
portant things is to have some easy test by which to 
know when enough water has been given and the water 
depots are full. If the specific gravity of the urine is 
taken in these cases it will be observed that water 
repletion coincides with a sharp fall in the specific gravity. 
Dr. R. E. STEEN said that there were certainly definite 
indications for the intravenous drip method in young 
children. ' 
- Mr. J. C. FLoop said that until two years ago there 
was a tendency to give too much water. Patients were 
given transfusions of water under every condition of 
surgical collapse. It was then considered that this was 
being overdone. ,Of the importance of water in the right 
class of case there can be no doubt. It is necessary to 
distinguish between dehydration due to water going out 
of the body and that due to water coming out of the blood 
channels. There is a considerable chance of the patient 
being overdosed with water if he is suffering from 
straightforward shock associated with a water shift out of 
the blood-vessels into the tissues. There is no entirely 
satisfactory and reliable therapeutic test to show when 
enough water has been given. When a patient is receiv- 
ing postoperative transfusions and salines a record must 
be kept of the tota] fluid intake and excretion every day. 
„_ Dr. A. W. SPAIN thought the intravenous route unsuit- 
able for a doctor faced with an emergency away from 
a hospital. In such cases the subcutaneous route is very 
It is astonishing how rapidly a patient will 
absorb fluid if a pint is put under each breast. This can 
‘' be done without causing the patient any inconvenience. 


Reviews of Books 


Surgery of the Heart 


E. S. J. Kino, M.S. Melb., D.Sc., F.R.C.S., F.R.A.C.S., 
major A.A.M.C.; honorary surgeon to out-patients, Royal 


Melbourne Hospital. London: Edward Arnold. Pp. 728. 50s. - 


VERSATILITY and thoroughness do not always go hand 
in hand, but here is an exception. 
twenty years Major King’s interests have ranged over 
surgery and pathology, from teeth in dermoid cysts to 
successful thoracic cesophagectomy for carcinoma; and 
now he succeeds in concentratitg a vast and admirably 
documented quantity of information that bears on every, 
phase and aspect of cardiac surgery. The book begins 
as it should with a clear, brief account of the heart’s 
development, abnormalities, anatomy, physiology and 
pathology. Two welcome chapters explain orthodia- 
graphy, kymography, tomography, and finally, electro- 
cardiograms, their shape and value. All the eggs—those 
war-time symbols of what is commonplace but unfamiliar 
—are thus in one cOnvenient basket. Major King goes 
on to deal with experimental investigations, with the 
special surgical problems created by disease or injury 
of the heart or pericardium. The broad impression left 
is one of swift advance—encouraging, brilliant, tentative. 
_ Time must pass before we can choose, for example, with 
confidence the best surgical means of treating angina 
pectoris and the most suitable cases for treatment. 
Methods include those which seek to interrupt the 
conduction of pain and those—more numerous—aimed 
at removing the cause ; the second group are designed to 
increase the vascularity of the myocardium, either by 
means of grafts of muscle and omentum, or else by open- 
ing up the rather grudging inosculation of cardiac 
vessels. This last method links up with the well-known 
work by Makins on simultaneous ligature of vein and 
artery; Blum and Gross have found that when the 
coronary sinus has been occluded, they can then, with 
the heart congested, tie a coronary artery at a point 
where ligation would otherwise cause death. 

In discussing quasi-separate blood-supplies to the 
half-dozen layers of ventricular muscle the author 
argues that the fibrosis caused by infarction of one or 
other of these layers is likely to offer a barrier through 
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which new vessels brought by a graft might be unable 


to grow. The fibrosed layer itself is often past salvation ; ' 


and even if new vessels do penetrate compromised heart 
muscle, can we be sure that in the living subject there will 
be a flow through them towards the heart and not away 
from it? On these and many other points he brings his 
own investigations to bear. He suggests that too little 
attention is paid to the effect of merely opening the peri- 
cardium ; for pain in some of his cases has been relieved 
»before new vessels could possibly grow into the heart. 
Such reliefgis linked perhaps with: the achievement of 


` 


O’Shaughnessy and McCunn who managed to improve . 


exercise tolerance in racing greyhounds by liberating 
their large hearts from pericardial restraint. i 

Satisfying indications for treating pulmonary emboli 
by operation are not yet even in sight ; the surgeon must 
still wait till the red warning gives way to the green signal 
of death. And while it is certain that recuperable cases 
are being lost through an almost pandemic blight of 
unprepared defeatism, it is likely, too, that operation is 
often a superfluous coup-de-grace. We shall be in much, 
better position to judge of this and other cardiovascular 
procedures when we possess many more accounts of 
failures; Nyström wants careful records of them all. 
In the meantime we can study how to simplify, or even 
extend, the scope of intervention by removing clot with 
aspiration instead of forceps. Major King gives too 
little detail of operation for these emboli; he does not 


mention the screen of thick fat often found in front of. 


the pericardium, a screen which may well confuse tyros, 
who are told to expect “ a white and shining membrane ”’ 
as soon as “the pleura is_swept laterally.” And 
“ sweep,” too, must be carefully qualified ; the act needs 
no dash and plenty of method. 

Cardiac-valve surgery is for the moment at a standstill 
in clinical practice ; operation has only achieved success 
in 3 cases with mitral stenosis—Tuffier’s in 1914, Cutler’s 
in 1923, and Souttar’s in 1925. In the first and last 
dilatation was made with a finger, while a tenotome was 
used in the other; and who knows how much of the 
improvement was due to the mere opening of peri- 
cardium ? It would be improper to-criticise a compre- 
hensive, disciplined work on the score that the fascination 
of the subject is kept in abeyance, but we cannot help 
wishing the author had followed the practice of old 
writers and given us more loving detail (should one say 
the lowdown ?), for example, on the toothpick found in 
the heart. Meanwhile he has produced for those 
concerned a quite indispensable book. 


What Price Alcohol ? 


(ad 


ROBERT S. CARROLL, M.D., medical director, Highland’ 


Hospital, Asheville, North Carolina. 
and Co. Pp. 362. 12s. 6d. 


Dr. Carroll certainly knows his alcoholists from infancy 
upwards and illuminates their progress through life by 
many a tell-tale case history. He appears however to 
indict alcohol for all degenerative trends in modern 
American civilisation, rather than to regard alcoholism 
as but one symptom of the neurotic’s failure to face up to 
life’s demands. 
-~ An interesting thesis, developed at length throughout 
the book, is that faulty diet is the fundamental defect 
in the average alcoholist. In the author’s opinion the 
frequent restless gobbling down. of everything from 
hot-dog to chocolate induces a ‘‘ vitality-deficiency ” and 
a ‘‘ food-crave °’ which develop into a demand for the 
quicker satisfaction afforded by alcohol. He advances a 
“ blood-brain-barrier theory,” according to which the 
function of the choroid plexus is to filter off from the 
blood deleterious substances which would injure neurones 
and synapses if allowed to reach them. Products of 
hyperalimentation alter the permeability of the barrier 
and thus are indirectly responsible for dysfunction of the 
higher cerebral centres. Brain tracts of poor quality 
will be disorganised more easily than those of robuster 
heritage by barrier-passing toxins. Hence the distinction 
between those who can and those who cannot carry their 
liquor. On treatment Dr. Carroll’s general advice is 
eminently sound : he keeps insistently before the patient 
the maxim : “You have come here to be taught to live 
without alcohol in any form at any time.” He shows 
clearly that the attainment of this freedom involves 
nothing less than re-education of the addict personality. 


London: Macmillan 
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THE WARD DRESSING 


INFECTED war-wounds may be divided into two 


broad categories: first, wounds infected outside the : 


hospital ward, and these are for the most part infec- 
-tions with the anaerobic sporing bacilli, Clostridium 
tetani and the gas-gangrene group ;. secondly, wounds 
infected inside the hospital ward where the principal 
pathogens are the pyogenic bacteria—staphylococcus 
and streptococcus and the coliform bacilli including 
proteus and pyocyaneus. These pyogenic organisms 
are found in only a small proportion of open wounds 
examined on admission to hospital—the figures have 
been 5-6° in the present war and 15-20% in the last 
—pbut after a week’s stay in hospital the proportion 
of infected wounds. may exceed 50% and increases with 
further residence to 70-90%. Streptococcus pyogenes 
is the most dangerous of the pyogens because of its 
great invasiveness, but the coagulase-positive staphy- 
lococcus, which in the past year has been the most 
frequent pathogen found ın war-wounds, may also 
produce much chronic invalidity if it gets access to 
bone. It is true—and perhaps unfortunate—that 
infection produces little evidence of local or systemic 
upset in many wounds, particularly if they are shallow 
and draining well, and does not greatly retard healing, 
so that a complacent surgeon may regard such 
_ infection as innocuous. But once in a while an unfor- 
tunate “‘ accident ” occurs—a new patient develops 
cellulitis or septicemia, signs of osteomyelitis appear 
in a case of compound fracture, nurses go off duty with 
septic fingers and sore throats, and the surgeon 
realises too late that infection is rampant in the ward. 

It was to the problem of preventing these tragic 
consequences of wound-infection that certain teams 
of surgeons and bacteriologists in Hertfordshire ad- 
dressed themselves during the past winter, and a direct 
result of their researches is an excellent memorandum,} 
published jointly by the War Wounds Committee of 
the M.R.C. and the Committee of Sector Pathologists 
with Dr. E. T. C. SPooNnER as’ editor. In it the 
problem of hospital infection of wounds is clearly set 
forth and practical instructions are given for its pre- 
vention. If it be granted (and the circumstantial 
evidence is very strong) that pyogenic infection of 
open wounds takes place mostly in the hospital ward, 
the possible sources must be defined and controlled 
and the channels of spread blocked. The principal 
sources are wounds already infected, the air-passages 
of patients'and ward personnel, and the dust of the 
ward which has become infected from the first two 
sources. The channels of spread are direct transfer- 
ence by hands, instruments and dressings which 
become bacterial carriers from contact with already 
infected wounds or respiratory tracts, droplet infection 
from the nose or mouth of attendant or patient (5- 
10%, of adults are throat carriers of Strep. pyogenes ; 
30-40°% are nasal carriers of Staphylococcus aureus), 
and air-currents carrying infected dust or droplet- 
nuclei. Obviously if the proportion of infected 
wounds increases, dust and air become more heavily 


1. Prevention a" age tae Infection ” of Wounds. M.R.C. War 


Memo. No. 6. ‚M. Stationery Office, 6d. 
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infected, sore throats appear and a vicious circle sets 
in. In the infection of wounds, it seems probable, 
though the point has not been proven, that direct 
transference by infected hands or instruments is more 
important than droplet or aerial infection. The latter 
two channels can be largely blocked by efficient mask- 
ing of all ward personnel plus the maintenance of silence 
among the patients and a still atmosphere during the 
period of the dressings. Bed-making, sweeping and 
dusting must be completed at least an hour before 
dressings are begun, windows and doors should be kept 
closed to minimise ajir-currents, floors may be treated 
with spindle-oil to adsorb the dust, and any movement 
of bedclothes must be done gently and slowly. 

For the control of contact infection, a technique 
which for many will mean a radical revision in ward 
wound-dressing is recommended and described in 
detail in the memo. The key-points in this ritual are 
that the hands of the dresser are to be regarded as at 
all times infected, while the wound and the surround- 
ing skin are to be likened to a plate of culture medium 
—that is, a surface very susceptible to infection and 
therefore to be uncovered for the shortest possible 
time, and, the memo might have added, as infre- 
quently as possible. Gone are the days when wounds 
are gaily laid bare for the round of inspection by the 
big white chief and his retinue of maskless followers. 
Instead there is to be a dressing team, each member 
well versed in his or her own duties, and each wound 
must be inspected and re-dressed before the next is 
dealt with. - The team consists of the dresser (prefer- 
ably -the house-surgeon),; the trolley-attendant, a 
trained nurse who is responsible for the care and - 
sterility of instruments, dressings, bowls and so on, 
and a “dirty ’”’ assistant to lend a helping hand in 
removing bandages or holding a limb, and to lift the 
lids of the bins for discarded dressings ; all dressings 
are discarded but the bandages and outer dressings 
are salvaged for re-use. After the outer dressing has 
been removed by hand the inner dressing is changed 
by the dresser with long instrument forceps in hands 
that are washed and dried but not ‘ scrubbed up.” 
Every step is designed'to prevent the transference of 
infective material from one wound to another by 
hands, instruments or dressings. For the sterilisation 
of instruments and the various receptacles— which 
should have lids—boiling in water in a ward-steriliser 
big enough to take the largest vessels ‘is recom- 
mended; 2% soda should be added to prevent 
rusting, and scalpels may be so sterilised without 
detriment provided their blades are wrapped in lint 
or placed in a zinc rack. Once sterile, instruments can 
be kept in a dry sterile dish with a cover, or if this 
method is not convenient they should be immersed in 
liquor formaldehydi chirurgicalis ? rather than lysol 
or spirit. Much practical instruction is given about 
the irrigation of wounds, chemical disinfectants, 
masks, sterilisation, and cleansing of baths, and 
particular attention is directed to the danger of cutting 
and changing plasters in the ward, for plasters usually . 
teem with bacteria both inside and out. One of the 
most sensible suggestions is that nurses should have a 
short practical course in bacteriology which will bring 
home to them better than many abstruse lectures 
what infection means, a view which is borne out by 
Dr. JANET WELCH’S experience in Africa (see p. 574). 


2. Borax 1:5, solution of formaldehyde 2:5, phenol 0-4, water to 100. 
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Their intelligent coöperation, essential for success in - 


countering cross-infection in wards, can only be ob- 
tained if the rationale of new procedures is explained 
to them, and a simple suntmarised version of this 
memorandum might well be made available to nurses. 


If the recommendations in this pamphlet seem to 


some surgeons rather elaborate, with a smack of the 
laboratory about them, let them not on that account 
dismiss them as impracticable or unnecessary. Infec- 
tion of open wounds is a menace to be constantly 
guarded against, and it is illogical to use a less strict 
technique in dressing these susceptible wounds in the 
ward than is used for less vulnerable tissues in the 
operating-theatre. That the new technique is both 
practicable and effective has lately been shown by 
McKissock, WRIGHT and MILES, who with it reduced 
the incidence of hospital infection in air-raid casualties 
from 31:3 to 2:2% in improvised E.M.S. wards. 
Local sulphonamide prophylaxis and other new 
methods may help to minimise hospital infection of 
wounds but there can be no gainsaying the soundness 
of the principles enounced in this memo, particularly 
for the dressing of open wounds. Jt should be read 
and digested by every surgeon, house-surgeon, hospital 
bacteriologist and surgical ward sister. 


ABSENT FROM WORK 


A decent craftsman, seen by his doctor on a 
Sunday afternoon, complained that he was dead to 
the world ; he had been working for six days a week 
from 8 a.M. to 9 P.M. and on Sundays from 8 a.m. to 
4 P.M.; he has had two days off in the past year. 
“Another tired out labourer hopes he will not be sent 
to the docks for there they work 12-hour shifts seven 
days a week. An A.T.S. girl, coming home on 48 
hours’ leave, spends the first 36 hours of it sleeping. 
These are three relatively trifling examples of the 
fatigue which must be holding up production. The 
Ministry of Supply might take as their slogan “ Too 
Long Hours mean Short Output,” and every works 
manager should have it hung over his desk. e 

Unfortunately when hours are reduced the output 


does not rise immediately ; there is a relatively long 


period of adaptation before the workers recover from 
fatigue and begin to improve their standards. 
Naturally the lag also operates in the reverse direction, 
so that an increase in hours will produce a greater 
output for the first few weeks—until fatigue sets in. 
This must be so ; the human body cannot be switched 
straight into a different gear like a machine. 
two equal and opposite lags make it difficult to con- 
vince the denser and more old-fashioned works 
managers that shortened hours will increase pro- 
duction ; and so the damage goes on. Many of the 
workers themselves recognise: the fallacy in long 
hours and take a day off when their fatigue be- 
comes too great. Thus there are constant com- 
plaints of absenteeism in industry at a time when 
absenteeism can harm us all. 

But fatigue, though the most important, is not the 
only thing which keeps people away from work. 
There is always more absenteeism among women than 
among men, and in war-time the increase in absentee- 
ism among women is proportionately much greater. 
Some of the reasons for this appeared clearly in dis- 
cussion at the second session of the Women’s Parlia- 


3. McKissock, W., Wright, J. and Miles, A. A. Brit. med. J. Sept. 13, 
1941, p. 375. 
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ment, reported in our issue of Nov. 1 (p. 537). The 
greatest increase is among married women who would 
not normally be working in factories. These still 
have their ordinary work to attend to: they must still 
keep the home clean, buy food for their families, cook it 
and clear it away. It might be supposed that when 
both partners were out at work both would share in- 
domestic duties in the evening ; ‘but this does not 
seem to be so. Etiquette among manual workers 
enacts that a man cannot help in the home without 
being looked down on by his mates. This false pride 
has been found to be particularly prevalent in the 
north country where a man may help his wife by 
lighting a fire, but must not lend a hand in cleaning 
the house or washing up—the bulk of the housework. 
Even if the man is out of work and the woman is 
supporting the family his status must be preserved, 
and hé cannot even do the household shopping with- 
out loss of prestige. Shopping nowadays is not a 
task which can be performed in a few odd minutes, 
so women take time off from the factory to do it— 
they have to. Absenteeism has been considerably 
reduced in factories which have added household 
goods to their canteens so that women can do their 
shopping during the lunch break. Even so, time 
must be borrowed to clean the house, give children 
their meals, or look after a husband home on leave. 
This piling up of tiring duties renders women more 
liable to breakdown than men, and illness is the second 
most important single cause of absenteeism among 
women. Travel difficulties increase fatigue for both 
sexes, as do nights made sleepless by raids or by civil 
defence duties. Sometimes raid damage adds heavy 
and dismal salvage work to the day’s toil. 
_Unpunctuality and slowness in starting work cause 
nearly as much loss of output as absenteeism and it ís 
noteworthy that many women prefer to stay away 
altogether than to clock in late, feeling that they might 
as well hang for a sheep as a lamb. This prejudice, 
foolish as it is, has to be taken into account. Many 
women and young people are without ambition and 
remain untempted by the thought of promotion or 
more pay. “Moreover in many factories the workers 
—men and women alike—have little sense of sharing 
in the war effort ; the idea that the Forces are depend- 
ing on their work seems remote and unreal. This 
attitude is often coupled with the independent English- 
man’s belief that his boss “‘ knows nowt” and is 
making a hopeless mess of things. This view, often 
mistaken, springs from ignorance of the problems to 
be overcome: and therein lies the kernel of this matter. 
In industry and local government there is too little - 
give and take of information, too few committees on 
which workers and officers meet to exchange views 
and discuss policy. The discontent often found 
among those serving public bodies springs largely 
from the fact that they are treated as pawns and 
never consulted as reasoning people. The same 
applies in industry. Workers who are told the plans 
of their employers—who have the background of 
special demands explained to them and who under- 
stand not only what their factory is out to do but 


also what difficulties stand in the way of success— 


are anxious to help. Those who are treated like 
children and kept in the dark behave like children. — 
This was well illustrated in the letter from a works ` 
manager which appeared lately in our pages (Lancet, 
Oct. 18, p. 471): three men were asked to do an 
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the attack. Pamaquin, however, has little or no 


uncongenial job without being told the reason, so 

. they went sick; as soon as they learned why they 
were needed they complied without hesitation. We 
are trying to get the best work out of a race of people 
who resent dictation; and we set about it by tiring 

. them out and telling them nothing. We have the 
method, not the men and women, to blame for 
absenteeism. 


MALARIA BROUGHT HOME 

Tue War Office pamphlet! on the treatment of 
malaria in people returning home from malarious 
areas is a timely reminder that we are likely to see 
many such cases during the next few years. Many 
people who contracted, or thought they contracted, 
malaria during the 1914-18 war are convinced that 
they still suffer from the disease. This‘is unlikely, 
for it seems that malignant tertian malaria rarely 
persists for more than a year or two after return from 
the endemic zone, although simple tertian and 
quartan malaria may on occasions last longer. There 
are exceptional cases, particularly of quartan infec- 
tions, where the disease goes on giving trouble for 
long periods, but it is unwise to assume that any 
febrile disturbance in a person who has once had 
malaria is necessarily due to a relapse. The only way 
of establishing the diagnosis is by the recovery and 
recognition of malaria parasites ; clinical examination 
alone is open to grave fallacy. Again, patients pre- 
senting a remarkable variety of symptoms and signs, 
quite unlike those of the classical malarial paroxysms, 
may be found to have pyrexia with parasites in the 
peripheral blood, and a few doses of an antimalarial 
drug will pr oduce an astonishingly rapid alleviation 
of their trouble. When facilities do not exist for the 
microscopical diagnosis of the disease before treatment 
is begun, blood films should at least be made for later 
study. The so-called therapeutic diagnostic test may 
be gravely misleading, and should never be relied on. 
There is here one difficulty which constantly obtrudes 
itself in the study of this condition—the almost 

_ universal practice adopted by people who have lived 
in endemic areas of taking antimalarial drugs when- 

-ever they feel off-colour. A few doses of such drugs 
may well render the microscopist’s task hopeless for 
the time being. In such cases there is little risk in 
stopping the drug and awaiting the reappearance of 
parasites in the peripheral blood before proceeding 
with systematic treatment. The ‘diagnosis, will then 
be established and treatment can at least be begun on 
a sound foundation. 

Having established the diagnosis, the next step is 
to deal with the attack. The War Office pamphlet 
advocates the consecutive employment of three 
drugs: a salt of quinine by mouth in ten-grain 


doses thrice daily for two days; mepacrine hydro- 


chloride (the British equivalent of Atebrin) by 
mouth in doses of 0-1 g. (1 tablet) thrice daily for five 
days ; and finally, after a two-day interval, pamaquin 
(the British equivalent of Plasmoquine) in doses of 
0-01 g. (1 tablet) thrice daily for a further five days. 
“In this course the quinine salt is given first, since it is 
generally agreed that the action of quinine on the 
parasites, and thus on the clinical condition, is more 
rapid than that of any other available drug. The 
mepacr ine sustains the therapeutic action and arrests 


1. Notes on the Treatment of Malaria.occurring in Individuals 
returning from more in Malarious Arcas. H.M. Stationery 
Office. 1941. Pp. 6 


effect on the paroxysm but is given after this has been 
arrested, for when so given ‘it is believed further to 
reduce the liability to subsequent relapse. This 
tendency to relapse is believed to be considerably 
greater after an attack has been treated by a single 
drug (either quinine or mepacrine) alone. In civil 
practice in this country there may be occasions when 
it is impracticable to follow this suggested course of 
treatment. One drawback is the necessity for keeping 
the patient in bed virtually throughout its duration— 
he should be confined there during and for some days 
after the pyrexia, and he should remain there during 
the exhibition of the pamaquin. Another may well 
be the expense and the lack of ready availability of 
mepacrine and pamaquin. A third is the possibility 
of toxic manifestations, especially liable to be caused 
by pamaquin. On such occasions there seems no 
reason why resort should not be had to the safe, cheap 
and universally procurable quinine preparations used 
in the treatment of innumerable cases in the past, and 
today still widely employed both here and elsewhere. 
It must be remembered that, particularly in the case 
of simple tertian and in quartan malaria, relapses do 
occur in many cases after a course of quinine alone, 
and: possibly the reélapse-rate is higher than that 
following a sequence of drugs, completed by a course 
of pamaquin ; but this does not necessarily mean that 
quinine alone is not a most valuable drug. A method 
of treatment with quinine is suggested in the pamphlet, 
but another much employed consists of the oral 
administration of ten-grain doses of quinine sulphate 
in acid solution (Ac. sulph. dil. M xv in a tablespoon of 
water) thrice daily for three or four consecutive days. 
This will arrest almost any attack of malaria and clear 
the parasites from the peripheral blood of nearly 
every case. ` If this course is followed by the adminis- 


. tration of the drug in similar doses on two consecutive 


days each week for a couple of months most early 
cases of malignant tertian malaria will not relapse. 
Such, unfortunately, cannot be said of ‘simple tertian 
and quartan cases. Where relapses do occur in 
these the course can be repeated.: Advantages of 
quinine are that it is effective in producing rapid 
clinical cure of the acute attacks, and that when this 
has been achieved the patient can continue with his 
ordinary vocation throughout the remainder. of the 
course. At present many seamen on merchant and 
other vessels are being treated on these lines, and the 
period of their disability ashore is thus reduced to a 
few days. They can then return to sea, provided 
they continue to take the drug as directed. Many 
claim to be unable to take quinine ; but in fact nearly 
everyone can do so, in the doses recommended, with- 
out any symptoms except temporary deafness and 
tinnitus. 

The observations in the pamphlet on the intravenous 
and intramuscular injection of quinine deserve 
particular attention. Their routine and repeated 
use is rightly condemned ; and due care must be 
exercised when using the intramuscular route to avoid 
periosteum and bone, large nerves and vessels, if 
disastrous results are not to follow. Intravenous 
quinine is potentially dangerous and should be given 
only- in carefully selected cases and with extreme 
caution. The type of case requiring parenteral 
administration is the one in which the drug either 
cannot be taken or retained by mouth, or in which 
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it is unlikely to be absorbed readily on account of the 
grave condition of the patient. Such cases are 
usually due to a malignant tertian infection, where 
speed in diagnosis and treatment is essential to lessen 
the risk of an early fatal issue. ` 


WHEN TO TIE THE CORD 
Up to a few years ago there was no difference of 
opinion about when the umbilical cord should be 
obliterated and the vascular connexion between 
mother and infant severed. The standard textbooks 
usually said ‘‘ when the cord has ceased pulsating,” 


and this was an easy rule to follow. The first- 


element of doubt crept in as Barcrort began to 
publish the results of his fascinating studies on the 
respiration of the fœtus and newborn baby. It 
seemed to-be a legitimate practical deduction that 
once the infant’s head was clear of the vulva and the 
respiratory tract was wiped clean of mucus in its 
upper reaches the sooner the cord was clamped the 
better, since this ensured the cutting off of oxygen 
which Barcrort had shown was the most important - 
stimulus for the first inspiration. So some obstetri- 
cians and their pediatric associates began to urge 
that the cord should be clamped earlier than hitherto, 
the pediatricians adding that since the infant spent 
the early days of life getting rid of his foetal polycy- 
theemia there was no harm in preventing the placental 
apparatus passing over the last few teaspoonfuls of 
blood. One pediatrician, asserting that too much 
blood in the veins (hyperphlebemia) was the cause of 
many troubles in infancy and childhood, urged that . 
after the cord was cut some bleeding from the 
infant’s end should be encouraged. - 

Now certain workers in Chicago are claiming that 
deprivation of placental blood may be a cause of iron 
deficiency in infants. According to E. E. WILson, 
W. F. WINDLE and H. L. ALT, when the umbilical 
cord is clamped immediately after birth, over 
100 c.cm. of blood can usually be obtained from its 
placental end.: They argue that this is equivalent to 
about a third of the blood-volume of the newborn 
infant, and that the iron liberated from the blood 


normally destroyed in the early days of life is stored | 


and used for hemoglobin formation in later infancy. 
If this is so the deprivation of a third of the blood- 
volume at birth may. be a serious threat to the 
composition of the blood in the second half of the 
first year of life. Arithmetic is then brought in to 
suggest that deprivation of placental blood means 
that at 6 months of age the infant’s quantum of 
hemoglobin will be 9-1 g. instead of 12 g. per 100 c.cm. 
and at 9 months of age 9-7 g. instead of 12 g. per 
100 c.cm. In order to test the validity of this theory 
studies were made in a series of infants aged 8-10 
months. In 15 of these infants the cord had been 
clamped immediately after birth and in 13 clamping 
had been delayed “ until the placenta had begun to 
descend into the vagina.” For the former group the 
average blood values were: red corpuscles 5,060,000 
per c.mm., hemoglobin 10-8 g. per 100 c.cm. and 
mean corpuscular hemoglobin 21:8 pug. For the 
second group the corresponding figures were 4,450,000 
per c.mm., 11-9 g. per 100 c.cm. and 27 uug. It is 
claimed that, although the differences in the average 
erythrocyte counts and hemoglobin values for the two 
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groups are not highly significant in themselves, the 
difference between the mean corpuscular hemoglobin 
in the two groups is statistically significant and it is 
considered that the infants in the ‘“‘ immediate 
clamping *’ group showed evidence of a mild iron- 
deficiency anemia. : 
All the infants investigated, however, came from 
families of a low income group and although nearly 
all were receiving some carrots, spinach and other 
green vegetahles it would not be unreasonable to 
suppose that additional iron, as advocated by some 
experts for all infants, would readily abolish the slight 
difference between the two groups. As regards a pos- 
sible anæmia in later infancy the idea of leaving the 
cord until the placenta has begun to descend into the 
vagina cannot then be said to be strongly supported. 
What may be called the Barcroft point of view seems 
to have better claims. Further work is still needed 
to decide whether any change is necessary in the 
standard midwifery teaching of tying me cord as soon 
as pulsation ceases. 


Raced wk 


SALT WATER SURGEONS | 

How old is the profession of ship’s doctor? Perhaps 
as old as the ark, if Shem, Ham and Japheth founded 
that precedent by which three sons distribute themselves 
between the church, the law and medicine. But striding 
down a century or two we find the calling well established 
in the days of Augustus Cæsar ; and Surgeon-Commander 
R. S. Allison, at the opening of the winter session of the 
Royal Victoria Hospital, Belfast, suggested that” St. 
Luke himself may have been a ship’s doctor. In English 
ships the surgeon had a precarious status, but by the 
reign of Henry VIII—a monarch justly celebrated for 
uniting surgeons and barbers—they were- doing ‘rather 
well, the “‘ chief sirurgyon ” getting a salary of 138. 4d. a 
month. Queen Elizabeth chose William Gilbert, one of 
her own physicians and president of the College, to help 
to stem the increase of disease in her navy; and John 
Woodall, first surgeon general to East India Company, 
followed “ Generall ’’ Lancaster in recommending lemon 
Juice as a cure for scurvy 180 yeays before its use became 
general. Woodall also wrote a textbook for ship’s 
surgeons which became a classic; noteworthy no less for 
its therapy than its piety. In the seventeenth and 
eighteenth centuries the status of ship’s surgeons was still 
in the balance. They were not commissioned officers 
and their pay and quarters were equally poor. Many of 
them were keen and devoted, striving against disease in 
their ship’ companies. Commander Allison recalled 
Smollett’s grim account (in ‘‘ Roderick Random ”’) 
of his experiences, and quoted the vivid picture drawn by 
William Cockburn in 1697 of the ravages of typhus. 
He also mentioned Richard Walter, who described how 
severe scurvy could dissolve the callus of a well-healed 
fracture and leave it disunited ; and Lind and Anson, 
“who found that ‘‘ the number of seamen in time of war 
who die of shipwreck, capture, famine, fire and sword are 
inconsiderable in respect of such as are destroyed by the 
sea diseases.” Another eighteenth century sea-surgeon, 
Thomas Trotter, fought well for his sailors, demanding — 
from the Lords of the Admiralty not only the fresh fruits 
and vegetables which would clear their fleets of scurvy 
but other amenities. “ Give your tars,” said he, ‘‘ Oh 
my countrymen, their amusements ; and while you enjoy 
yours on shore remember who they are that gave you 
security.” And how strange that Dover’s powder—that 
symbol of drowsingss and gentle perspiration—should be 
the nostrum of a pirate who was presumably his own ship’s 
doctor: Thomas Dover, physician and privateer, the 
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rescuer of Alexander Selkirk. Then there was Robert 
Younge, who left a record of the battle of Camperdown 
in 1797, when his ship H.M.S. Ardent lost 41 killed and 
107 wounded out.of a company of 485, and he was 
_ operating for fifteen hours non-stop. Perlfaps the most 
famous of the old naval surgeons was Sir William Beatty, 
who became friend and surgeon to Nelson; to him we 
owe an account of those closing scenes on the Victory, 
of Nelson’s wounds andend. And he tells how the body 
was brought home to England steeped in brandy, and of 
the post-mortem findings. Commander Allison ended 
his tales of the sea with another quotation from Thomas 
Trotter : 

“ As study and diligence lead to preferment in every 
department of life, so in our line they have their rewards. 
We fulfil a most important station in the service of our 
country ; nay of much more importance than we can expect 
credit for, because many of our best actions must sleep with 
ourselves, as medical abilities are not to be appreciated by 
common observers. Yet, this very circumstance is a stimulus 
to exertion; for it keeps alive the spirit of perseverance, 
from the hape that merit will at last be discerned and meet 
with success. 


LOCAL ANESTHESIA’ IN DELIVERY 

Tue British mind has never accepted local infiltration 
anesthesia as the method of choice in pelvic delivery. 
This reluctance has been explained by several arguments 
—that most obstetricians prefer a generally anxsthetised 
patient, since thereby their time is saved and any major 
procedure required is immediately feasible; that few 
institutions or chemists can be relied on properly to 
prepare a reliable local anesthetic that is safe and certain 
in its results; that the locally anzsthetised ‘patient 
requires more supervision than her unconscious sister. 


But the most likely explanation is that the average. 


practitioner does not understand the local nerve-supply 
of this area of operation since he has never fully studied 
it from the point of view of infiltrating the nerve paths 
involved. These arguments, even if valid, are readily 
overcome. First, as Sheldon ? insists, it is essential to 
appreciate the anatomy of the female perineum and 
genitalia. The nerve-supply that must be blocked is 
a threefold one. The pudic nerve leaves the pelvis 
through the greater sacrosciatic foramen and joins 
the pudic vessels in Alcock’s canal; it then divides into 
the perinzal nerve and the dorsal nerve of the clitoris. 
The inferior hemorrhoidal nerve branches off the pudic 
trunk before its terminal division. These nerves 
traverse the ischiorectal fossa and supply the skin of the 
perinzum, labia minora, a large part of the vagina and 
part of the labia majora and anus. The second import- 
ant nerve is the small sciatic; this emerges from the 
pelvis through the great sacrosciatic foramen and 
supplies the skin of the perinzeum and back of the thigh 
and leg. It gives off the inferior pudendal nerve, which 
curves forward from below the tuberosity of the ischium 
to supply the skin of the labia, communicating with the 
superficial perinzal and inferior hemorrhoidal branches 
of the pudic nerve. The third nerve that must be 
blocked is the ilioinguinal, which emerges from the 
external abdominal ring to supply the skin of the upper 
and inner part of the thigh and the skin of the labia. 
To infiltrate these nerves three points are chosen : the 
first over the external abdominal ring, the second just 
medial to the tuberosity of the ischium, and the third in 
the middle of the perineal body. From these points a 
fan-shaped area is infiltrated spreading towards the 
vagina. About 10 c.cm. of 1% procaine is used for each 
point, amounting to 50-70 c.cm. in all. Ideally the 
procaine solution should be freshly prepared and sterilised 
by autoclaving at 5 lb. pressure for five minutes; it 
should be made with sterile normal saline. The addition 
of 10 minims of 1 in 1000 adrenaline to every 100 c.cm. 
of solution prolongs the anxsthetic effect and has a small 
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but valuable local hemostatic action. An ordinary 
Record syringe and a long fine needle are the only other 
essentials. To get the best results the timing of the 
injection is important. The first stage is conducted 
along the usual lines using Omnopon and scopolamine 
or gas-and-air analgesia. In a primipara the time for 
infiltration is when the baby’s head is on the pelvic 
floor, but in a multipara as soon as the os is fully dilated. 
The period of anesthesia to be expected varies from 1 to 
2 hours, and this should suffice in all normal cases. The 
extent of the anesthesia is sufficient for the performance 
of an episiotomy or for the application of the low forceps 
and the suturing of perineal tears. There are certain 
practical considerations that recommend the method. 
The patient being conscious can be enlisted to codperate 
in bearing down efforts as required. She avoids the 
risk of an inhalation anesthesia, while the operator has 
all the muscular relaxation of the outlet such as only a 
deep general anesthetic could otherwise provide, thus 
minimising the likelihood of forceps delivery, episiotomy 
and laceration. Shock and blood loss are minimal since 
the uterine tone is not in any way prejudiced by the 
atonic effects of a general anesthetic and the chances of 
an atonic postpartum hsemorrhage are avoided. The 
benefits to the baby are self-evident; the baby is no 
more affected than if the delivery had been conducted 
without any anestheticat alland norespiratory depression 
from inhalation anesthesia is seen, with a resulting mini- 

mum of cases of asphyxia. Sheldon has used this method 
in 64 cases and finds it eminently satisfactory. It fulfils 
the ideals of any anzesthetic to be used in obstetrics and 
its safety for both mother and baby recommend its 
wider trial. ' 

STUDENT AND SCREEN 

THE sound film “ Malaria” was shown on Oct. 30 by 
the Ross Institute of the London School of Hygiene and. 
Tropical Medicine. This film, made by the Shell Film 
Unit in collaboration with the institute, and produced by 
Arthur Elton and Grahani Tharp, is a beautiful piece of 
work. The immense problem of malaria is stated, the 
life-history of the parasite is exposed, and finally the 
watcher is shown how this knowledge can be used as a 
rational basis for a campaign of preventive medicine 
on a wide scale. The photography is arresting. Differ- | 
ent places where mosquitoes breed are shown as in a 
travel film ; diagrams by Francis Rodker are particularly 
clear, and the complicated life-cycle of the parasite is 
demonstrated by excellent microphotographs, the work 
of Percy Smith and Sidney Beadle. 

Such a brilliant presentment of technical material 
demonstrates the use which could and should be made. of 
the cinema in medical education. Although there are 
now quite a number of scientific films, most have a 
limited audience and few are shown to students. In the 
days before printing, education depended on lectures and 
readings from rare manuscript books. Printing gave 
every student access to textbooks and saved him the 
labour of copying. Lectures continued, nevertheless, 
to be the basis of education, and attendance at them is ' 
still compulsory in some universities, though it would be 
equally logical to compel the student. to read Professor 
X’s book before being allowed to sit for an exam. As 
the technique of illustrating was perfected, photographs 
began to invade the pages of the textbooks and the 
student’s eye could feast on static delineations of cells, 
tissues and organs which in life are never at rest. The 
cinema film, the ultra-rapid camera and the microscope 
can be used to convey clearly to every member of an audi- 
ence the details of almost any biological process; yet 
academic circles in England have hardly noticed this 
new weapon. The sound film can combine the best, 
and most carefully prepared, lecture with the exact 
demonstration of phenomena. Colour, magnification, 
speeding up or slowing down, can be used to reveal 
inaccessible processes larger than life and twice as natural. 
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Even the work-shy student, with ears like the deaf 
adder’s for the lecturer’s drone and eyes revolted by the 
sight of type, might be stimulated by cinematic tuition. 
Young men and maidens have been known to cut 
lecture es; they seldom miss the flicks. 

The movie has one priceless perquisite. Time is no 
object: a thousand years is as a day, and a day asa 
thousand years, just a function of the speed of the 
clockwork. Fifty years ago Muybridge’s slow-motion 
pictures taught us how we run and jump; the name 
of Canti stands for the quick-motion solution of the 
solemn process of tissue culture. The film is not just 
an adjuvant to the news story, it is the only way of 
bringing home the rhythm of life. 


THE BOOKS GO ROUND 

, THE International Guild of Hospital Librarians is not 
to be put off by a mere blitz. Some hospitals have lost 
the better part of their libraries along with much else ; 

others have been more fortunate. Book Trolley for 
October tells of volumes repaired, librarians appointed, 
patients giving a capable hand, and service steadily 
maintained. There are stories of resource, too—of the 
librarian who met the needs of two Polish airmen with 
seven Polish books and a dictionary, and trained a one- 
author man (the author was Nat Gould) to nibble at 
Zane Grey and then by gradual degrees to swallow most 


- of John Buchan and a stiff dose of Cronin. This reading 


habit grows on us with war. — 

Nor are the troops forgotten. The Red Cross and 
St. John Hospital Library has been developing into a 
vigorous and widespread service since the war began. 
Bales of books are being sent out regularly to the depots 
and hospitals in the Middle East, Kenya, Iraq, Iceland, 
West Africa and Gibraltar, as well as the sick quarters 
of the Navy and R.A.F. During the summer books and 
magazines have been sent out at home and abroad at 
the rate of more than twenty thousand a month. The 
books which come in from dohors have to be sifted, for 


. many people anxious to be of service have sent along all 


manner of books, regardless of aptness for the purpose. 
Thus ‘‘ A Treatise on Elephants’ has been known to 
arrive cheek by jowl with “ Better Bed Manners.” At 
home war has made for useful decentralisation ; book 
depots have been established in every county of England 
and Wales and in many provincial cities. They collect 
and distribute, sort and mend books. Voluntary 
librarians sometimes helped by professionals have been 
appointed who have been able to meet the needs of 
patients methodically, thanks to the experience gained 
in the library service during the past twenty years. 


TUBERCULOSIS IN DUBLIN CHILDREN 

THE tuberculosis mortality of the child population of 
Dublin City for the years 1930-36 was 8 per 10,000 
children in the age-groups 0-15, and for 1937-39, 7 per 
10,000. These figures led the Irish Pediatric Association 
to make a tuberculin survey in the hospitals of the city 
and a report compiled by Dr. Dorothy Price has now been 
issued.1 Six hospitals participated in the survey, and 
the tuberculin test employed throughout the investigation 
was the Hamburger percutaneous ointment. The 
association are well satisfied with this as an initial test, 
finding it reliable, simple and painless. A group of 1121 
children were tested in the age-groups 0-14, of whom 230 
reacted. The reactors at all ages were thus 20-5% of 
the total tested, the percentage increasing from 4-6 in 
the 0—1 year group to 46-1 in the 10-14 year group. 
Sex-incidence showed a slight preponderance of female 
positive reactors (4%). No less than 22 unsuspected 
cases of active tuberculosis were diagnosed by means of 
the test. The radiological findings in 116 of the children 
with positive reactions showed that 67 were suffering 
from active lesions which required treatment ; 6 died. 


1. Irish J. med, Sci. July, 1941, p. 241. 
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Physical examination of the lungs gave very misleading 
results; primary pulmonary infection could not be 
diagnosed by stethoscopy,-and tuberculous could not be 
distinguished from non-tuberculous pneumonia. As a 
general rule a high erythrocyte-sedimentation rate was 
found to indicate an exudative lesion, whereas a low one 
pointed either to a healing lesion or to a caseous or 
advanced tuberculous focus with bad prognosis. An 
analysis of the source of infection in 38 cases, most of 
them under 5, showed that the father was the source of 
infection in 12 and the mother in 9. In attempting to 
correlate the housing conditions with thé incidence of 
tuberculosis it was noted that the tuberculinisation of 
the childhood community appeared to be evenly dis- 
tributed among all classes of dwelling, but that the slum 
child had much greater difficulty in healing his tuber- 
culous lesion. The word ‘slum ” is used in the report 
to indicate ‘‘ one room in a tenement house, basement, 
or dilapidated cottage.” The report tabulates a number 
of possible measures for meeting the situation. Exclud- 
ing as impracticable the removal of a child exposed to 
infection under some sort of Grancher system, or the 
removal of the infecting adult by compulsory segregation, 
Dr. Price considers that the best method of prevention 
is early diagnosis, combined with prophylactic vac- 
cination, increased institutional accommodation, and 
educational propaganda. 


PNEUMOCOCCAL MENINGITIS 


ALTHOUGH pneumococcal meningitis is comparatively 
rare—only 7% of Neal’s! 3131 collected cases of acute 
and chronic meningitis were pneumococcal—it was until 
the introduction of the sulphonamides almost invariably 
fatal. Perhaps more often secondary than primary, 
with otitis media and pneumonia the commonest primary 
infections, pneumococcal meningitis affects young 
children and elderly people more than it does other 
age-groups, having in this respect some resemblance to 
bronchopneumonia. While any one of the 30-odd 
pneumococcus types may be the infecting agent, type Im 
pneumococcus is the most common single type in this 
infection and is particularly associated with meningitis 
in older patients as a sequel to an insidious otitis media 
or mastoiditis. Since sulphanilamide is effective against 
this type, determination of the pneumococcus type in 
meningitis is probably always worth while, for some 
patients do not easily tolerate sulphapyridine. Indeed 
the good results obtained .with sulphanilamide in the 
treatment of pneumococcal meningitis (including types 
other than type 111) have prompted Steele and Gottlieb ? 
in a recent review to rank it alongside sulphapyridine, 
which besides being more. toxic is less uniformly 
absorbed. Howard in his report of the recovery of a 
child aged 1 year—a very rare occurrence at this age even 
in these sulphonamide days—suggests that sulpha- 
thiazole is the drug of choice. If so, it must be given at 
regular four-hourly intervals for its rapid excretion 
makes a constant concentration in the tissues difficult to 
maintain. No-one will now deny that all three of these 
sulphonamides can miraculously save patients with 
pneumococcal meningitis, but it is not easy to say what 
proportion of treated cases do actually recover, for it is 
inevitable that successes will be published more often 


than failures, and an analysis of the published cases is 


not a fair criterion of the case-fatality under sulphon- 
amide therapy. This point is exemplified in the series 
of 14 cases with only one recovery recorded by Cooke. 
It will be noted that of his fourteen cases nine were over 
45 years of age and two under 2 years which from the 
prognostic viewpoint are the unfavourable age-groups 
with sulphonamide therapy: the recovered patient was 
aged 2 22, Apart from age, probably the most important 
1. Neal, J. B. J. Amer. med. Ass. 1935, 105, 568. 
Steele, C. A. and Gottlieb, J. Arch. intern. Med, 1941, 68, 211. 


pa 
3. Howard, S. J. Laneel, Nov. 1, 1941, p. 512. 
4. Cooke, W. T. Ibid, p. 510. 
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factor in recovery is early institution of chemotherapy. 
The drug should be given at the first suggestion of 
meningeal symptoms even though this means treating 
cases of meningismus, and the initial doses should be 
large enough to ensure an adequate concentration as 
early as possible ; Steele and Gottlieb suggest a cerebro- 
spinal fluid level of 10 mg. per 100 c.cm. for sulphanil- 
amide and 5 mg. per 100 c.cm. for sulphapyridine. 
Improvement should be evident within 2-3 days, but 
the drug should not be discontinued too soon, lest there 
‘be a relapse of the infection. As always with sulpha- 


pyridine or sulphathiazole, as much fluid as possible = 


should be given in order to avoid deposition of the drug 
in the urinary tract. Surgical treatment is needed where 
there is middle-ear or mastoid disease, and these cases 
usually do well. Opinion is divided on the need for or 
value of adjuvant serum-treatment, but there is no 
conclusive evidence that it contributes to recovery. 


ESTIMATION OF SULPHONAMIDES IN THE BLOOD 

Ir is neither necessary nor practicable to estimate the 
amount of sulphanilamide or its derivatives in the blood 
of every patient receiving one of these drugs. Apart 
from research there are occasions when the determination 
is helpful—for example, in the treatment of pneumo- 
coccal meningitis or to make sure that the drug is being 
adequately absorbed when an infection fails to respond to 
treatment. Various methods have been elaborated for 
the determination ; they usually depend on preliminary 
diazotisation of the sulphonamide followed by conjuga- 
tion with an aromatic amine. Sheftel’ has described a 
bedside micro modification of Marshall’s method. 
Conjugation is effected with N(1-naphthyl)-ethylene- 
diamine dihydrochloride, all the reagents being added 
in the form of tablets to the blood diluted with water, 
the final colour being compared with a lucite wedge in a 
special colorimeter. Sheftel uses the same wedge for 
estimating sulphanilamide, sulphapyridine and sulpha- 
thiazole and does not mention the difficulties of compari- 
gon due to differences in the colours given by the three 
compounds. As a bedside method the results should be 
adequate and the principal objection to the method seems 
to be the necessity for a special colorimeter. Scott? 
discusses a simplification of the macroscopic laboratory 
methods which employ dimethyl-«-naphthylamine. His 
method as applied to blood-plasma should avoid the 
errors arising from adsorption of sulphonamide on the 
protein, an error which various observers have shown 
- to amount to 5 or 10%. Scott describes the application 
of the method to whole blood, and while this is less 
satisfactory there are occasions when, because of hemo- 
lysis or because only a small amount of blood can be 
obtained, plasma cannot be used. 


CUCUMBER SEEDS AND CLINICAL MEDICINE 

A MATERIAL advance in knowledge often follows an 
improvement in the technique of assay. But some of the 
newer methods involve the use of biological reagents 
which seem, to those not hardened to it by experience, 
to be bizarre and much too fantastic to be of use to 
ordinary men. Some of the more exotic methods for the 
biological assay of the sex hormones may be recalled in 
this connexion. It may even seem rather a far cry to 
many Clinicians from cucumber seeds to scurvy, but, 
nevertheless, there is a connexion, and it is really a simple 
and logical one. Cucumber seeds contain a very active 
enzyme which oxidises ascorbic acid. Meiklejohn and 
. Stewart * have taken advantage of this fact to elaborate 
- what promises to be an elegant method for the determina- 
tion of the antigtorbutic vitamin. The principle may be 
compared with the one, more familiar to medical men, of 
using an enzyme from the Jack, or Soya bean, to deter- 
J. Sheftel, A. G. J. Amer. med. Ass. 1941, 117, 439. 


2. Scott, L. D. Brit. J. exp. Path. August, 1941, 220. 
3. Meiklejohn, G. T. and Stewart, C. P. Biocem. 5. 1941, 35, 755, 
*f 781. 
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mine the amount of urea in blood or urine. The great 
advantage of Meikeljohn and Stewart’s method over the 


older ones for estimating the amount of ascorbic acid in, 


let us say, urine, is the specificity which it introduces into 
the assay. Nothing but ascorbic acid will react, which 
is far from being the case with the older methods. As 
described, the method is naturally a little more compli- 
cated than the older ones, but it involves no elaborate 
apparatus and its manipulation ought to be relatively 
simple. Incidentally, in the course of their research, 
Meiklejohn and Stewart have made a pretty little 
contribution to pure science, by showing that the 
enzyme which oxidises ascorbic acid.is a copper protein 
compound. It must give them considerable intel- 
lectual satisfaction, ‘in these days of death, to think 
that they have bten instrumental in discovering one of 
the biological functions of copper, and demonstrating 
one of the reasons why minute quantities oF it seem to be 
essential to life. 


TUBERCULOUS RHEUMATISM 

THE forty years that have elapsed since Poncet? intro- 
duced the concept of “ tuberculous toxic polyarthritis ”’ 
have seen much argument as to whether the syndrome 
exits, but relatively little fact that was either relevant 
to the issue or incontrovertible. The extensive review 
covering 240 references by Brav and Hench? in 1934 con- 
cluded that evidence on which to base the concept was 
lacking. Copeman? in this country was able to find only 
12 case-records in the literature ; typical tubercles were 
found in one out of four biopsies. ‘ Proof that the syn- 
drome is distinct both from rheumatoid arthritis in a 
patient with tuberculosis and from tuberculosis affecting 
several joints (which it occasionally does) must depend 
on the demonstration of a histological appearance differ- 
ing from either. Kling and Levine* have now published 
a full and carefully documented account of one such 
supposed case, with a previous history of “open” tuber- 
culosis, an arthritis thought to be of rheumatoid type in 


the left knee, and fleeting pains in various other joints. 


European observers diagnosed Poncet-type rheumatism. 

A synovectomy revealed, histologically, fibrotic tubercles 
and caseation with a few acid-fast bacilli, a positive 

culture and positive animal inoculation. The conclusion 
reached is that a mild type of tuberculous polyarthritis 
does occur, due to hematogenous infection from a visceral 
focus associated with high tissue resistance. The use of 
Poncet’s term ‘‘ rhumatisme tuberculeux’”’ should be 
avoided, for it leads only to confusion ; the diagnosis 
made should be either “ rheumatoid arthritis ” or “ non- 
destructive tuberculous arthritis.” In this country we 
seldom diagnose ‘‘ tuberculous rheumatism,’ but it 
seems possible that some cases of this nature are mas- 
querading as ‘‘ atypical, or monarticular, rheumatoid 
arthritis ” to the detriment of the patient and the public. 
The failure of aspiration to give confirmation in proved 
cases of tuberculous arthritis points to biopsy as the 
only certain and incontrovertible proof. This should, 
in selected cases, be more often practised. 


Surgeon Rear-Admiral G. GorDON-TAYLoR, F.R.C.S., 
has arrived in Boston to attend the clinical congress of 
the American College of Surgeons as a representative of 
the Royal Navy and the Royal College of Surgeons of 
England. 


The Minister of Health has asked that tuberculosis noti- 
fications from county councils, county borough councils, 
urban and rural district councils and joint tuberculosis 
boards shall reach his department not later than six 
days after the end of the four-weekly periods to which the 
returns relate. 

. Poncet, A. Lyon Méd. ee 99, 65. 
3 Brav, E. A. and Hench, P.S . J. Bone Jt Surg. 1934, 16, 839. 


3. Copeman,-W. S. C. Rep. chron. rheum. Dis. 1936, 2. 24. 
4. Kling, D. H. and Levine, M. A. Arch. Surg. 1941, 42, 956, 
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JUVENILE DELINQUENGY IN WAR-TIME 
REPORT FROM THE BRISTOL CHILD-GUIDANCE CLINIC 


M. I. DUNSDON, M.A. 


PSYCHOLOGIST TO THE BRISTOL 
EDUCATION COMMITTEE 


F. H. BoDMAN, M.D. BRIST. 


ACTING DIRECTOR, BRISTOL 
CHILD GUIDANOE CLINIC 


AN analysis has been made of the cases referred b 
magistrates and probation officers to the Bristol child- 
guidance clinic during the past two years. These cases 
constitute approximately a third of all the children 
actually charged, and these delinquents in their turn 
represent only a small proportion of the socially unsatis- 
. factory and incompetent group in the population. 

. It is however a significant proportion, since it is obviously 
constituted by those whose degree of incompetence is 
sufficiently serious to prevent their making a satisfactory 
social adjustment without some special provision for 
training. 

The period April, 1939-40, can be taken as an example 
of a peace-time era, because the war, as far as this 
country was concerned, was then in a latent state. The 
period April, 1940-41, can be considered representative 
of a war year. Restrictions had been increased, bombing 
had begun in June and the war had involved in some 
way practically every family in Bristol. 


CASES REFERRED TO THE CLINIC 
The number of juvenile offenders who were charged 
and referred by magistrates and probation officers to 
the clinic was 68 in 1939—40, and 100 in 1940-41. These 
children have been classified into groups according 
to their intelligence (see table). 


Group | LQ.  |1939-40| 1940-41 
| aie Per cent. 
Normal .. 86 and over 69 - 46 
Very dull* 1° a . 70-85 T4 31 
High-grade feeble-minded 55-70 | 221 21 
Certifiable mental defective under 55 1°5 2 
‘ Total subnormal .. | under 85 31 54 


An analysis of the war-year cases shows not only a 
heavy incidence of recidivism (39%) but also an additional 
and almost equally large group of children (30%) who 
had committed previous offences—in some cases as 
many as 11—for which no charge had been preferred. 
Though technically first offenders, they were in actual 
fact far from so being. Thus, in all, 69% had committed 
previous offences. 

A further analysis of the recidivist figures brought out 
the serious problem presented by the very dull section 
(intelligence quotient 70-85). Intelligence distribution 
among 39 children previously charged was as follows : 


I.Q. under 70 8 (21%) 86-100 9 (23%) 
70-485 oA . 19 (49%) Over 100 .. 3 (7%) 


The importance in social adjustment of a normal 
home background with adequate and consistent domestic 
discipline, and the unsatisfactory state of affairs which 
results when these factors are missing is indicated by the 
following figures : l 
Parents divorced, separated or deserted 


Per T 
One parent dead, away from home for long periods, or 


both parents working en << ja .. 15 
Other domestic factors .. pa ee -. 22 
Total 52 


Out of this 52% it will be seen that in at least 30% a 
“ broken home ”’ was a contributory factor. 

Parallel with these analyses, an assessment was made 
of the children who were seriously backward in their 
school work, even when full allowance had been made for 
their limited mental capacity ; 63% fell in this group in 
1939-40, and 47% in 1940-41. In both years, twice as 
many offences were committed in the half year October 
to April as in the April to October half. Among the 
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mentally subnormal groups, however, the numbers in the 
winter were twice those of the summer months in the peace 
year, and had risen in the war year to three times those of 
the summer months. | 


DISTRIBUTION OF THE INCREASE 


There has been a 47% general increase in the numbers 
referred from the juvenile courts in the war period 
1940-41 compared with 1939-40. Among the mentally 
subnormal groups, the increase has been a dispropor- 
tionately greater one of 74%. 


. Normal children.—It is encouraging to notice that 


among children of normal mentality ¢here have been 
considerably fewer charges during the war period. 
Whether the decrease of 23% indicates actually fewer 
offences in this group, or whether the apparent decline 
is merely the result of more opportunities of committing 
offences with less chance of discovery, is impossible 
to discuss from these figures. There are, however, 
justifiable grounds for believing that the more intelligent 
children are more readily able to find substitute occupa- 
tions and recreations when their normal outlets are closed 


‘or reduced by war-time conditions. When fathers are 


in the Forces or mothers are at work, many of these 
children now assume greater responsibilities and tend 
to take a larger share in the organisation of the home and 
in consequence have less time on their hands for possible 
mischief. ' 

` Very dull. children.—The main -rise in numbers has 
been in the group of children classified as very dull. In 
this group (I.Q. 70-85) the numbers have risen sixfold 
and they now account for nearly a third of the total 
cases. These children at 14 have mental ages ranging 
from 94to 114 years. They have little foresight and are 
unable to work out in advance the consequence of their 
actions. Their memories are poor so that they learn 
very slowly from experience. Being less critical, they 
are more suggestible and easily led astray. With these 


handicaps they require more supervision than children- 


of normal intelligence and though not actually defective 
they are often mentally inefficient. Under war con- 
ditions they are receiving not more but less supervision. 
In many cases the father has left home for the Forces, 
or is less often at home, either working on night shift or 
overtime in armaments factories,:or is in one of the civil 
defence services. In some cases, the mother also has 
less time in the home than formerly ; she is either working 


on munitions or in the defence services, or is’in some 


other way attempting to supplement the family income 
to meet rising costs. 


Added to the decrease in parental supervision, there is 


also the effect of the disorganisation necessarily brought 
about in the schools by damage, evacuation of personnel, 
altered hours of work and disturbed nights. School- 


attendance officers are heavily overworked. Yet they © 


often have to waste valuable time in abortive efforts to 
make contact with the parents of children who for no 
other reason than lack of supervision are failing to attend 
school. .These seriously dull children have more drive 
than those in the more defective groups, but their drive is 
often uncontrolled and misdirected. It is not surprising 
that the main increase in juvenile delinquency comes 
from this group. 

High-grade feeble-minded children.—These children at 
14 have mental capacities equivalent to children of 
74-94 years. They are certifiable under the Education 
Act 1921, but not under the Mental Deficiency Act 1927. 
In this group (I.Q. 55-70) the actual numbers during the 
war year rose by 40%, though the proportional incidence 
remained constant at about 21%, or a fifth of all cases. 
This percentage is alarming, since the proportion of 


people normally found to fall in this group from a 


cross-section of the whole population is only 1-5-2%. 


These children are not suitable candidates for institutions | 


or colonies for the lower grades of defect. With suitable 
training they should become economically independent 
adults ; from their ranks are drawn a large proportion 
of the casual labourers and unskilled artisans essential 
to industry and the maintenance of the public services. 
On the other hand, they are unlikely to benefit from 
residence in a Home Office approved school. They find 
difficulty in grasping the relation between cause and 
effect, and with the handicap of a poor memory they 
lack common foresight and cannot readily learn from 
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previous experience. - They do not give satisfaction on 
probation, for though they are often suggestible and 
readily give promises they are incapable of keeping these 
promises of better behaviour without consistent super- 


vision, and seldom see any connexion between their . 


actions and the consequences. There is thus no satis- 
factory provision for them and they remain a danger- 
ously weak link in the social structure. 

Certifiable defectives.—The last and smallest grqup to 
‘which attention is drawn is that of defectives certifiable 
under the Mental Deficiency Act 1927. 

. These children (I1.Q. under 55) at 14 have a mental 
age below that of an average child of 74 years. The 
actual percentage of these sent by the juvenile court to 
the clinic remained the same in the war year as in the 
previous year (about 2% of all cases) although twice as 
many of these children were actually referred. Very 
few of these defectives have sufficient initiative to get 
into serious trouble, and such cases as pass through the 
courts have as a rule been exploited by people with 
relatively higher intelligence. It should be noted that 
of 40 children belonging to the last two groups of defec- 
tives referred from the juvenile court, only one had 
attended a special school; the other 39 had attended 
an ordinary elementary school. Incidentally, in a 
period earlier than the two years under discussion, out 
of 70 juvenile-court cases who were defectives only one 
had been to a special school. It does not require much 
imagination to envisage the wastage which this state of 


` affairs involves in the efforts of the school staffs, in the 


slowing down of the education of the more normal 
children, and in the apathy induced in these defective 
children by failure to keep up with the normal curriculum. 

The extent of recidivism, particularly among the more 


seriously dull groups, points clearly to the present lack of 


appropriate provision for dealing with those who are 
mentally incapable of profiting from warnings and who 
do not understand the meaning of probation as a period 
- in which to prove their ability and their intention to keep 
out of future trouble. Their attitude in fact is rather 
that probation offers a ‘‘ soft option ” and they feel that 
they, have justifiable cause for resentment and complaint 


if probation ‘is not renewed on the occasion of further. 


charges. In the borderline groups (I.Q. under 85) it is 
hardly surprising that they should take this view since, 
when approved schools are unwilling to accept them, 
- there is no other course open to the magistrates. That 
birching has not the deterrent effect in these dull children 
commonly attributed to it has been proved over and 
over again by the number of cases in which such punish- 
ment has been carried out as often as four or five times 
in as many weeks, without any improvement in the 
attitude of those who have received it. 


HOME AND EDUCATION 


Present abnormal conditions are revealing more 
clearly than ever the importance of consistent home 
discipline and normal family life as major factors in 
social adjustment. Juvenile court cases for the past 
year provide evidence for study of the factors which 
are hampering preventive measures. Economic depriva- 
tion in itself is not so great an aggravating factor in the 
increase in juvenile delinquency as the lack of consistent 
parental control. Occasional sporadic attempts at 


severe punishment for misdemeanours which are as 


frequently condoned or allowed to pass unchecked results 
in an equally unreliable attitude on the part of the child, 
especially when the parents’ attitude swings unaccount- 
ably from' injudicious harshness to foolish leniency. 
Many parents in court, fearing that they will be censured, 
attempt to give a misleading impression of having 
exerted a satisfactory degree of control, but directly they 
feel that the immediate crisis has passed relapse into their 
favourite attitude of laissez-faire. Sugh parents cannot 
be relied on to codperate satisfactorily in probation. 
it is significant that in more than half the cases charged 
during the past year there was evidence of lack of normal 
home discipline. Present social conditions are un- 
doubtedly contributing to an increased number of homes 
where parents are absent-for long periods, or where 
owing to the demands of night work they must sleep 
during the daytime and so cannot give normal super- 
vision. Lack of control cannot be attributed to war 
conditions alone. In 15% of cases there was a history of 
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unsatisfactory matrimonial situations, while in a further 
22% none of these factors was present and lack of 
contro] was mainly due to poor intelligence or ineffectual 
handling on the part of both parents. 

Backwardness in school work was further investigated 
among the juvenile delinquents and a very high propor- 
tion of educationally retarded children wasfound. These 
children had failed to reach their possible level, even 
when full allowance was made for their intellectual 
defects. Among juvenile delinquents of school age, 
there has been a rise of 6% in those children who are 
failing to make the progress of which they are mentally 
capable. This figure does not include those dull and 
defective children who are working up to their limited 
capacities. These educationally backward children are 
acquiring or have already acquired a habit of failure, they 
are beginning to drift and will continue to do so when 
they leave school. Of children of employable age, we 
found 60% seriously educationally retarded in the 
fundamental subjects. 
quents closely corresponds to the percentage of children 
found to be seriously educationally retarded among 
4000 juvenile delinquents examined in the London metro- 
politan area a few years ago. 

The long blackout hours in winter involve restrictions 
of many possible outlets which are available in the long 
summer evenings. These restrictions are felt to some 
extent by everyone, but whereas people of normal 
abilities are able to find recreation in reading or in 
constructive occupations and hobbies those children 


who lack both interest and skill in such pastimes spend 
their leisure time in aimless wandering and street. gang’ | 


play and do not easily discover substitute occupations. 
Such children are only too ready to take advantage of the 
. opportunities to enter damaged buildings, and to tamper 
with the easily accessible A.R.P. equipment in public 
shelters, without either realising or considering the possi- 


bility that their actions may involve other people’s safety 


or property. Many of them come from housing estates 
of the slum-clearance type. Geographically healthy, 
these estates are too large to have any sort of social 
cohesion, while opportunities for corporate life and 
recreation are fewer than were available in the neighbour- 
hoods from which the families originally were moved. 


RECOMMENDATIONS 


War conditions, including evacuation, necessitate a 
short-term policy during the war and a long:term policy 
for peace-time conditions. Ascertainment of dull child- 
ren in the schools should of course be continued and if 
possible extended. At present, there is little or no pro- 
vision for half the class of children coming before the 
juvenile court in increasingly large numbers. | 

Very dull children (I.Q. 70-85) are not certifiable under 


either act, and neither can nor should be segregated. 


with lower grade defectives (I.Q. under 55) in colonies. 
On the other hand, they are not welcomed by the head- 
masters of approved schools, and rightly so, since they 
cannot benefit from the curriculum of the ordinary 
approved school. At present these cases can only be put 
on probation, and in spite of the devoted labours of the 
probation officers it must be acknowledged that results 


in this group are unsatisfactory. Very dull children 


over school age are found by employers to be poor 


workmen, and in consequence they are always changing 


their occupation. Parental discipline is often absent, 
owing to war conditions, and opportunities for adventure 
are multiplied, particularly in bombed areas. Much 
more supervision than a weekly interview by the proba- 
tion officer is required in these cases. As things are the 
child comes again and again before the court, and the 
numbers of such children are far out of proportion to their 
percentage incidence in the population. 

A special approved school is needed for these children, 


with an appropriately adjusted curriculum in which 


class-work should occupy only part of the time and should 
be linked with occupational training suitable for their 
limited capacities and likely to be an important factor in 
fitting them to live in the general community. Eighteen 
months or two years in such a school would: condition 
these children and provide them with the necessary day 
to day supervision and discipline which is so badly 
needed. If an effort were made.to train them to make 
full use of their capacities, even if limited, they should 
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be able to take up a suitable occupation on discharge 
with some hope of permanence. 

The same remarks apply to high-grade feeble-minded 
children (I1.Q. 55-70). These are certifiable under the 
Education Act, and if of school age can be sent to- a 
special school, but they are not certifiable under the 
Mental Deficiency Act, and are not suitable for segrega- 
tion in existing colonies, which are intended for those 
whose social incompetence is of such a degree that they 
are incapable of attaining economic independence. It is 
even more difficult to find suitable employment for them 
than for the very dull, and they are extremely difficult 
. to supervise on probation; moreover, their parents 

are often borderline or actual defectives, and are unable 
to exercise proper discipline. Were’ there suitable 
provision in residential special schools for many of this 
type, it is unlikely that anything like the disproportion- 
ately large numbers of them now being charged would 
‘ever have to appear in court. The heavy incidence of 
- delinquency among them is not merely a war effect ; 
in more normal times anything from 10 to 15 times as 
many cases appear to be drawn from this group as 
should reasonably be expected’ if they appeared roughly 
in proportion to their incidence in the general population. 

Many certifiable defectives (I.Q. under 55) who come 
before the courts would never have been charged had 
they been given the chance of training at a day occu- 
pation centre, which if properly organised should fit 
some for partial self-support and would at least keep 


others out of mischief. Those who in spite of such. 


training, or from lack of suitable home circumstances, 
were found still to be incapable of social adjustment 
should, of course, be certified and sent to a colony. 

Evacuation.—Neither the high-grade feeble-minded 
(I.Q. 55—70) nor the defectives (I.Q. under 55) are suitable 
for evacuation to ordinary billets in reception areas. 
Quite a number, however, have been sent and have given 
a good deal of trouble to the foster parents and to the 
authorities in the reception areas. Children with I.Q. 
under 55 cannot be expected to receive from the ordinary 
billeting arrangements that training and supervision 
which colony placement provides. ‘They should there- 
fore be certified and sent to such institutes as are pro- 
vided in comparatively safe districts outside the city. 
Children with I.Q. 55-70 should normally be certified 
under the Education Act and sent to a special school, 
though nothing like full advantage has been taken of the 
available powers, partly because of the limited accom- 
modation available in Bristol. These children, if 
evacuated, should go en bloc, as a residential school or 
schools. They require special supervision and teaching 
which cannot be provided in the ordinary billets or in 
the ordinary rural schools—which, with the advent of 
evacuees, aré usually understaffed. 

Some of the very dull group (I.Q. 70-85) would also do 
better in a residential school or farm institute than in 
ordinary billets. This applies particularly to those who 
have been in frequent trouble. School work would not 
take up all the syllabus, and a good deal of time could 
usefully be spent in outdoor work or in an occupational 
centre which could be easily provided in a farm school. 

Children remaining at home.—lIn all cases where paren- 
tal supervision is inadequate and a child is defective 
within the meaning of the act, he should be sent to a colony 
outside the target area. The high-grade feeble-minded 
(I.Q. 55-70) should be drafted into a special school, 
where there should soon be more places available owing 
to evacuation. It is to be hoped that magistrates and 
teachers will encourage parents to take advantage of 
special day-school provision. For the group of very dull 
children (I.Q. 70-85) who form the “C? and “D” 
streams in many schools, it would probably be useful if 
less class-work and more occupational work could be 
arranged. . wan 

For all groups, during the winter, further organisation 
of leisure is needed to provide outlets for misdirected 
energies and the desire for adventure normal in_the 
growing boy and girl. Much good work has been done 
on a small scale during the past winter in the social 
centres which have sprung up all over the city in crypt 
and basement shelters. These provided the atmosphere 
of a club where neighbours could meet their friends in the 
evening in safety, and replaced to some extent the usual 
recreations made impossible by the blackout and A.R.P. 


PARALLELS IN NURSING PROBLEMS . 
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More centres might be developed on these lines in places 
of safety, where parents could send their children, not 
to sleep but to spend the evening. Recreational facilities 
such as film shows and concerts in these centres might be 
expanded. z 

Long-term policy should be preventive. The present 
provision for both very dull and defective children is 
inadequate. It is essential that sufficient special school 
accommodation should be provided after the war for the 
group of high-grade feeble-minded, and one such school 
should be residential. Early ascertainment and the 
transfer of children with 1.Q. 55-70 to a special school 
where the curriculum will be suited to their special 
requirements, including occupational training, will 
desirable if these children are to be brought up as good 
citizens playing their parts according to their talents. 
If they are to be prevented from drifting into an apathetic 
state in which they are only conscious of all-round 
failure, or into a situation where they can evade all 
training and education because of lack of provision for 
their needs, it will be necessary to develop what skill they 
have so that they may take that pride in their work which - 
is necessary to every citizen’s self-respect. 


We wish to thank Councillor F. C. Williams, chairman of 
Bristol education committee, for permission to publish this 
paper, and Lady Inskip and Dr. J. F. Lyons for their interest. 


PARALLELS IN NURSING PROBLEMS 


AFRICA is in the act of developing a nursing service to 
meet the special needs of a scattered and superstitious 
rural community. It might seem on the face of it that 
nursing problems encountered there must differ funda- 
but 
Dr. Janet Welch’s study + of nursing education in relation 
background in East and South-East 
African colonies shows that we can learn from their 
difficulties, as they can learn from our mistakes. Speak- 
ing at a meeting of the Overseas Association of the 
Medical Women’s Federation on Oct. 20, Dr. Welch said 
that it would be difficult to set up any systematic form 
of nursing education in the African colonies until it 
was clear whether the policy of the medical authorities 
was going to put emphasis on curative or preventive 
work. She believed that the hospitals must be centres 
of social teaching and the nurses must be trained as 
community nurses from the start, with a sound education 
in the preventive aspects of hygiene, midwifery, mater- 
nity and child-welfare work, and nutrition. 


° A BACKGROUND OF WITCHCRAFT 


In Africa, as here, the standard of education in the | 
nursing candidate is often lower than could be wished. 
But whereas here secondary education is available for all 
who attain a given standard, in many African districts 
primary education alone is available. Thus at the time 
of Dr. Welch’s survey, Makerere College in Uganda was 
giving a full secondary education course, and several 
other schools were giving incomplete courses ; in Kenya 
there were no schools giving a full secondary course 
but two grant-aided missionary schools offered junior 
secondary standard; in Tanganyika five schools were 
giving some secondary education and in Nyasaland and 


Northern Rhodesia no secondary education was avail- 


able. It is difficult, even in England. with a background 
of Western culture, to imbue some of the girls now 
enrolling with any precise idea of the principles under- 
lying aseptic technique and barrier nursing. With an 
African girl coming from a home where sickness is 
automatically attributed to witchcraft, and to whom the 
idea of bacteria as a cause of disease is completely 
foreign, the difficulty is formidable. If she has reached 
standard six she may be able to follow simple explana- 
tions in English; if not she must be taught in the 
vernacular. Yet these obstacles can be overcome and 
Dr. Welch records how. 


She introduced a group of African mothers in a village 
clinic to the conception of bacteria by easy stages, first 


1. Made possible by a grant from the Carnegie Corporation, New 
York, and printed by tho King’s Crown Press, a division of the 
Columbia University Press. It can be obtained from the Care 
negie Corporation, New York City, or from Miss Wrong, Inter- 
national Committee on Christian Literature, 2 Eaton Gate, 
London, 8.W.1. 
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showing them how spectacles—with which they were familiar 


—enlarged the size of letters; then letting them 
common objects with a hand lens, so that they came to 
realise that invisible things might be enlarged until they 
became visible. After this the women were introduced to 
the microscope and quickly learned to sée new detail in 
familiar objects—dust on a hair, dirt on a fly’s leg, pollen in 
a flower. Then followed a discussion of the idea that invisible 
things might have life—things smaller than a mite—and the 
women were sent to draw water from the stream which they 
used for bathing, drinking and. washing. ‘ The demonstra- 
tion of amcebe and other microscopic water life in what 
appeared to them as clear water astounds them, but convinces 
them of the world of micro-organisms in.a way that weeks 
of verbal description would not.” It is easy to make the 
final step and persuade them that some living organisms are 
, the cause of disease if they enter the body. 

This ‘“‘ laboratory approach ” would make it possible 
to teach the nurse the principles underlying her training, 
and also to introduce the preventive aspects of her work 
from the start. 


GIVE ME THE FIRST YEAR AND 


Many of the African girls marry and leave the nursing | 
school within a year of entering. During their first. 


year they are used largely as unskilled labour to run the 
hospitals, and there is little attempt to equip them as 
‘future educators of their people. Dr. Welch believes 
that the first year of training can be so planned that it 
is a unit in itself, providing the nurse with standards 
and principles for the prevention of disease. Thus, 
however short her training, she would return to her home 
fit to teach her friends something better and to establish 
new ideas of hygiene, nutrition and the care of the 


child. This is especially important in Africa because — 


the women control the acceptance of new ideas. Many 
of the tribes were originally matrilinear in structure, and 
the women maintain their authority because of their 
importance in the social economy of the tribe as planters, 
reapers and marketers of the crops. Thus any advance 
in public health must first win the approval of the women, 
‘many of whom are jealous guardians: of tribal medical 
practices. They are largely inaccessible to teaching 
from medical men, especially in obstetrics, for most of 
them will not tolerate the presence of a man at a con- 
finement. The one person likely to gain their ear is a 
fellow African woman trained as a community nurse. 
Dr. Welch has proposed a first-year course for the student 
nurse in which this principle is accepted. 


In her first term the student is introduced to microbiology 
in the manner described, to anatomy, physiology and very 
simple biochemistry (as a background to the understanding 
of nutrition) ; to the ways in which health can be maintained 
in the community and the family, to the history of medicine 
and nursing told like a story; and to simple nursing arts. 
Thus at the outset her attention is oriented not to sickness 
but .to health and its maintenance. She is also. encouraged 
to discuss the magical practices of her people and to see how 
some have aspects in common with her new knowledge, while 
some are dangerous; and she must be taught how to teach 
all this to others. 

In her second term she begins the study of nutrition and 
of diets for infants and children, and is helped to adjust 
-herself to the social and ethical duties of the professional 
nurse. 

In her third term, in addition to her other studies, she 
learns the properties and dosage of drugs—important for a 
people who use active herbs in dangerous quantities in their 
magic—and is introduced to sick nursing and to the study 
of the common diseases of the country, including com- 
municable diseases. 


EX AFRICA ALIQUID NOVI 


This course, with its emphasis on health and pre- 
vention, on principles and practical work, might well 


`» 


be modified to suit English conditions and be taken by - 


our own first-year nurses. But clearly it could never be 
give routine service in the hospital wards. It is a course 
for a student, not an apprentice. Dr. Welch hopes to see 
African nursing freed at the outset from one of the 
gravest handicaps of our own system. The British 


student is expected to give long hours of service which . 


prevent her from making the best use of what systematic 
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instruction she receives; lectures attended after a es 

in the ward must be outstanding if they are to excite 
MOE than languid attention. SThe defect could be 
largely overcome if the nursing school existed purely 
to train and turn out the best possible nurses, and if it 
was financially independent of the hospital, which would 
have to be run by its own fully qualified staff. This has 
been tried, successfully in America and Canada, and in 
various European ‘hospitals established by the Rocke- 
feller Foundation after the last war. In such a hospital 
in Warsaw an entire ward at a time is given over to the 
students under the charge of the staff of the school of 
nursing. All the nursing in the ward is carried out by 
the students, supervised by their teachers, and the cases 
allotted to them demand a gradually increasing degree 
of knowledge and skill. At the end of a chosen period 


. the ward is exchanged for another one in which students 


can gain a different type of experience. Dr. Welch 
commends this system and suggests that the hours spent 
by student nurses in the wards should be graded; thus 
they would begin by spending only one or two hours a 
day in the ward, the rest of the day being used for 
instruction in the other items of the course. ‘The 
working week in the first year would occupy 29-38 hours, 


-with Saturday and Sunday off in the first term, and 


Saturday afternoon and Sunday in the second and 
third terms; there would be a month’s holiday in the 
year. This seems to us a red&sonable study-week, in 
line with the hours worked by university students. We 
can see no excuse for the custom by which a student 
nurse is expected to work harder than any other class 
of student ;: nor is an eighteen-year-old girl physically 
fitted to spend long arduous hours in contact with the 
chances of infection which a hospital offers. A reform 
in our system of nursing to this or a comparable pattern 
would do much to make the profession attractive to our 
more intelligent girls. 


THE KIDNEYS AND HYPERTENSION 
EXPERIMENTAL PROGRESS 


WE have known for several years that renal ischemia 
experimentally produced causes hypertension in animals. 
Goldblatt summarised ! the available experimental data 
in.1938, when it was already recognised that if such 
experimental ischemia was severe enough to impair 
renal excretion arteriosclerotic lesions would begin to 
develop similar to those found in essential hyperte ension 
in man. It was clear, too, that the rise of tension was 
produced by some biochemical agent, not by a nervous 
mechanism. Since then we have learned a good deal 
more, thanks largely to independent groups of workers 
in the Argentine and in Indianapolis, and it is possible 
to set out briefiy the points on which they agree. The 
hormal kidney secretes a substance called renin, first 
described ‘by Tigerstedt and Bergmann in 1893; renin 
is a pressor substance and was believed until: rece tly 
to be a vasoconstrictor. Actually, the story is much 
more complicated than that: renin acts as a proteolytic 
enzyme on a globulin (““ hypertensin precursor ’’) present 
in normal serum, and converts it into a substance called 
hypertensin. The Argentine workers consider that 
renin only has a pressor action because it produces 
hypertensin, which they regard as the immediate cause 
of the rise in blood-pressure. The Indianapolis workers, 
however, have embroidered the theme by showing that 
hypertensin is not a vasoconstrictor itself, but can only 
cause vasoconstriction when activated by another 
substance present in the blood. As if this did not make 
matters complicated enough, both groups of workers 
agree that the blood contains a substance which destroys 
or inhibits the action of hypertensin ; and the Indiana- 
polis group go further and say there is a substance 
which inhibits activated hypertensin as well. With 
all these substances being manufactured at varying 
rates it is easy to see that hypertension in man may 


: b 2 have multiple causes. 
demanded of a girl who is expected at the same time to . 


The first step leading to the opinions just set out was 
the demonstration that venous blood flowing from an 
ischemic dog kidney had a vasoconstrictor action on 
the Lawen-Trendelenburg toad preparation.2 More- 

1. Goldblatt, H. Bull. N.Y. Acad. Med, 1938, 14, 523. i 


Fasciolo, J , Houssay, B. A. and Taquini; A. C. J. Physiol. 
1938, 94, ooh 
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over, if an ischemic kidney from a dog was trans- 
planted into the neck of another dog the second dog’s 


blood-pressure rose.’ Again, if the renal vessels of a 


dog are clamped, the blood-pressure rises when the 
clamp is released. Although these results had been 
confirmed many times, observers still doubted whether 
there was enough pressor substance present -in the 
systemic blood to account for the hypertension. Workers 
in Toronto,‘ however, showed in cross-circulation 
experiments that if blood from hypertensive dogs was 
transfused into nephrectomised dogs there was a 
transient rise of blood-pressure in the recipients. They 
thought that other workers had failed to get this pressor 
effect either because too little blood had been transfused 
or because the receiving animals had intact kidneys 
(there is plenty of evidence that normal kidney tissue 

ill inactivate the pressor substance formed in the 
ischemic kidney). In their own experiments they used 
a special pump which ensured that the same quantity of 
blood passed in each direction, and transferred about 
3 litres per hour. Thus the substance or substances 

roduced by the ischemic kidney were present in the 
«blood in sufficient quantity to cause a rise in blood- 
pressure. The next step was to investigate these 


substances. The Indianapolis workers showed that. 


renin in Ringer’s solution did not constrict the blood- 
vessels in an isolated dog’s tail5; when blood was 
added to the solutidn, however, vasoconstriction 
occurred. Thus it was. clear that renin alone had no 
pressor effect : it acted on some constituent of the blood 
to produce a vasoconstrictor substance. This is the 
substance which the Argentine workers had called 
hypertensin; the Indianapolis workers unfortunately 
named it angiotonin,® thus adding verbal confusion to a 
subject already reasonably tricky. From accounts of 
the properties of the two substances there is little doubt 
that they are identical, and the earlier term ‘‘ hyper- 
tensin ’’ will be used here. Both groups of workers 
demonstrated *7 that renin acted on a globulin—found 
in the blood but not in other tissues—to produce hyper- 
tensin; and that hypertensin had a smaller molecule 
than its precursor. They also showed that the concen- 


tration of hypertensin produced depended on the amount: 


of the globulin present and was largely independent of 
the amount of renin; and this, together with the facts 
that renin is heat labile and acts best at a given pH, 
suggested that it was a proteolytic enzyme. Some of 
the Indianapolis workers isolated a crystalline picrate 
‘and oxalate of hypertensin, but give no melting points 
or elementary compositions in their paper. The Argentine 
. workers °? find that hypertensin is inactivated by pepsin, 
and regard it as polypeptide, though it is reported from 
Indianapolis to give a negative biuret reaction. The 
Argentine workers find that when renin is incubated 
with blood the hypertensin content first increases 
rapidly, then diminishes and finally disappears; this is 
held to be due to the action of an inhibiting substance 
called hypertensinase. Since hypertensinase is also heat 
labile and has an optimal pH for its action, it too may 
be regarded as an enzyme. Other observations are that 
hypertensin-precursor is diminished by injection of 
renin and increased by nephrectomy ; and that nephrec- 
tomy also decreases the hypertensinase present in the 
blood. These observations explain why nephrectomised 
animals are more sensitive than intact ones to both 
renin and hypertensin; and also why animals soon 


develop a tolerance (tachyphylaxis) to repeated renin 


injections but not to repeated injections of hypertensin. 
These findMgs agree in general with those of the 
Indianapolis group, who have further shown® that 
hypertensin in Ringer’s solution produced vasoconstric- 
tion in the isolated rabbit ear only on the first trial or 
two; after these trials, the vasoconstrictor action was 
lost, and was only recovered when fresh blood was 


3. meet B. A. and Fasciolo, Rev. Soc. Argent. Biol. 1937, 
Solandt, D. Y., Nassim, R. and Cowan, ©. R. Lancet, 1940, 
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5. Kohlstacdt, K. G., Helmer, O. M. and Page, I. H. Proc. Soc. 
exp. Biol., N.Y. 1938, 39, 214. 

6. Page ond Helmer, J. erp. Aled. 1940, 71, 29. 

7. Braun-Menendez, E., Fasciolo, Leloir, L. F. and Munoz, J. M. 
Nature, Lond. 1939, 144, 980 ; J: Physiol. 1940, 98, 283, 

8. Munoz, Braun-Menendez and Fasciolo, Amer. J. med. Sct. 
1940, 200, 608. 
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‘added to the perfusing fluid. Hence arose the concep- | 


tion of a hypertensin-activator. If blood from nephrec- 
tomised dogs is used in such perfusion experiments, the 
vasoconstrictor activity of the hypertensin is greater 
than it is with normal blood ; yet the effect with normal 
blood is maximal in the sense that no increase in vaso- 
constriction can be produced by increasing the amount 
of blood used in the experiment. Thus it can be 
supposed that there is an inhibitor substance present in 
normal blood which is diminished by nephrectomy. 
There is evidence that this substance is not hyperten- 
sinase. , | 
Hypertension, then, may be produced by increased 
production of renin, hypertensin-precursor or hyper- 
tensin-activator; or by decreased production of 
hypertensinase or hypertensin inhibitor ; or by combina- 
tions of any of these factors. The existence of hyper- 
tensinase and hypertensin-inhibitor offers a hope of a 
method of treating human hypertension, and already 
at least three reports have appeared recording lowering of 
blood-pressure in animals and in patients with hyper- 
tension. The extracts of kidney used have been essen- 
tially similar and the amounts high. The extract from 


` 100-150 g. of pig kidney has been given daily by Jensen 


and his colleagues 2° to lower the blood-pressure in rats 
with experimental hypertension ; this figure is slightly 
lower than that given by Page and his collaborators," 
who show that the extract from 1000 g. of fresh kidney 
may have to be injected daily for some weeks to improve 
patients with malignant hypertension. The claim of 
Grollman and others™ that oral administration is 
effective in rats has not been confirmed by other workers. 
The rat does however provide a convenient animal for 
experimental assay so that chemical advances may be 


` speeded, and it is on these advances that clinical applica- 


tion must at present wait. 


Infectious Disease in England and Wales ; 
l WEEK ENDED ocT. 25 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox 0; scarlet 
fever, 1224; whooping-cough, 1985; diphtheria, 1017 ; 
paratyphoid, 53 ; typhoid, 23 ; measles (excluding rubella), 
745 ; pneumonia (primary or influenzal), 631 ; puerperal 
pyrexia, 143; cerebrospinal fever, 88; poliomyelitis, 
50; polio-encephalitis, 4; encephalitis lethargica, 2 ; 
dysentery,,139 ; ophthalmia neonatorum, 77. No case 
of ee plague or typhus fever was notified during the 
week. l 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct. 22 was 1287, including 
scarlet fever, 167 ; diphtheria, 280 ; measles, 20 ; whooping-cough, 
5113 enteritis, 22; chicken-pox, 23; erysipelas, 28, mumps, 3 ; 
poliomyelitis, 6 ; dysentery, 18 ; cerebrospinal fever, 16 ; puerperal 
sepsis, 12; enteric fevers, 42; other diseases (non-infectious) 47 ;. 
not yet diagnosed, 92. | i 

Deaths.—In 126 great towns there were no deaths from 
measles or enteric fevers (1 from enteric in. Greater 
London), 2 (0) from scarlet fever, 16 (2) from whooping- 
cough, 31 (3) from diphtheria, 56 (3) from diarrhoea and 
enteritis under 2 years, and 15 (0) from influenza... The 
figures in parentheses are those for London itself. 

Fatal cases of diphtheria were scattered over 19 great towns, 


Liverpool reporting 4. There were 8 deaths from diarrhoea in 
Manchester and 7 in Birmingham. : 


The number of stillbirths notified during the week was 
176 (corresponding to a rate of 32 per thousand total 
births), including 20 in London. 


10. Jensen, H., Corwin, W. C., Tolksdorf, S., Casey, J. J. and Bam- 


man, F. J. Pharmacol, 1941, 73, 38. 
11. Page, Helmer, Kohlstuedt, Fouts, P. J. and Kempf, G. F. J. exp. 
Med. 1941, 73, 7. 
12. Grollman, A., Williams, J. R. jun. and Harrison, T. R. J. biol. 
Chem. 1940, 134, 115. 
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NUTRITION IN IRELAND.—The Irish Press of Oct. 17 


= announces that a dietetic council has been set up “ to experi- 


ment on ways and means of aiding the people’s nutrition 
under war-time conditions, paying special attention to 
children’s diet.” The following have been appointed: Dr. 
P. T. O’Farrell (chairman), Prof. W. J. E. Jessop (secretary), 
Prof. W. R. Fearon, Dr. Catherine O’Brien, Dr. John Mowbray 
and Dr. Oliver FitzGerald. : a at 
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Public Health 


‘Future of the School Medical Service 


Dr. E. H. Wilkins ! has lately suggested some reforms 
to improve the school medical service and make it 
coherent with any general plan for a complete medical 
‘service for the nation. He divides the existing defects 
of the school service into those remediable by changes 
within the sphere of the service itself or of public hygiene, 
and those which are bound up with the progress of general 
social welfare. The school medical officer, unlike his 


colleagues:in other branches of the profession with the. 


exception of the obstetricians, deals mainly with people 
who are, or are presumed to be, healthy, so most of his 
work is more closely allied to social amenities than to 
the treatment of the sick. Yet he came into existence 
with the object of doing work which is strictly medical— 
to detect and obtain treatment for children who were 
unhealthy and who, in the state of medical practice 
as it was 35 years ago, missed the attention of the family 
doctor which they should have received. He has always 
been difficult to place in the medical hierarchy and in 
consequence occupies a somewhat low position though 
in fact his work is now the highest objective of the medical 
profession. Wilkins takes the view most generally held 
that the school service should be incorporated with the 
other health services, the medical officer of health being 
the chief school medical officer and the assistant. school 
medical officer also assistant medical officer of health. 
‘The advantages of this system are fairly obvious, but it 
has several drawbacks. James Kerr pleaded consistently 
for the separation of school medicine from general public 
health, though his immediate successors who were 
independent of the public-health office were in general 
not in favour of the separation. The objection to the 
fusion is that school medicine has become highly special- 


ised; to be successful the practitioner must give his- 


life to it, and it is not in the interest of the work or of 
those who undertake it that school medicine should be 
a side issue and a stepping-stone to general public health. 
The advantages of liaison of school work with other 
public-health functions, especially with infant welfare, 
outweigh all possible disadvantages so far as the service 


is concerned, but the subsidiary position of those who 


do the school work is against its development. A 
matter which gave rise to much contention in the past 
is the relationship of school medical officers with general 
practitioners. School medicine was one of the first and 
certainly the greatest of the encroachments of public 
medicine on private practice. This controversy has 
died down for a time, but it will come up again should 
the planning of the future of medicine develop on the 
lines of national health insurance. Specific medical 
treatment is no real part of school medicine, but super- 
vision and management of children certainly is, and 
there is no fixed division between what is treatment and 
what is management. : 


The reforms needed in the technical part of school’ 


medicine must be left to the school medical officers 
themselves to settle. The discussion over the value of 
periodic medical inspections, in which Wilkins is 
emphatically in favour of their retention with several 
modifications, can be understood only by those who are 
familiar with the work and with its aims; but the 
pursuit of its aims ‘calls for great reforms in the social 
welfare of the people, for poverty in all its aspects and 
implications is the great stumbling block to the main- 
tenance and development of health. Most of the work 
of school medical officers is among normals, by which 
is meant average samples, and its failure has come 
from confusing normality with full health, a mistake 
made constantly in all medicine, for we have so little 
experience of full health that we can hardly be said to 
know what it is like. We see this mistake outstandingly 
in the assessment of nutrition, about which Wilkins has 
much to say. However we may define nutrition, it is 
certain that the vast majority of children are round 
about the normal, but it is equally certain that few if 
any of the normals are in the state of maximum nutrition 
which alone is the state of health. The achievement of 
this maximum does not lie within the province of medical 
attention, but in obtaining the best environmental 
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conditions, especially during the period of development. 
Wilkins says truly: “ The implication that the classify- 
ing of 90% of children in the first two of the Board’s 
categories (“excellent ” and ‘‘normal’*’) indicates that 
these ‘children are well fed is sheer nonsense, conflicting 
as it does with a mass of evidence based on ascertained 
fact.” The object of school medicine is to raise the 
standard of normality in all particulars so that it - 
approaches nearer to full health. This of course calls 
for some treatment which the medical profession can 
furnish, but far more for social treatment to raise the 
level of general environment. 


t 


From the Annual Reports 


CHELSEA 

From Dr. Leslie McCarthy’s brief report for Chelsea 
we learn why the population shrank from the 1939 
figure and the death-rate rose. ‘‘Other violence, ”’ 
mainly war casualties, caused some of the total of 851 
deaths. Of the other deaths, 204 were due to heart 
disease, 106 to cancer and 68 to vascular lesions. This 
suggests that the population of Chelsea which stayed 
was elderly. As Chelsea was an evacuation area through- 
out the year the average population will have been less 
than the mid-year population, so the true death-rate, 
whether crude or corrected, will be higher than the 22 
recorded. What was the standardised rate, which alone 
reflects the health of the population, will never be known. 


EASTBOURNE 

This county borough was a reception. area in'the first 
half of the year and an evacuation area after the fall of 
France, since when it has been a restricted area. In 
contrast to Ramsgate it suffered little from air-raids, and 
because it has always been more of a residential town for 
retired people than a holiday resort it has suffered less 
from the loss of its visiting, population than other coastal 
towns. Dr. J. Fenton’s report for 1940, though type- 
written and 'curtailed, does not therefore differ greatly 
from peace-time reports, and from it one could not tell that 


-there had been any serious disturbance in the town’s 


history except for a decline in the population. The 
increases in the infectious diseases noticed at the end of 
1939 did not continue, with the exception of scabies. 
Whooping-cough gave 159 notifications, 126 of which 
occurred in the first quarter, and none in the last four 
months of the year; and measles 105 notifications, . 57 
of which occurred in June-August. These seasonal 
incidences were unusual, for in the country as a whole 
whooping-cough increased and measles diminished as the 
year progressed. There was no death from either disease. 


RAMSGATE 


Dr. J. V. Walker’s report is of exceptional interest for 
in the latter half of 1940 Ramsgate was in a state of 
siege and subject to repeated air attacks on a heavy 
scale. In peace-time its population was made up of an 
unusual proportion of elderly people, and in view of the 
danger of invasion an evacuation scheme for them was 
instituted. It was expected that this would be made 
compulsory, but it was not, so the process of getting the 
old away to safe areas was both lengthy and incompletely 
successful. Evacuation of mothers and children offered 
no special problems, but as the risk of invasion came 
suddenly it had to be hurried. The normal population - 
of Ramsgate is 34,000, but the statistics are of course 
based on the estimated population in the middle of 
1940. The growth of a troglodyte population in the 
famous tunnel. shelters might have been expectéd to 
influence the town’s health, but it is doubtless thanks to 
them that the casualty lists were so small. Of the 490 
deaths registered in the town in 1940 the heading “‘ other 
violence” includes civilian deaths from enemy action. 
Elsewhere shelters were used as dormitories but at 
Ramsgate a small proportion of the population shifted 
their homes underground and seldom came out of the 
tunnels at all. There was little excuse for this since 


‘owing to the evacuation there was ample accommodation. 


In view of all this we should expect a very unfavourable 
health record for the town ; bat excluding the casualties 
there is no evidence that the town’s health has suffered. 
Indeed, the year’s record is that of a healthy year with 
low prevalence of communicable diseases. There were 
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no deaths from the typhoid or dysentery groups of dis- 
eases and only one death from hoea in an infant of 
six months. The respiratory .deaths numbered 65, but 
49 of these were ascribed to bronchitis, suggesting that 
the comparatively high rate arose from the age of the 
infectio tion and not a high prevalence of respiratory 
i ections. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


L OFTEN try to read a newspaper and listen to the wire” 
less at the same time and generally end up by missing 
the point of both. Of course there are fellows who can 
' play a dozen games of chess at once and could probably 
read and listen to a story or two as well, but I’m not one 
of them. I can’t listen to even two tales at once. The 
. other evening I went in to have my pint in the bar 
parlour of the Locums’ This is where the locums 
rest between engagements, and there were several there, 
grousing and drinking. On my right an old locum was 
holding forth to a friend and over in the corner was a 
young locum doing the same thing. ‘‘ Some people,” 
said the Old Locum, ‘“‘ take to war-time rationing con 
amore.” He wiped the froth meditatively off his walrus 
moustache. ‘‘ Yes; for other people. My last engage- 
ment was a seaside job of three weeks. The man had 
gone away for a holiday, but his wife who was a part- 
time invalid stayed to look after me, leastways that’s 


how they put it. Well, for the first breakfast I had a ° 


sardine on toast, one. Same thing the next day and the 
next. I fed alone, but used to see savoury trays—eggs 
and bacon from the smeli—being hurried furtively up- 
stairs. The lady didn’t come down till midday. ‘ Oslo 
breakfast,’ she said one day, ‘so healthy!’ ‘How I 
wish I were up to them!’ said I. ‘I had no idea they 
were having quite such a terrible time in Oslo. Do 
you mean to tell me they have only one.. .?’” 
Then I heard. the Young Locum’s voice away in the 
corner. ‘It was only a week’s locum, the whole 
family were going away for a holiday. Before he 
went the doctor said to me, ‘ We’re having the house 
done up a bit, hope you won’t be disturbed.’ Next 
morning the cook asked if I would mind having lunch 
in the drawing-room as the whitewashers were in the 
dining-room, and sleeping in another bedroom. Next 
day it was: would I mind having meals in the study and 
sleeping in the nursery. On the fourth day I was having 
meals in the surgery and sleeping in a dressing-room, but 
next morning they. were both seized by a whole army of 
. painters, paper-hangers, carpenters and whatnot; in 
fact they had the whole house now except at the very top 
where there were two rooms, the cook’s and another. 
Of course I had to sleep in the other and heard her 


snoring. Well, I thought they were going to leave the 


top storey alone, but I had scarcely finished PSDR 
when the vanguard of this renovating army . 
“ It wasn’t as though there was any shortage of. food in 
the house ’’—it was the O.L. that I was listening-in to 
now— the cupboards in my bedroom were simply 
crammed with tinned meats, jams, pickles, masses of it. 
Well, it must have been about the sixteenth day and I 
was getting well into the third row of that tin of 
sardines...’ “ Apparently ’’’ (Y.L. speaking) ‘“‘ they 
weren't going to touch the cook’s room, so I was wonder- 
ing...’ “ My stomach was definitely in revolt, that 
damned fish repeats itself like a parrot, so that morning 
on my rounds I stopped at.a shop and bought a tin- 


opener...’ ‘* Well, the cook came along as usual and 
said would I mind . .’ * By Jove, that night I fairly 
let myself go.’ Who said that? I’m not sure. It may 


have been both ponether: x ne: genelmen, please.” 
æ 

We have noticed four clegg of faint among our 
donors. Those who throw the first or fourth class should 
never have been enrolled because they are tempera- 
mentally unsuitable: the second variety (a ‘‘ forme 
fruste ” of the first) is preventable with careful handling, 
while the third must be attributed to mismanagement of 
the donor after the withdrawal of the blood. 

The first class is seen in the extremely apprehensive 
donor who may have volunteered from self-disciplinary 
or purely altruistic reasons, or may have been pressed 
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into service in the presence of his colleagues or fiancée. 
Such a person may faint in the waiting-room or on the 
couch while his arm is being cleaned up. At one factory 
some youths flopped down like ninepins while waiting 
their turn to be grouped. The sight af bottles of freshly 
drawn blood or blood-stained. gowns, too much theatre 
ritual or the smell of ether (acetone is not associated by 
the patient to the same extent with hospitals) may precipi- 
tate the faint. This type of person should never have 
volunteered and if he is recognised at the time of enrol- 
ment he should be rejected. 

The second class turns up in the person who does not 
mind the beginning (indeed he may be quite interested 
and will try and sit up and have a peep at the blood 


running out) but after a few minutes a feeling of nervous- 


ness comes over him; an occasional sigh, a rapid turn 
away of the head, and a nervous cough are the first signs. 
He begins to think “ will they be able to stop it?” 
If the doctor leaves the needle in situ and goes away to 
prepare the next patient, the feeling of insecurity will 
continue to thrive. During a brief period of hyperacusis 
he will hear his blood trickling into the diluent in the 
bottle and he may hear the nurse say ‘‘ Its runnin ig ever 
so fast: I wish they all bled as quickly as this.” The 
actual faint will follow rapidly and the flow of blood will 
diminish refiexly. This type of donor has probably 
fought a strong inclination not to show up for his appoint- 
ment and he sometimes tries to pass off his nervousness 
with forced merriment and interest ; hence his desire to 
“ have a look ” and the occasional ’pleasantry whereby 
the shed blood is compared to a favourite brand of stout. 
With care, this type of donor, who can often be recognised 


when he comes in by his jocularity and the excessive ` 


pulsation of the great vessels of his neck, can be success- 
fully bled, for he will readily take the initiative in 
conversation which interests him. The doctor should 
not leave him unattended and mentally unoccupied, 
while assistants should be discouraged from 

comments and quips on the rate of flow. A word of 


encouragement will help him through his ordeal, and the 


doctor will be rewarded by “ Is that all it is ? ?” and a 
pressing and genuinely meant request to call him again. 

The third kind of faint is a vasomotor attack probably 
beyond the control of the donor. It is as a rule due to 
sitting up suddenly and too soon to drink coffee pre- 
sented by an overzealous helper. This type of faint will 
also occur, without the donor sitting up, if the blood is 
withdrawn too quickly. Fasting will also tend to induce 
it: likewise if the donor is overtired, or has hurried to 
be in time, or if the atmosphere of the room is oppressive. 
Some people seem to take longer than the average to 
adjust their circulations and we have seen this tendency 
in a mother and daughter who were each unaware of the 
reaction of the other. 

The last class is troublesome ; ; itis the hysterical faint 


induced whenever an impressive audience is available. 


The subject is almost invariably a young girl and she 
should be allowed to faint into the arms of a member of 
her own sex. A favourite place is in the street outside 
the bleeding post and unless the offender is skilfully 
and promptly handled the post and the team may be 
held in considerable disfavour and distrust by the cross- 
section of the public who congregate so rapidly for this 
windfall entertainment. We have seen a husband and 
wife (only the wife had volunteered) go from one “ fit ”’ 
into another, falling into any kindly arms willing to 
receive them and causing confusion and consternation 
among the volunteers in the waiting-room. By the way, 
it does not seem to be generally known that faints, if 
complete, may take on an epileptiform character. They 
can, however, readily be differentiated from hysterical 
attacks. The act of fainting is commonly followed by 
a feeling of tiredness and this may be attributed by the 
donor—and what is more important, by his friends— 
to the loss of blood. A donor who has fainted should 
always be warned against this feeling of tiredness, and 
for the same reason it is unwise to continue withdrawing 
blood after a faint has begun. *Donors should be warned 


of the possibility, of bruising, and of bleeding starting | 


again, and should be told how to deal with bleeding by 
pressure. They should be warned not to: touch the 
dressing unless the wound is painful and then to show it 
to a nurse or a doctor. Over the tea-table, when the 


donor has returned home, she will probably be invited 
9 
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to relate her experiences and the kid brother and his 
friend will certainly want to have a peep at “ the hole 
in the arm.” This understandable curiosity is probably 
the comonest cause of local sepsis., 
R * * 
It has taken a second world war to convince me that 
pectoralis major is intimately concerned in the act of 
defecation. But I must begin at the beginning. My 
gardener was called up last year and I was obliged to 
tackle a third of an acre singlehanded. I mow the lawns 


every three weeks. This represents the optimum 


interval on a time-growth curve which I have worked 
out for this part of the country; the fourteen-inch 
mowing machine of the 1920 age-group has been carefully 
integrated to other variables. About a fortnight ago I 
was rushing downhill behind the machine, my eyes fixed 
on a luxuriant tuft of grass which I intended to cut as 
clean as a whistle. I allowed the blades to engage when 
I was about two yards from my objective, and with 
savage determination threw myself into the attack on 
the waving green spikes. A sudden crack, and I found 
myself staggering across the lawn gasping painfully for 
breath and rubbing my chest in the region of the second 
left costal cartilage where I had collided with one handle 
of the mower. I had forgotten that behind that innocent 
tuft of grass there lay hidden a small grid covering a 
drain ventilator. ‘‘ Pooh!” I exclaimed, but the 
explosive was cut short by a stab of pain which made 
me hold my breath. I sat down gingerly on the lawn, 
lowering myself on extended arms, but the manceuvre 
ended in a groan. I would have sat longer, but there 
were unmistakable sensations indicating that the grass 
was not as dry as I had imagined. To immobilise the 
injured muscle I decided to raise myself using only my 
right arm. -But seemingly the pectoral girdle never does 
things by halves, and I was conscious that it had gone 
into action even while I was at the stage of visualising 
the extent of the wet patch on the seat of my trousers. 
The next day was full of discoveries, including the one 
mentioned in my opening sentence. Fortunately there 
was little cause for the turbulent movements of the 
thoracic cage which are associated with laughter, and a 
suppressed cough was usually achieved by fixing the left 
side of the chest against the edge of a door. The sigh 
over the blackout was stillborn and the bedtime yawn 
hovered in midair. As for the night, it was made 
hideous with moans which synchronised with attempts 
to change my position in bed. Great though my 
discomfort was, I little realised that worse was in store. 
I was in the bus on my way to hospital. Suddenly I 
was aware that the awful thing was about to happen. 
it was too late to avert the impending catastrophe. I 
whipped out my handkerchief, being a faithful disciple 
of Bourdillon, and there followed a gigantic sneeze. 
The pains of hell got hold upon me and the explosion 
merged into an involuntary roar of anguish. The bus 
stopped. The driver’s terrified face appeared at the 
hatch, anxiously seeking an explanation from the 
conductor. I have since thought that he must have 
been driving in a dream state, and on hearing the cry 
had leapt to the conclusion that he had run over a 
pedestrian. He was reassured by the young woman 
who was our conductor; amid a muttered chorus of 
disapproval from my startled fellow passengers she 
jerked her thumb in my direction. ‘‘ It’s ’im,”’ she said 
simply. On arrival at the hospital my first call was at 
the radiological department. Sister, full of sympathy, 
offered to send the report to my ward as soon as the 
radiologist had reported on the film. An hour later it 
was handed to me in a sealed envelope. I opened it 
eagerly, impatient to learn how many ribs had been 
broken. My colleague had confined himself to a single 
word: NIL. ‘‘ Pshaw!’’ I exclaimed, wincing with pain. 
x * * 

.I was a very puzzling case. On Sunday I lost my 
appetite and felt off colour. Next afternoon I had a 
dull headache behind the eyes, which slowly got worse. 
On Tuesday evening I felt shivery and had a tempera- 
ture of 100° F. Taking a couple of Veganin tablets 
and a stiff hot whisky I went to bed early, only to be 


awakened at 4 A.M. by persistent shivering in spite of © 


piling all the garments I could find on my bed, and by 
_ 8 AM. I felt so ill I decided to stay in bed. That evening 
I felt colder than ever in spite of numerous hot-water 
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bottles and had an awful headache. My temperature 
had risen to 103°, my pulse to 130, and I had developed a 
sighing type of respiration at 36a minute. I felt increas- 
ingly sick and was, the vomitus being dark brown and 
dirty and véry acid to the mouth. I thought I was in 
for a bout of pneumonia and so did my physician, for he 
examined my chest five times. Even morphia. that 
night failed to ease the intense headache and I barely 
slept at all, perspiring periodically. Thursday was even 
worse, although the headache was easier all morning. 
I was sick several times and kept up an irregular fever. 
I was now convinced that I had meningitis, but on point- 


ing out to the physician that my eyes were tender if | 


touched he rushed off to get his ophthalmoscope, when 
being a mere surgeon I now thought I had a retrobulbar 
neuritis. That night was just as bad. By Friday 
morning I was past caring. My mouth was thick and 
dry and my lips were coated with sticky mucus. Having 
no neck rigidity I now diagnosed myself as influenza with 
encephalitis. My physician was still in the dark, but 
he arrived with great glee to say that a blood-count 
showed a leucopenia; therefore I must have influenza, 
unless of course it was. typhoid or one of that lot. . He 
re-examined me and with a shout of triumph announced 
I had “ rose spots ” but still had no palpable spleen. 
Not having had my bowels opened throughout he ordered 
me an enema. I strained all day and by the evening 
felt a little better if somewhat exhausted. My headache 
was easier but my rash, which did not itch at all, had 
become diffuse all over my trunk and looked like scarlet 
fever. I had a very white tongue but no sore throat and 
the rash did not involve my head and neck or limbs. A 
blood-culture was taken that afternoon. On Saturday 
morning I felt better still and only had a temperature 
of 99°, though the rash and headache persisted. The 
pathologist announced he had grown a gram-negative 
bacillus, which was supposed to clinch the diagnosis of 
a septicemia of the coli-typhoid group—but it struck 
me that a mere 14 hours’ incubation in ox-bile medium 


with blood that had been immunised months previously - 
with TABT made it sound unlikely. Otherwise I must — 


have a considerable infection or very potent bacilli. 
My father, also a doctor, was certain I was a typical 
atypical (he is Irish) case of scarlet fever. By Saturday 
evening I had a dusky irregular macular rash on all my 
limbs—not at all like ‘“‘ rose spots” but rather like 


measles. However tired I was in the evening I became 
peculiarly alert by night and found it almost impossible 


to sleep. Saturday night was no exception and I did 


not sleep at all, though I managed about 14 hours after, 


breakfast on Sunday morning. During that day my 
headache left me entirely, as did the rash on my trunk, 
though on my limbs it remained unfil nightfall and 
itched. The margins of my eyelids felt sore and I felt 
a strange kind of stiffness, almost a cramp, in my calves 
and thighs if I moved my legs at all. That night, 
helped by 10 grains of Medinal and an extremely com-. 
fortable Sorbo mattress supplied by the American Red 
Cross, I had a full night’s sleep for the first time. On the 
Monday I awoke refreshed and enjoyed the pathologist’s 
report -that all subcultures had died out. The final 
proof had failed. Some ‘“‘ friends ” suggested it must be 


Bact. suipestifer or swine fever! Next day I was normal — 


in every way and felt darned peckish, so that on the 
Wednesday I was allowed up for an hour. On the 
Thursday, Friday and following Monday the pathologist 
cultured my stools and urine and found no pathogenic 
organisms. I was discharged on the 13th day after 
taking to my bed and on the 15th day from my first 
symptom. Later my Widal reaction taken on the 22nd day 
from my first symptom gave a weak double positive result : 


O H 
Bact. typhosum eg '.. 1/25 1/50 
Bact. paratyphosum A ..  — 1/10 
Bact. paratyphosum B .. 1/25 1/50 


No prizes are offered for the correct solution. 


Miss T. Monraenon, who died on Oct. 27 at the West- 
minster Hospital, had been an inspector for the Ministry of 
Health since 1920. She was one of the first trained nurses to 
be appointed to the staft of the ministry and had done much 
to help public-assistance authorities to maintain a high standard 
of care for the old people and children in their institutions. 
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Letters to the Editor 
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INGROWING TOENAIL 


Sır, —Before any further suggestions are made as, to 
the cause of ingrowing toenail it might be well to ascer- 
tain the true shape of the big toenail. It is a laborious 
job to collect facts of such apparently trivial importance, 
but anyone who cares to investigate will discover that 

Z : in some cases—I have no 


CGIN idea whether the proportion 
AS E is small or great—the normal 
shape of the nail is as in (a), 


B while the ingrowing nail is 
really a nail which grows 
out unto the nail wall (b). 
Apart from any question 
of abnormality of the nail 
shape we have to remember 
that many people habitually 
cut the nail too short (c), 
so that the soft tissues 
grow to a higher level 
than the free edge of the 
nail and form a distal pseudo-wall (d). A well-cut nail 
extends to the end of the toe (e) and prevents the forma- 
tion of this pseudo-wall. Finally, mistakes'are often 
made in the cutting of the nail. The correct shape is a 
straight line and not cunved as in the case of the fingers. 
When a toenail is cut with a curve it is easy to miss the 
corner—probably owing to the lateral curvature. This 
results in a spike (f) which, as the nail continues to grow, 
perforates the distal pseudo-wall. The sequence— 
- wound, infection, inflammation, septic ingrowing toenail 
—is obvious. . 

Manchester. 


LIGATION OF THE PATENT DUCTUS 
l ARTERIOSUS ! 


Sir,—In their paper of Oct. 18 Dr. Bourne and his 
colleagues mention that two dangers of a patent ductus 
arteriosus lie in the mechanical effect on the circulation 
and the local supervention of infection, and they consider 
that ligation of the duct should be adopted as a thera- 
peutic measure for the latter complication. There seem 
to be grounds for doubting the -importance of these 
. aSseverations. Persistence of the ductus arteriosus may 
exist as the sole abnormality in about a quarter of the 
cases, and it may then cause no inconvenience, for the 
right ventricle merely hypertrophies in order to deal 
with the increased volume inflowing through the patent 
channel as a result of the higher aortic pressure. The 
sum total of change therefore in this type of case is that 
right ventricular development equals or exceeds that of 
the left and may be accounted as a physiological response 
to increased work and unlikely to give rise to mechanical 
strain on the circulation. In the majority of cases how- 
ever the condition is associated with other congenital 
abnormalities, usually of an obstructive type, in the 
pulmonary or aortic circuits, and its presence is then 
of the utmost importance in permitting the establish- 
ment of a functional readjustment of the abnormal 
blood-flow. In such instances it is obvious that ligation 
of the ductus arteriosus would constitute a grave threat 
to the compensatory collateral circulation, a danger 
which is not lessened by the fact that the detection of 
additional congenital abnormalities may be very difficult. 
Thus it may be seen, in connexion with the first case, that 
the continuous murmur of ductal origin was replaced 
later by a rough systolic one in the pulmonary area, 
thereby indicating the unsuspected co-existence of a 
stenotic lesion. No doubt the lesion was of a minor 
character, yet the operation was followed by a severe 
though fortunately temporary uræmia and the incident 
serves well enough to illustrate what may happen in a 
more complicated type of case. 

The connexion between endocarditis and patent ductus 
arteriosus is undoubted. Nevertheless, it may be 
questioned whether ligation can have any good effect 
either preventively or curatively, as the underlying 
predisposition to infection must be based on the anomaly 
of anatomical structure rather than irregular circulatory 
flow and the operation will not alter that factor. Asa 


W. SAYLE CREER. 


_ the road to recovery before it was carried out. 
be that there is a case for ligation of the patent ductus 


Lyall, A. Acta. med. scand. 1940, 103, 235). 
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curative measure the value of the operation is still more 
problematical, since the vegetations in general are not 
limited to the ductus and the underlying structural 


defect in the wall of the pulmonary artery is not remedied. _ 


Indeed, the only practical accomplishment achieved 
would be a reduction in the number of systemi¢ emboli, if 
these were present, to the ill vantage of the pulmonary 
circuit which would thereby receive the full complement. 
Recovery from infective endocarditis is not unkgown, 
even before. the days of sulphonamide treatmenf, and 
there is no means of ascertaining in the two cases des- 
cribed whether the operation in any way influenced the 
curse of the disease as both patients were afebrile ie on 

may 


arteriosus ; if there is,it would not appear to lie in that 
class of patients, comprising the majority, associated 
with other congenital cardiac defects or in any after the 
onset of infection. In the remainder, a logical indication 
for ligation might be as a prophylactic measure; but, 
in view of the natural repugnance of the healthy person 
to undergo “‘ ideal ” operations, particularly major ones, 
it E Sp races that opportunities to assess its real value 
e few. 
London, S.W.3. , J. H. MULVANY. 


CALCIUM STUDIES IN NORMAL PEOPLE 


Smr,—I have been reading Dr. Robertson’s -articles 
with great interest. He quotes figures from balance 
experiments conducted on normal subjects which showed 
that below a certain level of Ca intake the Ca output 
was restricted—i.e., the Ca was used more economically. 
In the cases he quotes, the subjects had been on the 
low Ca intake for only short periods. We found the 
same in indigent subjects who had been on a low Ca 
intake for long periods (Owen, E. C., Irving, J. D. and 
So efficient 
had the utilisation of Ca by these subjects become, that 
some of them were in equilibrium on intakes as low as 
0:25 g. Ca per day. It would appear from this and 
other work (i.e., Rottensten, K. V. Biochem. J. 1938, 32, 
1285) that one cannot define a normal level of Ca intake 
in this way since the requirements for equilibrium will 
depend solely on the Ca reserves of the individual under 
test, and these in their turn depend on the previous 
dietary Ca history. This has recently been stressed by 
Steggerda and Mitchell (J. Nutrit. 1941, 21, 577). ‘Thus 
it has been found that Chinese (Kung, L. C. and Yeh, 
H. L. Chin. J. Physiol. 1937, 12, 139) and negroes 
(Kelly, F. C. and Henderson, J. M. J. Hyg. Camb. 1930, 
29, 418) appear to have a lower requirement for Ca than 
do white people. This lower requirement is certainly 
not racial in origin but is due to the fact that these 
peoples habitually subsist at lower levels of Ca intake 
(Kung and Yeh). It therefore seems to me that one 
cannot quote figures for normal Ca requirements on the 
basis of balance experiments since the requirement for 
equilibrium depends entirely on the previous dietary 
history of the individual. The only assessment of 
adequate Ca intake must be an empirical one—one which 
keeps the individual in optimal health. _ | 

- J. T. IRVING. 
Department of Physiology, University of Cape Town. . 


“WAR-TIME HEALTH AND DEMOCRACY ” 


Sir,—May I take up two points in your generous 
review of my small book in THE LANCET of Nov. 1? 
Lord Hewart’s definition of democracy is ‘“ a system of 
government based on the Rule of Law and the 
Sovereignty of Parliament”: your reviewer has 
telescoped the sentence in my book which gave this 
definition, and the result is hardly fair to the dis- 
tinguished author of ‘‘ The New Despotism.” Your 
reviewer gives one or two selected quotations to sup- 
port his argument that I have ‘‘ a somewhat introverted 
view of the doctor as a democrat.” Two more quotations, 
if you will allow me to give them, cast doubt on your 
reviewer’s interpretation: ‘‘ My own opinion is that 
... the doctor, in relation to his professional work, 
should steer clear of politics.” (Italics mine.) “< And 
the individual doctor can always express his political 
views as a private citizen with the right to vote for his 
man in a free country.” (Italics mine-again.) 

London, W.C.1. Huana CLeaa. 
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PLUMP TYPE OF GRAVES'S DISEASE 


Sir,—In commenting on our paper of Sept. 20 Mr. 
Keynes makes the rather surprising statement that. ‘‘ it is 
dangerous to make any attempt to separate off any 
particular category (of Graves’s disease] as being funda- 
mentally different from the rest.” Mr. Rundle in your 


- issue of Oct. 25 appears to support this view. The cases 


we described had one distinctive character uncommon in 
Graves’s disease—a tendency to increase in weight while 
still untreated and actively thyrotoxic. In addition 
they were all young women of about the same age with an 
unusual degree of lymphatic hypertrophy even for 


.Graves’s disease, and five out of eight had amenorrhea. 


It seemed to us that these cases formed a distinctive 
group, though we admitted the existence of transitional 
types, and we suggested that they were displaying an 
unusual resistance to the thyrotoxic process. Since the 
results of thyroidectomy had not been so satisfactory as 
we had come to expect in the usual type of Graves’s 
disease, we ventured to suggest that in such cases con- 
servative treatment might be given atrial. We presume 


- that it is this mild suggestion which has so alarmed 


» 


Mr. Keynes. | 

Mr. Keynes has also made much of the two deaths in 
this group. We did not of course draw any far-reaching 
conclusions from these deaths ; they were never a major 
point in our discussion on this group, and it will not sur- 
prise us if further experience shows the mortality to be 
not unduly high. None of- the surviving cases, however, 
could be classed as good results, and three of them were 
early recurrences. 

Later Mr. Keynes himself braves the dangers of sub- 
division sufficiently to admit the existence of ‘‘ atypical ” 
categories of Graves’s disease, among which he classes the 
plump type. This surely is an odd method of classi- 
fication, for he presumably groups together all cases 
which happen to lack one or more of the chief characters 
of the disease. Wecan see little in common, for instance, 
between the plump type (which are severe and outspoken 
examples of Graves’s disease in young women) and the 
type common in the elderly in which auricular fibrillation 
is the only prominent feature of the disease. Yet Mr. 
Keynes would apparently class these groups together.as 
“ atypical” categories. Of this oddly assorted group, 
Mr. Keynes says that ‘‘ there is room for judgment in 
forming an opinion for or against operation ” because the 
results of thyroidectomy are less dramatic than in the 


classical type. Whether this is a correct statement of: 


the prognosis of this remarkable hotch-potch it is impos- 
sible to say; but the statement is interesting as revealing 
that even Mr. Keynes considers the results of thyroid- 
ectomy to be not always exactly predictable. If this is 
so, is it so very dangerous to inquire whether there are 
not in fact different types of the disease, which may 
respond characteristicaily to treatment ? - 

To avoid further confusion, the conclusions arrived at 
in our paper were the result of careful observation over a 
number of years of a series of cases of Graves’s disease, 
operated on by the senior surgical staff at a general 
hospital. Mr. Rundle’s reference to ‘‘ a surgeon’s early 
efforts at thyroidectomy ” is therefore irrelevant. 


W. R. TROTTER. 
Leavesden. K. C. EDEN. 


GRADUATION AT AN EARLIER AGE 


Smr,—Many will agree with Dr. Spencer Paterson, 
who pleads for graduation at an earlier age in your 
issue of Oct. 25, when he states that the years from 
sixteen to eighteen are not very usefully employed. 
But surely the chief reasons are not, as he suggests, 
that students are either learning subjects which they 
must later re-learn at the university, or are learning 
classics ; because, at the age of seventeen, the great 
majority are already working for their first M.B. 
Rather these years are not usefully employed because 
the work must conform strictly to a university syllabus 
which demands an unnecessary amount of detail, and 
does nothing to encourage a general or scientific back- 


ground. Added to this, in many cases, are the unnatural 


restrictions to freedom and independence imposed at 
this stage by the public-school system. 

To justify his plea Dr. Paterson also referred to the 
undesirability of late marriages and small families 
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among the medical profession. This is found in the 
professional classes as a whole, and the reasons are largely 
economic. For this the state is responsible, and the 
state must find the cure, not the university or the medical 
authorities to whom the plea was directed. And let 
us note that the one state that has tackled this problem 


provides medical men, even in their student days, with | 


an adequate salary. I cannot help feeling that the moral 
breakdowns in medical students which Dr. Paterson is 
apparently called on to treat may be due not so much 
to frustration with the medical curriculum, as to the 
realisation that at the age of twenty-one they are still, 
and for the next few years will remain, just as dependent 
on their parents for their every need as they always 
have been. 

I submit, Sir, that our efforts would be better 
directed towards changes in the medical curriculum, 


and in the status of the young doctor, than towards | 


graduation at an earlier age: Superficially this sugges- 
tion may appear as a panacea for the ills to which 


Dr. Paterson so rightly pointed. But perusal of your | 
number (Aug. 30) devoted to medical education will | 


show that in this country graduation probably takes 
place already at an earlier age than in any country in 
the world with the exception of Nazi Germany. 


. Watford. J. A. V. BATES, © 
Final-year student. 


THE HEN AS MIDDLEMAN 


Sm,—I welcome the criticism that appeared in your 
issue of Oct. 25 (p. 487) on my article in Nature, although 
the suggestion that, being an authority on poultry, I 
naturally defended the animal of my choice from the 
obloquy cast on it by agriculturists. and dietitians is 
not too happily phrased, since the casual: reader may 
assume that I wrote the article from reasons of self- 
interest rather than from the point of view of the welfare 


of the nation, In my article I contended that, on dietetic. 


grounds, the egg is just as essential an article of diet as 
milk, and that, from the point of view of economy of 
conversion of feeding-stuff protein to human food protein, 


the hen has a claim to priority second only to the dairy 


cow. I assume that this dietetic part of my contention 
is accepted. But you attempt to destroy my case for the 
hen on economic grounds. Not being an economist I 
am at a disadvantage, but even to my amateur mind the 


arguments adduced appear a little unsound. To base an 
argument on the relative price the Government is pre- . 


pared to pay for the protein in eggs and milk in these 
days of price regulation, and to argue that such prices 
reflect the relative efficiencies of the dairy cow and the 
hen to produce such protein is surely illogical, apart 
from the fact that I have never suggested that egg 
production should be encouraged at the expense of milk 
production. The present prices paid to the producer by 
the Government are admittedly fixed in relation to cost 
of production, but such costs cover many other factors 
than that of relative efficiency of food conversion. The 
relatively high prices paid for eggs are essentially due to 
the fact that Government action has resulted in poultry 
producers having to cut their flocks below the normal 
economic level, whereas no such action has. been enforced 
in the case of the dairy farmer. The price argument 
works both ways. Following the same line of argument 
I could with equal justice maintain that the Government, 
by asking the consumer to pay 24d. for an egg containing 
6—7 g. of first-class protein, as compared with a pint of 
milk at 43d. containing 18 g., is of the opinion that egg 
protein is much more valuable to the consumer, weight 
for weight, than milk protein. 

The contention that the hen, being a much smaller 


animal than the dairy cow, requires much more energy 


for maintenance than the dairy cow, weight for weight, 
is an accepted fact, but even here there is a possible 
fallacy in the argument, since the relative cost of main- 
tenance, when charged against the finished product, will 
vary according to the relative amounts of the finished 
product produced. It is of interest to note that a 5 lb. 
hen laying 140 eggs a year produces 78% of her body- 
weight in the form of dry human food (not counting 
shell), whereas the 1250 lb. cow giving 600 gallons of milk 
produces only 59% of her body-weight in the form of dry 
human food. Finally, although the energy requirement 
for maintenance is correlated with body surface rather 
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than body-weight, such is not the.case with protein. 


There is, consequently, no reason to assume that a small 
TSA is less efficient as a converter of protein than a 
large animal. 


I am not convinted that the reasoning in my Nature 


article is at fault. If need for protein is of primary 
importance to the nation, then the hen deserves first 
consideration next to the dairy cow. If, on the other 
hand, energy requirement is the primary need, then the 
pig should rank next to the dairy cow. 


Animal Nutrition Institute, Cambridge. E. T. HALNAN. 


CANCER AND OILING OF FLOORS 
SIR, —As the suggested method of oiling floors has, I 
think, been in use at certain schools for very many years, 
without any detriment to the health of a few generations, 
it would appear that the method is harmless. One is 
thankful for assurance on the new suggestion of oiling 


Market Drayton. PETER W. EDWARDS. 


PROPHYLAXIS AND TREATMENT OF COLDS 

Sir,—In his article of Nov. 1 (p.534) Dr. Thrower men- 
tions experments carried out for controlling colds by ultra- 
violet light and states that the results were disappointing. 
This is by no means the experience of observers who have 
used ultraviolet irradiation for many years in this and 
other countries.. The common cold can be aborted ina 
large percentage of cases if proper technique is adopted 
and suitable apparatus is used. The nostrils and pharynx 
can be sterilis@d by application of ultraviolet rays by 
means of quartz applicators attached to the Kromayer 
mercury-vapour lamp first used in Berlin in 1903. This 
treatment should be combined with infrared irradiation 
applied over the antra and general U.V. irradiation to 
increase the bactericidal power of the blood-stream. 
Apparatus has unfortunately not been standardised 
in this country, the result being that innumerable pieces 


` of apparatus now in use have but little therapeutic effect. 


In addition the technique adopted to carry out experi- 
mental investigations is often faulty. -` 


Wimpole Street, W.1. W. ANNANDALE TROUP. 


TOWARDS A NATIONAL SERVICE IN CLINICAL 
PATHOLOGY 
Sir,—After reading Dr. Dyke’s article of Oct. 25 


doctors in general will be looking forward to the time- 


_when the scheme envisaged will have become an integral 

part of the practice of medicine in this country. It may, 
however, be of interest to Dr. Dyke and others to know 
that a comprehensive pathological service very much on 
the lines indicated has been functioning in at least one 
part of the country for many years, and that conse- 
quently one or two statements in this excellent article 
are not strictly correct. 

More than a quarter of a century ago the Kent county 
council established a laboratory for carrying out public- 
health pathology. It soon became evident, however, 
that the line of demarcation between public-health patho- 
- logy and clinical pathology was very indistinct, and it 

‘seemed desirable to extend the service to provide facili- 
ties for undertaking pathological work for all doctors 
practising in the county. The development of the 
scheme was very rapid, and even before the war nearly 
100,000 specimens were being examined annually ; about 
30, 600 in the six branch laboratories at the county hos- 
pitals and institutions and the remainder at the central 
laboratory at Maidstone. Briefly, the scheme as it 
operates at. present is that medical officers of health, 
. genera] practitioners and the medical] staff of hospitals in 
the county which ‘have no pathologist on the staff may 
send into the main laboratory an imited number of 
specimens for examination. Field work for the purpose of 
investigating and controlling the spread of epidemic 
disease is undertaken by the pathologists in collaboration 
with the district medical officers of health. In the case 
of patients residing within a reasonable distance of Maid- 
stone, and who are able to travel, the doctors may wish 
to have specimens collected in the laboratory ; in some 

cases, of course, thisis necessary, and is greatly appreci- 
ated when such investigations as glucose-tolerance curves 
and urea-clearance tests are required. Furthermore, the 
services of pathologists are available.to assist in con- 
sultation with doctors in the investigation of clinical 
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problems at the bedside of their patients. 
services are entirely free of charge to the doctor and the 
patient ; outfits for the transmission of specimens are 


also supplied free, and the only expense incurred is that of . 


sending the specimens to the laboratory. ‘The cost of 
the laboratory is a charge on the county rate and is 
relatively small for the services provided. 


t is not claimed that this pathological service is by © 


any means ideal, and plans for future developments along 
present lines have been made; but that there is ample 
need for such a service is evidenced by the general appre- 
ciation expressed of the value of the provisions already 
made in this county. 

` Maidstone. CONSTANT PONDER. 


FIRST-AID IN WAR-TIME aie 


Smr,—I was interested to read Dr. Hodgson’s letter in 
your issue of Oct. 25. During the past year the 
casualty services have been instructed with special 
reference to: shock; heemorrhage; wounds; burns; 
war-time neuroses ; 


evacuation of casualties; the diagnosis as between 


F.A. post and hospital casualties; and the movement, ` 


parking and spacing of casualty vehicles. In addition, 
a thorough knowledge of local geography (helped by 
night exercises) is part of their curriculum. We have 
cut out all elaborate bandaging and splinting at incidents. 
Tourniquet dangers are stressed. I am of the opinion 
that a simple textbook on war-time first-aid would be 
appreciated by the casualty’ services. 
. G. O. F. ROE, 
Medical Officer of Health, Halifax. 


Q CAMP 

Sm, —In your review of W. D. Wills’s book ‘‘ “The 
Hawkspur Experiment ” (Oct. 18, p. 474) the principles 
on which the Q Camp was run are summarised in a way 
which shows a deep understanding of our work, but there 
is one correction I should like to make. The numbers 
never reached 70, norcould we have carried on the methods 
with so many at a time. We considered about 30 to 
be a desirable maximum, although had the demand been 
pressing we might have been willing to exceed this, but 
certainly not to go beyond 50. This does not imply that 
Q Camp methods are unsuitable for such institutions as 
Borstals or prisons, where large groups are at present the 


rule. Rather does it mean that large groups are unsuit- . 


able for the reformative work they aim to do. The 
combination of individual] study and individual help with 
experiments in community living, which seems to be the 
lines most hopeful for the re-education of offenders, 
requires that these larger groups be subdivided. 
MARJORIE E. FRANKLIN, 


Oxford. Hon. Secretary, Q Camps. 


, HOME GUARD TERMINOLOGY 

Sir,—We are discussing what title should be given to 
the minor aid-posts set up by the Home Guard and 
provided by the authorities with a minimal equipment. 
I am told that in one area these posts, which do not differ 
in any essential, are to have no less than three sets of 
initials according to whether ‘they are associated with 
battalion headquarters, companies or platoons. The 
initials proposed are H.G. B.A.P., H.G. 
P.A.P. The prefix H.G. is necessary because the army 
authorities already use C.A.P. and P.A.P., as was pointed 
out by one of your correspondents. 

Surely it is time that we called a halt to this multi- 
plicity of initials and gave first place to brevity and 
accurate description. Our Home Guard posts would 
be called points by the civil authority and by this term 
they intend to signify that the amount of assistance 
which can there be given is very much less than that 
provided at any post. The word point is not felicitous 
because the initial ‘‘ P’’ may equally stand for post or 
party but it does at least indicate an important distinc- 
tion which is missed by those who would use the expres- 
sion aid-post for every sort of place at which medical 
attention is available. I must admit considerable 
sympathy with those who use the expression C.C.P. 


‘(casualty collecting post) as both descriptive and distin- 


guishing for all Home Guard posts and would venture 
to hope that official authority may be given for the use 
of this term before a riot of uneasy nomenclature 


submerges us. BATTALION M.O. 


These 


the speedy 


C.A.P. and H.G. 
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WAR-TIME NURSERIES DISCUSSED 


A STRANGE situation has arisen: everyone agrees that 
‘if women are to go into industry in large numbers their 
children below school age must be cared for, preferably 
in nursery schools and day nurseries; the Government 
. has endorsed this view so strongly that local authorities 
can claim the entire cost of starting nurseries; and yet, 
after two years of war, there are at present only 163 day 
nurseries in the whole country, receiving between them 
barely. 6000 children—and there are more children than 
. that between 2 and 5 in many a county borough. Reasons 
for this curious inertia were discussed at a conference 
on Oct. 29, arranged for London and the Home Counties 
by the Nursery School Association of Great Britain and 
the National Society of Day Nurseries, with Lord Horder 
residing. Administrative control has been given to the 
Ministry of Health ; and, though approval of every new 
scheme for a nursery must be obtained from the Board of 
Education as well as the Ministry, power to give such 
approval has been delegated to the senior regional officers 
, and to inspectors of schools, and arrangements have been 
made so that both approvals can be obtained at the same 
time. Difficulties in finding premises, staff and equip- 
ment are the chief delaying factors, but there are also 
wide divergencies in the enthusiasm with which local 
authorities approach the idea of establishing nurseries. 
. Mr. J. O. WRIGLEY (Ministry of Health) reminded the 
conference that in the early days of the war the need fo! 
nursery schools or residential nurseries had been mainly in 
-the reception areas ; now the need was chiefly in centres 
of industry where women were being increasingly 
employed. He suggested that whenever a nursery was 
planned local authorities should draw up a time-table 
fixing the dates on which the nursery should be approved, 
equipped and opened, and should make someone respon- 
sible . for. seeing that this time-table was kept. j 
dovetailed with a suggestion from Lady ALLEN OF HURT- 
Woop, one of the chief movers of the conference, that the 
Ministry of Health should appoint some dynamic person 


~ 


to apply ministerial policy and codrdinate the depart- - 


ments, authorities and groups concerned with the needs 
of the young child. She felt that nurseries for babies 
under 2 should be established only with the greatest 
reluctance. She was doubtless thinking of the dangers 
of infection, so great among children of this age when 
they are gathered together; it is well to hesitate, 
especially if they are to be housed in the same nurseries 
as the 2-5 group. On the other hand it is nôt feasible 
to establish separate nurseries for those under 2. The 
mother with a sizeable family cannot be expected to 
get the. bigger ones ready for school and then go round 
disposing of the younger ones at two different nurseries 
before she goes to work at 8 o’clock. Miss' FLORENCE 
HORSBRUGH, parliamentary secretary to the Ministry of 
Health, said that in the ordinary way it was questionable 
whether the mothers with babies under 2 should be going 
to work at all, but just now mothers could look after their 
children best by making munitions to defendthem. But 
she was not wedded to the notion that the only way to get 
the children looked after was in nurseries. A nursery, 
she pointed out, would take about 40 children ; if some- 
thing like 400,000 women with children under 5 were 
going into industry during the next few months we should 
need 10,000 nurseries straight away. It was impractic- 
able to establish them on that scale, and she felt we must 
call upon a home guard of women—grannies and aunts— 
to do some of the minding while the younger women 
went into the factories. This laid Miss Horsbrugh open 
to the charge of being ‘‘ minder-minded.’’ Many people 
feel that there are strong objections, in the usual way, to 
this haphazard method of child care, and that nurture is 
best ensured in the nursery school. Yet it is doubtful 
whether finality lies on either side of this fence; 
MARGUERITE DOBBING, in a letter in the New Statesman 
of Nov. 1, tells of her own complete conversion from one 


` opinion to the opposite after working in an evacuated 


residential nursery school for 21 months. The children 
there in spite of expert care seem to be going backward 
instead of forward, reverting to thumbsucking and tem- 
per displays ; and this is due, she thinks, to lack of per- 
sonal love. The aunt and granny could possibly achieve 
more in this direction than the best nursery school, 
however far they fell short in other ways. 


This was borne out to some extent by the remarks of- 


Miss ANNA FREUD at the conference. Nursery schools, 


she said, had never been meant as a substitute for. the 


home, any more than the welfare clinics did away with 
the need for the mother’s care, or child-guidance clinics 
with the need for education by the parents. 
services were simply extensions ofthe home. At present, 
however, families are dissolved, homes hardly recognis- 
able and children scattered in billets. The nursery schools 
are confronted with the task of filling all the gaps, and 


they: have done their best. But the mother-child © 


relationship is normally a 24-hour affair, and the child 
who goes back and forth between home and nursery may 
in the end feel a stranger in both. Miss Freud believed 
in making every possible effort to include the real 
mothers in the life of the nursery. Some people, she felt, 
looked on love from the parents as a luxury which a child 
could not expect to get in war-time. In the last war 
the same remark was applied to things like sugar, fresh 
fruit and butter, of which continental children were 
deprived; these were now recognised as necessities. 
Today psychologists knew that there were some types of 
maladjustment in later life which were rooted in the lack 
of an ordinary home life in the first five years, 


| _ THE RIGHT STAFF . 

Miss FREDA HAwTREY made constructive proposals 
for dealing with the time lag in the development of 
nurseries due to lack of staff. The two es of women 
called on to fill responsible posts, as she pointed out, are 
hospital nurses and nursery school teachers. They have 
had totally different types of training and are therefore 
good at different things. Thus the nurse is (regrettably) 
used to residence and long hours. She is accustomed to 
handling babies under 2, to routine, to preventive 
measures against infection, and to detecting signs of 
illness early ; but she has usually dealt more with sick 
children than healthy ones. The nursery school teacher 
is used to handling large groups of young children, believes 
more in free activity t routine, and has her attention 
focused on health; but she takes no fesponsibility for 
children under 2. Thus a hospital nurse is more suited 
for charge of a nursery which admits children of all ages 
under 5 and a nursery school teacher for a nursery which 
takes children between 2 and 5. In all nurseries where 


there are more than 20 children between the ages of 2 


and 5 a nursery school teacher can be added to the staff ; 
but coöperation between the nurse in charge and the 
teacher is not always easy. To overcome this difficulty, 
induced by the differences in training, courses in child 
management are being arranged for nurses, Miss Hawtrey 
said, by the Royal College of Nursing and for nursery 
school teachers by the Board of Education. The 
audience did not rise as one woman—as might have been 
expected—and say ‘‘ But why not courses for both 
together ? ” Surely no better opportunity could: be 
wished for establishing an understanding between the 
two groups of workers; and clever teachers should be 
able to help each student to merge her professional bias. 
in the aims of the job she is going to do. 

Miss Hawtrey suggested that the few available trained 
women—whether nurses or teachers—should be 
the key posts, and that the minor posts should be filled 
by “ nursery nurses ” trained to look after children in 
private families, by auxili nursery -assistants who. 
might be recruited from among young mothers, nannies, 
friendly aliens and elderly women. These could register 
with the Women’s Voluntary Service and take a short. 
training course with the Child Care Reserve. She 
would like to see emergency training centres started in 
connexion with existing nurseries, and estimated that if 
24 students each took a 6 weeks’ course, one centre could. 
provide nearly 200 nursery assistants in a year. 


PAYMENT FOR CARE 


The cost to the mother of leaving her child at a day 
nursery was not discussed at the meeting, but this may 


-well havé an important bearing on the extent to which the 


nurseries are used when they are set up. The standard 
charge suggested by the Ministry is ls. a day: for each 
child and though this is little enough in return for all the 
child enjoys it is a formidable sum for a woman who 
happens to be working 7 days a week in return for a wage 
ranging from £1 18s. to £2 10s. a week. Cases of hard- 
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ship can be considered and if necessary the payment can 

be reduced ; but women in industry might well be granted 
this relief free of charge. It would pay well as a national 
investment in healthy child life. 


Obituary 


RALPH MORTON CALDER 
M.B. GLASG. ; SURGEON LIEUTENANT, R.N.V.R. 
THe death has been reported of Surgeon Lieutenant 
‘Ralph Calder, who was posted as ‘‘ missing presumed 
killed ” last: August. He was born in 1913, the only child 
ad Mrs. Janet Calder of Ayr, and educated at the Academy 
ere. 


He graduated M.B. with commendation from 
Glasgow University in 1935. 
He held house-appointments at 
Ayr County Hospital and the 
Glasgow Royal Hospital for 
Sick Children, and he was Prof. 
T. K. Munro’s last house- 
physician at the Glasgow 
Western Infirmary before his 
© retirement. It was during this 
oe time that Calder first showed 
his aptitude for experimental 
. work, though his’ one great 
| desire was to be a physician. 
- But he was persuaded for a time 
at least to study pathology, 
-and after two voyages as ship’s 
| 2 : surgeon. he was awarded in 1936 
- an M.R.C. scholarship in experi- 
mental pathology. He chose as his subject liver 
necrosis and cirrhosis and began work at the infirmary 
under Professor Blacklock, who has written of him : 

“ Calder was a stimulating laboratory colleague. He 
approached any difficult pathological problem with a 
critical mind, but: his criticism was always constructive 
and he dearly léved planning experiments to solve it. 
These experiments, as his work on the liver proves, were 
always logical and were planned to have a bearing on the 
‘elucidation of disease in the human subject. He did not 

neglect the purely morbid anatomical side of pathology 
and in the little teaching which he did he could draw an 
admiring group of students around him while he explained 
the nature of the lesions present. Then from his clinical 
knowledge he would correlate in a most lucid manner 
. the postmortem and clinical findings. His academic 
` accomplishments were great for one of his years, yet he 
‘ was always modest and helpful towards his less gifted 
_" brothers and respectful of his seniors, who foresaw a great 
career in store for him and by whom he will be greatly 
missed.”’ 
- In 1938 Calder was awarded a Graham scholarship and 


he came to London to continue his work on the liver under - 


Professor Cameron at University College. He later sub- 
mitted the results of these investigations as his M.D. 


thesis. He had joined the R.N.V.R. at the beginning of 


1988 and he was called up before the outbreak of war. For 
a year he carried out the routine work of a medical officer 
attached to a general hospital, till he was detailed to 
specialised research work. At his own request he was 
later posted to a ship and on this service met his death. 
His published work included a report of a case of cold 
allergy and a study of autoplastic splenic grafts. His 
opinions were clear and his criticisms penetrating, but if 
he had forthrightness he also had charm, and his friends 
will remember him as an interesting and stimulating 
companion with a wide knowledge of literature and a 
deep love for the music of Mozart and Handel. 


“GEORGE ALEXANDER COHEN > 
M.B. EDIN. 


Many who attended the court of the coroner for 
Eastern Middlesex during the last fifteen years will 
regret the death of Dr. George Cohen on Oct. 16 at the 
age of 71. Dr. Cohen who was born in Hull qualified in 
1893 at Edinburgh University, and after postgraduate 
study at St. Bartholomew’s and Dublin, he saw a good 
deal of service abroad as a.ship’s surgeon. 
general practice at Harringay in 1906 but forensic 
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He set up in 
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medicine was his real bent. He was called to the bar 
by the Middle Temple and in 1910 appointed coroner 
for the then central Middlesex district. In 1926 Mr. 
A. M. M. Forbes, coroner for the eastern division of the 
county, died, and the eastern division absorbed the central 
under Dr. Cohen. After the Coroner’s (Amendment) 
Act 1926 became law, his jurisdiction was further 
widened by the accretion of the parishes of Edmonton, 
Southgate and Enfield. In his younger days he was a 
noted instructor in ambulance work and a captain in the 
Volunteer Brigade of the Middlesex Regiment. For over 
six years he represented the Tottenham-Harringay 
Division on the Middlesex county council, but he 
resigned on his appointment as coroner. as 


ROBERT WALLACE NESBITT 
M.B. DUBL., F.R.C.P.I. ; SURGEON COMMANDER, R.N. 


Commander Robert Nesbitt, who lost his life through 
enemy action in September, began. his medical career 
in 1912, when he entered Trinity College, Dublin, with 
distinction as a junior exhibitioner—a standard he 
maintained throughout his student days. In 1915 he 
joined the R.A.M.C. as a private, but was sent back the 
same year to complete his medical studies. He qualified 
L.Med. as quickly as possible and in 1918 joined the Navy 
as a temporary surgeon. After the war he. elected:¢o 
stay in the service, returning to Dublin to take his M.B. 
degree in 1923. He had a distinguished service record, 
holding the appointment of medical specialist at Haslar, 
Plymouth and Chatham. Much of his leisure was spent 
on postgraduate work and a careful study of the literature 
of: his special interest—diseases of the chest. But: he 
found time’ to write several plays, one of which was acted 
by the Dublin Abbey Theatre. He loved a good argu- 
ment, and his friends enjoyed the charm, humour and 
eloquence with which he disposed of their points.: A well- 
turned phrase or subtly expressed thought gave him. in- 
tense pleasure, for he had the gentleness, sympathy and 
understanding of a poet. Pe ee 


_ Births, Marriages and Deaths 


BIRTHS 


BARBER.—On Oct. 30, at Dunmow, the wife of Dr. Geoffrey Barber 
—2 son. 

OCALVERT.—On Oct. 31, at Barrington, Cambs, the wife of Dr. 
Henry Calvert—a daughter. ` 

CAREY.—On Oct. 31, at Sherborne, Dorset, the wife of Surgeon 
Lieutenant Fraser Carey, R.N.V.R.—a son. i A 

Dawson.—On Oct. 22, at Oxford, the wife of Major J. R. Daw 
R.A.M.C.—a daughter. 

GRANT.—On Oct. 30, at Farnham, the wife of Captain Russell ` 
Grant, R.A.M.C.—a son. ; : 

HELLIER.—On Oct. 21, the wife of Dr. F. F. Hellier, of Park 
Square, Leeds—a son. : A 

RIOHARDS.—On Oct. 30, at Sutton, the wife of Captain A. H. 
Mordaunt Richards, R.A.M.C.—a son. 

SIDEY.—On Oct. 31, at Aberdeen, the wife of Surgeon Lieutenant 
J. D. Sidey, R.N.V.R.—« daughter. _ 


DEATHS — ae 

CoLLiIE.—On Oct. 27, at Bournemouth, Frank Lang Collie, 
M.D. Aberd., aged 77. i 

MARTLEY.—On Nov. 2, Francis Charles Martley, M.D. Camb., 
F.R.C.P.I., D.P.H.. : : 

PENFOLD.—On Oct. 27, at Melbourne, William James. Penfold, 
M.B. Edin., B.Hy. Durh., D.P.H., director of the Baker and, 
Shaw Institute, Alfred Hospital, Melbourne. . . 

PICTON PHILLIPS.—On Oct. 29, William Edward Picton Phillips, 
M.R.C.S., of Egerton Gardens, S.W.3. l l 

TIDEY.—On Oct. 29, at Winchester, Stuart Alexander Tidey, 
M.D. Lond, M.R.C.P., aged 84. ; | a 

‘WALKER.—On Oct. 30, at Guildford, John Morris Walker, 
M.B. Glasg. a i 

WaATSON.—On Oct. 25, Thomas Boswall Watson, M.D. Edin. late of 
Woldingham, Surrey. - ae 

WaTso0n.—On Nov. 1, Henry Allan Watson, M.B. Glasg., of 
Worcester, aged 70. aa 


AMERICAN DOCTORS FOR BRITAIN.—Up to Sept. 4 the 
number of doctors in the United States who had applied 
to enrol in the R.A.M.C. was 230 (J. Amer. med. A88. 
Sept. 13, 1941, p. 941). Of these 138 were unsuitable for 
various reasons; 42 of the remainder had actually 
received passports. | 


TEB 'LANOBT] | 
Medical News 


Royal College of Physicians of London 
-At a meeting of the college held on Oct. 30, with Sir Charles 
TR the president, in the chair, Sir Wilson Jameson, Dr. 
C. Spence and Dr. W. A. Daley were elected councillors. 
Tho following were re-elected representatives of the college: 
Sir Adolphe Abrahams on the committee of management of 
the conjoint board’; Sir Comyns Berkeley on the council of 
the Central Midwives Board; Dr. John Hay on the court of 
governors of Liverpool University ; and Sir Stanley Wood- 
wark on the Central Council for District Nursing. Dr. Cyril 
Elgood was elected a member of the library committee. 

The president announced the appointment of Sir Wilson 
Jameson as Harveian orator, and Surgeon Captain Macdonald 
Critchley as Bradshaw Lecturer for 1942; and the award of 
_ the Jenks scholarship to Terence Robert Lancelot Finnegan, 

late of Epsom College. 

The following having satisfied | the censors’ board weré 
elected members :— 


Margaret D. Baber, M.D. Lond., w. 


W. Brigden, M.B. Camb., 
E. A. Burt, M.B. Camb. 


» D. L. Caldwell, M.B. Camb., G. W. M. 

Findlay, M.D. Edin., G. M. Fit zGerald, M.B., N.U.L., Geoffrey 
Flavell, F.R.C.S., G. $. Graveson, M.B. Camb., Ursula James, M.B. 
Lond., J oseph Marks, M.B. Lond., Thornas Parkinson, M.D. Lond., 
F. T. G. ty MB. canes and. I. B. Sneddon, M.B. Sheff., 
surgeon isaten E R.N.V.R. 

‘Licences to practise: were conferred upon the following 159 
candidates (138 men and 21 women) who hase passed the 
final examination of the ee board :— 


A. Bigckoter. Simmonds, osek 

apek Ee D. S. Boyle, S. V. Brookes, Jean L. Broughton, R 
Browne, > J. D. Bruzaud,.Olive N. Bywaters, D. A. 
e e, D. W. F. Chariton, W ase, J. P. C 8, F. 
ke, B. U. Coffey, H. I. Coombs, R. A. Craig, A. F. Crick, M. C. 
» P. é, R. G. Dewh ‚L. W. D. ’ Drabble, F. M. P. 
Eckstein, J. R. Ellis, S Ernst, T. G. Evans, A. J. Evans, 
J. S. Evans, J. W. G. Evans, J. H. W apan, T. N. Fison, J. M. 


. ° ey ° . F 
n, A. W.H. Foxell, Beryl M. Givan, E. 
Goldscheider, J.G. dh 
G. Green, B. P. Griffin, H. J. "He er, C 
tance M. Hallett, J. H. G. Halliday, Penelope K. Hammick, 
: - Hammond, P. a S. Hargrove, Charles a; R. J. Harvey, 
Thomas Haw, Ursula M. Hickman, a a S. J. Hinds, W. K. 
G. H. L. Hoffmann, A A. ‘E. Howarth, Hughes, Toa Ta beua C. F. 
Hungerford, Menahem Icht, E. B. A Rees 3 epkine, © H. Jones, 
. Jones, K. C. D. Jones, Samuel Jung, F. L. King-Lewis, F. M. 
Tae Richard Leigh, K. H. Lim, W. K. Lim, Jeffrey Lomas, 
J. D. B. Longley, Helen C. Longmore, Morris Lustigman, Osias 
Lustmann, P. M. McAHen, Hugh McColl, Gerald Machanik, L. R. 
McLaren, T. M. M. McLean, H. L. McMullen, George MacVicar, 
B. naleh, Betty M. Margetts, Giusto Mariani, H. E. S. Marshall, 
S. Ma’tuk, C. H. Merry, J. E. Mooro, J. E. E. Morgan, P. J. L. 
Mumford, J. W. Nelson, R. J. Nowman, E a: D. R. Patten, Jean W. 
i Alfred Fearoo, p: O. Pep PI Be R. P W. z Porter, 


. Sharp, A. p E Smith, 
miljan Szinay, H. Tasker, E. D. Teas D. 


T. Thomas, R. D. = 
G. Tucker, 


45, A. Vickery, D. G. Vulliamy, Ellis Vure, G. 
addi D, Glenys J. Wade, Vera B. Walker, G. G. Wallis, D. 3 
Walther, C. W. Walton, G. N. Weber, Joan M. Whiteman, David 

iliams, E. J. Williams, M. H. O. Williams, D. H. Wright, and E. J. 

Young-Thompson. | 

Diplomas in child health were granted, jointly with the 
Royal College of Surgeons, to the candidates named in our 
issue of Oct. 18 (p. 473), and diplomas in public health to 
L. C. Lodha, L. G. Norman and M. A. G. Ward. 


Royal College of Obstetricians and Gynecologists 

At a meeting of the council of the college held on Oct. 25, 
with Prof. W. Fletcher Shaw, the president, in the chair, 
the following were admitted to the membership :— 


1 Gavin ntl Glasgow; Edward Gledhill, Batley ; R. M. Millen, 
London ; E. Peaker, Leeds ; Kathleen M. Robinson, 
London : Katharine C. Rogers, London; R. X. Sands, London : 
Violet E. A. Sykes, London ; and George Wynn-Williams, London. 


The ee have satisfied the examiners for the sa hana 


Norris, Jean F.  Geoiroy Hol H B. 


FAUR Hi of Anæsthetists of Great Britain and Ireland 


The following have been elected officers of this society for 
the coming year: president, Lieut.-Colonel Ashley Daly, 
RAM.C; vice-president, Dr. C. F. Hadfield; treasurer, 
Dr. Z. Mennell ; and secretary, Dr. A. D. Marston. 


MEDICAL NEWS = 


Watson, Eva - 


/ 
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National University of Ireland 


The Dr. Coffey travelling studentship in okas has 
been awarded to Dr. J. W. Harman and t sit in 
medicine to Dr. John McSorley. 


North Western Tuberculosis Society 


A meeting of this society will be held on aes Nov. 13, 
at 3 P.M., at 352, Oxford Road, Manchester. Dr. G. H. Leigh, 
the president, will speak on facts and. fancies and the tuber- 
culosis death-rate. 


British Institute of Philosophy 


On Friday, Nov. 14, at 3 p.m., Prof. Herbert Dingle, D. Se., 
will speak at University Hall, 14 Gordon Square, London, 
W.C.1, on the universe in relation to modern physics, ‘Cards 
of admission may be obtained from the director of studies at 
University Hall. , 


Royal Institution 


On Tuesdays, Nov. 25, Dec. 2, 9 and 16, at 2.30 P.M. . Prof, 
J. C. Drummond, D.Sc., will lecture on recent advances. in the 
science of nutrition and their significance in war-time. The 
meetings will be held at the Enepeanion, 2, Albemarle Street, 
London, W.1. 


Pharmaceutical Society of Great Britain 


A meeting of this society will be held at 17, Bicomabary 
Square, London, W.C.1, on Thursday, Nov. 13, at 2.30 P. M., 
when the Hanbury medal will be presented to Mr. Harold 
King, F.R.S., a member of the staff of the National: Instituté 
for Medical Research. Dr. King will aEereenes Spons on 
chemistry and pharmacy. 


Royal Society of Medicine 


On Tuesday, Nov. 11, at 2.30 P.m., there will be a disoun 
in the section of therapeutics and pharmacology on the kidney 
and hypertension. The openers will be Prof. Arthur Ellis, 
Dr. Clifford Wilson, Prof. G. W. Pickering and Dr. Robert 
Platt. The clinical'section will meet at St. Mary’s Hospital, 
Paddington, at 2.15 P.m., on Nov 14., At 3.30 p.m. on the same 
day Prof. A. J. Ballantyne will read a paper on angiomatosis - 
of the retina to the section of ophthalmology. The section of 
neurology will hold a clinical and pathological meeting on 
Nov. 15, at 10.30 a.m., at Chase Farm Hospital, The Ridgeway, 
Enfield, Middlesex. 


L.C.C. Vitamin Tests ` 


_The London County Council has arranged for testa on the 
effect of American vitamin capsules to be carried out on 500 
elementary school-children, subject to the consent of their 
parents. One vitamin capsule a day will be given on five days 
@ week for nine months‘to 125 children selected at random 
in a reception area and to 300—400 children similarly selected _ 
from those attending elementary school in London. An equal 
number of children will be chosen as controls whọ will be 
given capsules with a harmless inactive contant. 


Hostels for Old Age Pensioners 


At a meeting of the old people’s welfare committee of the 
National Council of Social Welfare on Oct. 31, Lord Soulbury, 
chairman of the Assistance Board, announced that where 
pensioners did not need continuous medical attention or 
nursing but needed to have such care at hand the board would 
make their pension sufficient to enable voluntary organisations 
to maintain hostels forthem. To this end the supplementary 
pension would be made sufficient to provide the pensioner with 
an income of 30s. a week. 


Medical Aid for China 
During their second year’s work the China Medical Aid 


' Committee were able to send Dr. Kent, an Austrian surgeon, 


and Dr. Coutelle, a German physician and physiologist, to 
China and in November, 1940, they were posted to Red Cross 
units in Hunan-Hupeh areas. Dr. Rosa Coutelle and Mrs. 
Maria Kent, a trained nurse, set out to join their husbands in 
March but owing to enemy action had to return to England. 
There are now nineteen foreign doctors working in the Red 
Cross units under Dr. Lim. The units consist of a few trained 
Chinese first-aid workers and an interpreter. The doctors 
treat the sick and wounded, perform simple operations, treat 
fractures, teach hygiene and sanitation, and sort out the 
wounded to be sent to the base hospital 200 miles away. 
The press appeal made by the committee in July (Lancet, 


July 5, p. 24) raised £400 and further donations will be 


welcomed by the treasurer, Dr. E. H. T. Hambly, Treharrock, 
Seer Green, Bucks. 
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NOTES, COMMENTS AND ABSTRACTS 
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Prisoners of War ` | 

_-W.S./Captain J. B. Sherman, M.B. Melb., R.A.M.C., and 
W.S./Captain I. R. I. MacDonald, M.B. Edin., R.A.M.C., have 
been posted as prisoners of war. 


Paddington Medical Society . 

A- meeting of this society will be held at 3.45 P.m., on 
Nov. 11, at St. Mary’s Hospital, when there will be a dis- 
cusaion on how to solve the night-call problem in London. 


Chadwick Lecture 

Mr. Frederick Hiorns, F.R.1.B.A., will give a Chadwiek 
lecture on Tuesday, Nov. 11, at 2.30 P.m., at the London 
School of Hygiene, Keppel Street, W.C.1. He will speak on 
hygiene technique in building, or the economic, psychological 
and health aspects of surface treatment. 


Royal Faculty of Physicians and Surgeons of Glasgow 
At the annual meeting of the faculty the following were 
elected office-bearers for the. ensuing year :—president, Mr. 
Roy Young ; . visitor, Mr. James MacDonald ; treasurer, Mr. 
William Richard; librarian, Dr. W. R. Snodgrass; other 
councillors: Mr. J. Scouler Buchanan, Mr. Donald Duff, Dr. 
John Gardner, Dr. Stanley Graham, Dr. John Henderson, 
Mr. J. A. C. Macewen, Dr. Donald McIntyre, Dr. Noah 
Morris, Mr. William A. Sewell, and Mr. J. Forbes Webster. 


Alliance of Hospital Administrators 


The councils of the Incorporated Association of Hospital . 


Officers (which has hitherto limited its membership to the 
administrative staffs of voluntary hospitals) and the Incor- 
porated Association of Clerks and Stewards of Mental Hos- 
itals have recommended the fusion of their societies. The new 
body will open its membership to administrative officers of 
-local-authority and other hospitals, and a committee will be 
set up to consider the recruitment and training of adminis- 
trative hospital staff. 


Notes, Comments and A hstvacts 


TO RADIUM SMALLHOLDERS 


IN addition to the radium held by hospitals under 
arrangement with the Radium Commission and King 
Edward’s Hospital Fund there is an appreciable amount 
in the possession of small hospitals, medical practitioners 
and comunercial firms, and the Minister of Health has 
now issued a pamphlet instructing these users how to 
protect their supplies. All radium exceeding 1 mg. in 
amount should, when not in use, be kept in a bore-hole 
or steel container of an approved type described in the 
pamphlet. The bore-hole advised is 50 ft. deep, and 
otherwise similar to that lately described by Lederman 
and Mayneord (Lancet, 1941, 2, 461). The container 
consists of a round or square block of mild steel with a 
narrow opening leading to a cavity in‘the centre to hold 
the radium. The opening is closed by a screw plug. 
The walls of the container must be not less than 3 in. 
thick. In a hospital in a vulnerable area not more than 
350 mg. should be in use at any one time. - Radon 
should be used instead of radium where possible and the 
treatment of patients by radium should not continue 
during an air-raid unless they are in a shelter. If a 
bomb falls where radium is known to be, the medical 
officer of health should be at once informed. He will 
. have the area roped off and notify the Ministry of Health, 
who will arrange for experts to examine the site. 


SALAZOPYRIN IN RHEUMATISM 


Goop results are reported by Svartz,! in Stockholm, 
from the use of a compound of sulphapyridine and 
salicylic acid in rheumatism. She had previously found 
that though sulphonamides alone were sometimes 
valuable in septic arthritis they had no effect on the 
ordi rheumatic case, but it seemed possible that they 
might. render the responsible organism more sensitive 
to the action of salicylates. Simultaneous medication 
with sulphonamides and salicylates was therefore tried, 
but without effect. Finally, however, Askelöf and Will- 
steedt prepared salicylazosulphapyridine, a preparation 
which is now produced commercially by Pharmacia of 
Stockholm under the name Salazopyrin. Svartz reports 
five cases of rheumatic polyarthritis successfully treated 
with this drug. One woman of 33 had had polyarthritis 


1. Svartz, N. Nord. Med. 1941, 9, 5543; Ibid, 1941, 11, 2261. 


which hypertrophic osteo-arthropathy is the c 


since 1933 and when seen could only walk a few steps with 
‘difficulty ; i 


salazopyrin, 0:5 g. four times daily, was 
begun on Oct. 29, 1940; by Jan. 31, 1941, movements 
were almost normal and the patient felt well. Another 
woman of 44 with arthritis of 1} years’ standing, chiefly 
affecting the knees and metacarpals, was given. several 
courses of salazopyrin amounting in all to 900 tablets 
of 0'5 g. each. This lady found herself standing on a 
chair energetically chasing a moth. The other cases 
reported are similar, except that one developed a toxic 
rash after treatment for 10 days with 1 g. six times daily. 
Svartz also reports four cases of ulcerative colitis in 
which administration of the drug was followed by com- 
plete remission ofsymptoms. Salazopyrin is anly slightly 
soluble in water, but its alkaline salts dissolve fairly. well. 
Part of it is excreted unchanged in the urine, causing an 
orange discoloration if the urine is alkaline. It does 
not give immediate relief of rheumatic pain and it may 
therefore be necessary to give salicylates with it. The 


dose recommended for adults is 1 g. four to six times: 


daily, and treatment can be continued for weeks or 
months. The blood picture should be watched, since 
mild ansemia was seen in some patients ; no serious toxic 
effects were noted, though the drug had sometimes to 
be withheld for a time because of a rash. | 


BOOKS FROM THE ARGENTINE — 


In their new volume on primary malignant tumours 
of the bronchi and lungs (Buenos Aires: Hachette. Pp. 
401), which is the only modern book written in Spanish 
on this subject, Prof. Julio Palacio and Prof. Egidio 
Mazzei describe three néw clinical pictures associated 
with pulmonary growths: the osteo-arthro a in 
acteris- 
tic sign; the pseudocardiac which produces symptoms 
resembling angina pectoris, paroxysmal.tachycardia’ or 


- cardiac insufficiency ; and a type in which Klumpke- 


Dejerine paralysis gives a valuable pointer in the 
diagnosis of carcinoma of the apex of the lungs. Several 
years ago the authors were awarded’ the Alvarenga prize 
of the Paris Academy of Medicine for their work on 
atelectasis of the lung, and in discussing atelectasis 
caused by bronchial carcinoma they draw attention to 
two new signs which they have observed: deviation of 
the trachea (palpable in the suprasternal notch) during 
inspiration, in cases of atelectasis of the superior lobe ; 
and the radiological finding of an unusual degree of 
translucency in the lung adjoining the atelectic lobe. ` 

In his book ‘‘ Las Neurosis en la Guerra ” (Buenos 
Aires: Aniceto López. Pp. 251) Prof. Gregorio Ber- 
mann discusses the place of psychology, psychiatry and 
psychotherapy in the treatment of people affected by 
war conditions. During the Spanish civil war Professor 
Bermann was chief of the section of neurology and 
psychiatry at the military hospital at Madrid and his 
book is based on his own clinical experience. Prof. Emilio 
Mira, who spent some months at the Maudsley before 
taking up a post in South America, has written a foreword 
to the book. i 


WARNER'S CALENDAR OF MEDICAL HistoRy.—Messrs. 
William R. Warner & Co. did not expect to be able to 
print further editions of their diary during the war; 
but they have obtained the authorisation of the paper 
control to publish a limited number—less than half of 
last year’s edition. The calendar is available only to 
members of the medical profession, and any doctor who 
is a regular user or who would like a copy for 1942 
should write at once to Messrs. Warner, Power Road, 
London, W.14. 


THE fact that goods made of raw materials in short 


supply owing to war conditions are advertised in this. 


paper should not be taken as an indication that they are 
necessarily available for export. 


Appointments. 


BOND, K. E., M.B. Camb., F.R.O.S.: temp. surgeon to outpatients 
at the Hampstead General and North-West London Hospital. 

MORLEY, H. S., M.D. Lond., M.R.C.P.: examining factory surgeon 
for Midhurst, Sussex. s : 

PARKER, ALEXANDRIN, M.B. Edin., D.T.M. & H.: R.M.O.fat the. 
East End Maternity Hospital, London. 

Tuomas, O. L., M.D. Toronto: R.S.O. at Booth Hall Hospital for 
Children, Manchester. l 
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patient was entirely under one man. 
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ORIGINAL ARTICLES 


MEDICINE AND DUTY * 


T. B. LAYTON, D.S.O., M.S. LOND. 


SURGEON TO THE THROAT AND EAR DEPARTMENT OF GUY’S HOSPITAL ; 
OTOLOGIST TO THE FEVER SERVICE OF THE L.C.O. 


-THE influence of Nelson’s order of the day at Trafalgar 
has come down to us through more than a century. 
Its various manifestations affect our profession: there 
is the duty of the one and of the many; the duty of 
the immediate emergency and of the never-ending 
routine. : 

When a boy and a girl sign on at a medical school 
they join a profession in which they can no longer call 
any minute of their’ future lives their own. At any 
moment they may have to give up whatever they are 
doing to go and see someone in distress ; that is one of 
the glories of our profession. If that distress is grave 
the doctor may have to collect a team to take action 
or to hand the patient over to a team which is in readiness. 
These are the aspects of duty in acute disease ; and once 
one is inured it is not-very hard to rise to them. It is 
no disparagement of the heroes of Trafalgar to say the 
same of their response to Nelson’s signal, when everyone 
was on tip-toe for a fight. Far harder were the two 
years before Toulon when duty consisted in seeing that 
every day every rope and every spar was in its place, 
and when, for many, that was the whole of duty. In 


the same way we have with chronic disease a com- 


munal duty, made up of the personal duty of the many. 
Preventive and social medicine are developing around us. 
Our communal duty is not analogous to the work of 
a gun-team in the Victory, or even to that of her whole 
ship’s company, but rather is comparable with the team- 
work of the tvhole fleet... We have our firms at Guy’s, 
the success of each depending on the sense of responsi- 
bility and duty of each member of it. But often one 
firm needs the assistance of another, and we have not 
yet replaced the enthusiastic emulation of competing 

by an equally enthusiastic fusion of firms working 
together. We must do this, and in such a way that for 
one patient a medical firm may fuse with an orthopedic 
firm, for another with an ear firm, while for a third all 
three or more may be needed ; and we must see that the 
patient does not fall between two stools and that there is 
the same individual attention as there was when the 
Extend that idea 
to a similar fusion between different institutions, so 
that a patient may be at the same time under the care of 
someone at Guy’s and someone else at an L.C.C. hospital 
nearby and perhaps under others at an L.C.C. hospital 
in the country or at ‘Guy’s-in-the-country, and under 
still more at a convalescent home or a rehabilitation 
centre belonging to a regional scheme. At present this 


-idea that each of us should work for his patient in a 


problem from the national point of view. 


medical world which includes several institutions is little 
developed ; but we have to build a new code and a new 
etiquette between institutions. ‘ 


DESTINY AND THE MIDDLE EAR 


I want to try to illustrate these considerations by 
discussing the inflammations of the middle-ear cleft 
which I believe form today our most important medical 
I know that 
i am suspect in making such a statement, for they have 
been my daily task between the wars. First there are 
cases of acute inflammation of the previously undamaged 
middle-ear cleft, most of which get well by the processes 
of nature. Butasmall number demand immediate action 
by the emergency team and are just as urgent as the most 
fulminating form of appendicitis ; and as with appendicitis 


_ the final decision depends on the correct appreciation of 


a single physical sign. Rigidity of the neck is to otitic 
meningitis of acute disease what rigidity in the abdomen 
is to commencing peritonitis ; and this neck-rigidity may 
be as difficult to assess as that in the right: iliac fossa. 
One thing is certain: when you see a discharging ear 
and a suspicion of rigidity of the neck it is your duty to 
see that, to quote Wilfred Trotter, ‘‘ the patient should 


* A lecture given on the eve of Trafalgar day, 1941, at Guy’s 
Hospital. 


6168 `’ 


‘at the earliest possible moment be put in conditions 


where any operation that may become necessary can 
be most safely and quickly performed.” 

The death of a child is a tragedy ; but from the national 
standpoint it is not merely the fact of death that matters, 
but the influence which this has on the lives of others. 
When a father or a mother dies and leaves children 
destitute, the results are more far-reaching than when 
one of the children is taken away; and this is what 
happens when an intracranial complication of chronic 
ear disease arises, for they arise in middle age. 
Every one of these cases is a drama; sometimes it has 
a happy ending and then we keep in touch with the 
patient for several years, greeting him with pride, 
knowing he would not be there if it had not been for us. 
Sometimes it is a tragedy and our part ends in the post- 


mortem ‘room, examining the intracranial contents to 


see what we can do in the next case to ensure that it 
may take a different course. The tension of a week’s 


‘wasted work dies down and leaves us in that state of 


mental collapse which leads us to push the whole matter 
out of our minds. But it is only the end of the third 
act of tragedy for the family, left either without its 
wage-earner or without the mother. We all hope to 
start our children in life where we left off; we are begin- - 
ning to wonder whether this is a wise wish, but there it is. 
With the extinction of the wage-earner that hope is gone. 
The mother has to take his place and the general standard 
of living goes down, in many instances, to one in which 
nutrition and even decency are impaired. When the 
mother dies it is worse; the loss of that life takes effect . 
unto the third and fourth generation, These cases put 
the inflammation of the middle-ear cleft in the forefront 


of medical problems of national importance, because they 


are a group of tragedies which could have been prevented 
—and which should be prevented in the future. 
Other results affecting the national weal follow failure , 


to cure an acute inflammation of the middle-ear cleft. 


An infant begins to learn by the sense of feel; then the 
sense of sight is brought into play. When he learns to 
walk he passes out of infancy, and education may be. 
said to begin: In the early stages of education hearing 
is the master sense; he needs it to learn to. speak and © 
to pick up scraps of knowledge from those around. Ido 
not think that the importance of this stage of a child’s 
education is sufficiently realised. If there has been some 
hardness of hearing he may be so backward as to lead 
to a suspicion of mental deficiency. One of the most 


. difficult examinations in clinical medicine is to test the 


hearing at this age and to decide whether there is any 
deafness ; but I consider that hardness of hearing which 
we can hardly call deafness is of serious consequence to 
the developing mind up to the age when a child can read, 
and read freely. . Thus every acute inflammation of the 
middle-ear cleft if it is not cured before it changes to 


chronic disease or before there is permanent damage to 
the middle ear, may alter the whole of the patient’s life. 


An elaborate organisation has been set up by the 
Board of Education over the whole country, under the 


‘Children’s Act of 1906, to deal with chronic ear disease 
‘in children of school age. 


Doctors, nurses, teachers, and 
many other people have given their attention to this 
work; and nothing has come of it in thirty years. 
That is what we have to face: chronic ear disease 


is incurable. It can be prevented by curing the pre- 


ceding acute inflammation; but once the cutaneous 


or other secondary organisms have become established 


the disease is in most cases incurable. Many will say 
I am wrong. But though they may have helped many 


‘cases of chronic otitis media to get well, these are very 


few compared with the number of the population going 
about with chronic ear disease. 
problem from a new aspect. Let us consider how chronic 
ear disease affects life after the school age has been 
reached. We may divide it into the effect on education 
and the effect on the wage-earning capacity. For the 
seriously deaf child there are special schools with expert 
teachers, or arrangements are made for the child to sit 
in front. of the class near the teacher. But these form 
but a small part of the problem. It is the children with 
an unassessable diminution of hearing, or with deafness 


U 


We must approach the + 


\ 
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not serious enough to warrant special arrangements, 
that waste the nation’s energy, because they are not 
gaining as much from their education as they should. 
They go out into the world less expert than they should 
be, whatever their work, because their mental processes 
are not developed as much as they might have been. 
The effect on wage-earning capacity is more uncertain. 
I do not believe that mere discharge from an ear ever 
results in a person losing work, having to take work of 
a lower standard, or having to go off duty. Once the 
patient has learned how to make a proper toilet of the 
meatus none of these things will happen; the only 
reason for his drawing sickness benefit is his doctor’s 
suggestion that he should. There is no reason why 
anyone should stop work or be admitted to hospital 
on account of ear discharge without any other symptom. 
With deafness the problem is more intricate. Once a 
pon is in work he does not lose work because of it. 
ut a deaf man finds great difficulty in getting posts and 
in holding them; and he is often driven to do poorly 
paid menial work below the level for which his mental 
faculties qualify him. But the process does not neces- 
sarily end there ; he may be driven down into the ranks 
of the unemployed, from whom come the unemployable. 


This national problem will in the future become more 


important because the effect of deafness, or even of 
hardness of hearing, is much greater in the woman than 
in the man. There are many jobs a man can continue 
to do with little or no hearing, but very few in which a 
woman can retain her post. 


We must look, then, on every case of acute inflam- -` 


mation of the middle-ear cleft that becomes chronic as 
& failure, not for any given doctor but for the medical 
profession as a whole. 
it is one of those bits of medicine common to the whole 
profession. We must all try to realise that if we have 
under us a patient with an acute inflammation of the 
middle-ear cleft we have a short six weeks in which to 
get it well from the date on which the drum-head rup- 
tures; and by well I mean with a healed drum and 
normal hearing. We must .use that combination of 
preventive and social clinical medicine of which I spoke 
earlier, and it will need the teamwork of the whole 
fieet.. But no-one will see the results of his own work ; 
_what we do today will take effect in A.D. 2000. 


EPIDEMIC. NEONATAL DIARRHGA IN 
MATERNITY HOSPITALS l 
I.—CLINICAL ASPECT 


GEORGE ORMISTON, M.D. EDIN., M.R.C.P.E. , 
(Working for the Medical Research Council, London) 


SERIOUS outbreaks of diarrhoea among babies in 
maternity hospitals have been described of recent years. 
Excellent accounts of their epidemiological and clinical 
features have appeared in erica (Barenberg et al. 
1937,* Frant and Abramson 1937; Rice et al. 1937, Best 
1938), where attention has been drawn to their widespread 
distribution, high morbidity and mortality, and un- 
explained etiology. Apart, however, from a paper by 
Craig (1936) little has appeared to indicate the prevalence 
of neonatal disease of an epidemic character in this 
country. The purpose of this communication is to 
summarise the results of studies into the nature of three 
of these outbreaks in different cities in England during 
the latter half of 1940. | 

These epidemics, which are sometimes referred to as 
epidemic diarrhoa of the newborn, are probably more 
common than is generally realised. Because of their 
tendency to high morbidity and mortality it is important 
that their features should be recognised as early as 
possible. We hope that the present account will lead to 
their more frequent recognition. 

The cause or causes of diarrhoea in the neonatal period 
have not been satisfactorily established, and the oppor- 
tunity has been taken to pursue certain bacteriological 
investigations which will be described in a later section of 
this paper. The outbreaks will be labelled respectively 
A, B and C. A and B affected hospitals in widely 


è References will be found at the end of the second paper. . 
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separated cities in the south of England, and O a 
hospital in a large city in the industrial north.. 
; , OUTBREAK A. 

This occurred in a voluntary lying-in hospital of 
between 50 and 60 beds. The building is comparatively 
old and has 5 public wards and 7 small private rooms. 
There are 10 beds and 10 cots to a ward. There is a 
single labour room situated between the babies’ bathroom 
and a distributing kitchen. The babies are washed, 
changed and fed (if not on the breast) in the bathroom. 
This leads to much contact between them. The hospital . 
is understaffed. There is no division of duties, so that 
the same nurse attends the mother and feeds, changes and 
washes the infant. .Breast-feeding is the rule, but, when 
cow’s milk is necessary, a pasteurised product is used, 
suitably diluted, and acidified with lactic acid. It is 
stored in a refrigerator in a special milk room. Glucose 
water is given to all babies. | $ 

The first baby became ill on May 10, 1940, with sudden 
loss of weight, severe diarrhcea and some vomiting, and 
exhibited other symptoms such as drowsiness, dehydra- 
tion, elevated temperature, a toxic appearance and a 
hoarse cry. Thenceforth, cases of varying severity 
appeared every few days through June into July. All 
the wards and all the babies in the private rooms were 
affected, and though measures were taken to check it the 
outbreak persisted until the hospital was closed to further 
admissions. — 

Period of epidemic prevalence (May 2—July 20, 1940) | 
Babies born during this period is .. 250 
Babies who exhibited symptoms in hospital.. 27 
| (10 came under our observation.) 
g Deaths from neonatal diarrhea in hospital .. 5 
(Deaths at home are not accounted for.) 
OUTBREAK B 

This concerned the maternity departmegrt of a munici- 
pal hospital serving a large city about 130 miles from A. 

The department is of modern construction, and was 
opened in 1939. It consists of two identical one-storied 
buildings separated by a grass plot and with no indoor 
communication. Each comprises two wings joined 
together in a wide V facing roughly south. Each wing is 
subdivided into 11 single or double rooms and 2 small 
wards of 3 beds. The total number of beds in the depart- . 
ment amounts to 88. | 

By contrast with A, the babies sleep together in a large 
central nursery, and here they are changed and fed if not 
on the breast. A bathroom and an isolation room adjoin 
the nursery. Cots are placed side by side on the frame- 
work of a movable trolley which is wheeled along the 
passage to the respective rooms at feeding time. The 
artificial foods in use include pasteurised milk, Nestlé’s, 
Trufood and Allenbury’s. These are kept in the cup- 
board of a kitchen used for food distribution to the 
mothers, and there is no refrigerator. Glucose water is 
given to all babies. Here again the nurses share the 
duties of attending to mother and child. Each wing has 
its own labour-room and a separate personnel. A swing 
door in the passage between the wings can be closed to 
ensure the mechanical isolation of one wing from another. 

When the outbreak came under our notice it appeared 
to be confined to one wing, where the first diagnosed case 
occurred on July 7, 1940, and the last on July 27. Out 
of 42 babies exposed, 14 became ill in hospital at intervals 
of a day or two; a follow-up inquiry revealed that an 
additional 12 babies developed the disease within a few 
days of reaching home and must have been discharged 
during the period of incubation. 

Months later unmistakable cases . were recognised: in 
both wings of the twin block. The evidence suggests 
that the outbreak really began about the middle of June 
and ran without intermission in one wing or another until 
it was checked in December. Many deaths occurred, 
and though all the cases had pronounced gastro-intestinal 
symptoms, the stated cause of death was rarely connected 
with or attributed to them. The closing of a block about 
the third week of November appears to have stopped the 
outbreak. ° 

Period of epidemic prevalence (June 17—Dec. 15, 1940) 
Babies born during this period sa .. 540 
Minimum number of babies affected in hospital 83 


(25 came under our observation.) 
Deaths from neonatal diarrhœa in hospital .. 25 
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OUTBREAK C 


This outbreak took place in the modern section of an 
older hospital serving a large’ industrial population. 
Unfortunately we did not hear abot it until it was over, 
so that there was no opportunity of studying it at first 
hand. The maternity unit comprises 4 wards of 6-12 
beds each, and 6 single or double rooms, distributed on 
two floors. The ground floor has its own labour-room, 
and in addition an isolation unit and nursery. 
floor takes the larger number of patients, has 2 labour- 
rooms, an operating-theatre and 2 nurseries, one of them 
for premature babies. The total number of beds is 43. 

Between July 2 and Sept. 29, 1940, 29 babies became 
ill in hospital, most of them in J uly and August. Many 
of the cases were severe, and the fatality (38%) was the 
highest of this series. The characters of the epidemic 
were similar to those already described. One main 
difference in the regimen of this hospital as compared 
with the others is the preponderance in the use of cow’s 


Period of epidemic prevalence (July. 2-Sept. 29, 1940) 


-Babies born in hospital during this period 206 
Babies affected in hospital ‘ sa -29 
Deaths from neonatal diarrhea i in hospital . dll 


~ EPIDEMIOLOGY AND ZTIOLOGY 


Further experience must be gained before adequate 
discussion under this heading is possible. Each of the 
three epidemics started explosively, so that considerable 


numbers of infants were affected within a week or two ;: 


after this they progressed more slowly, outbreaks A and 
B continuing for weeks or months.till the hospital was 
closed.. Whatever the causal agent, and by whatever 
mechanism fresh cases are promoted, it can be said that, 
once the trouble starts, known methods of isolation as 
practised do not seem capable of stopping it, and that the 
individual cases are mild, moderate or severe without 
reference to such factors as sex, birth-weight, age at 
onset or stage of the epidemic. 

Seagon.—The outbreaks all began in the warm summer 
months.- It is reported that epidemics may occur at any 


season. All that can be said is that outbreak B continued . 
without remission through summer into winter 
(December). 


Incubation period.—Certain criteria from A suggest 
that this is short—-from 1 to 8 days. 


Age-incidence.—Most babies in outbreaks A and B 


became ill within the first week of life—the great majority 
within a fortnight. However, the youngest infants are 
not alone susceptible, as a follow-up (part of B) revealed 
that many babies developed diarrhoea after being dis- 
charged from hospital apparently well. Again, in C, 
where for various causes numbers of infants were kept in 
hospital longer than the usual .10-14-day period after 
birth, 46% were older than a fortnight when first affected. 
Causal origin.—In view of the early age (4 days) at. 
which signs may appear, and the short incubation period, 
the possibility must be envisaged that the disease is 
congenital or at least transmitted from mother to child at, 
or immediately after, birth. In fact, the mothers were 
healthy for the most part and delivered of apparently. 
healthy children, and where there was.maternal illness 
(eclampsia, pyelitis, breast abscess) it seemed to be no 
more prevalent among the mothers of affected than 
among those of the unaffected children. No evidence 
was discovered to implicate as causal factors morbid: 
conditions such as colds, influenza, furuncles or digestive 
_ disturbances among the medical or other staff. Many 
babies both ill and well had a mild conjunctivitis (? pro- 
phylactic use of silver nitrate). A few had minor sepsis 
of the umbilicus or subcutaneous abscesses. Preceding 
infections of the upper and lower respiratory tracts, or 
of the central nervous system, were not found. Terminal 
bronchopneumonia was noted in some and discovered in 
others at autopsy, as was also pus in the middle ear. 


Routine bacteriological throat and stool cultures were . 


obtained from babies, mothers, medical and domestic 
staff in outbreaks A and B, and stool cultures from the 
babies in ©, but none.of the usual pathogens was found. 
Cultures from pus in the middle ear revealed organisms of 
the coliform and diphtheroid groups, as well as occasional 
staphylococci and streptococci. 
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Morbid anatomy.—Careful autopsies were performed on 
9 subjects, 1 in outbreak A and 8 in B. None showed 
changes of note. As a rule the intestinal tract was 
In one or two 
cases the intestinal mucosa was slightly hyperemic. 
The liver, adrenals, spleen, kidneys and central nervous 
system were little, if any, different from the normal. 
The presence of terminal bronchopneumonia and otitis 
media in some instances has been remarked on. 


ONSET AND COURSE OF DISEASE 


The onset may be sudden or insidious. All Ghee 
epidemics included examples of both. In B, many of 
the cases began slowly and appeared to be difficult to 
recognise in the early stages. In cases of insidious onset’ 
the baby begins to suck less vigorously, or becomes 
indifferent to food, appears slightly limp and ceases to 
put on weight. These signs are ‘often misinterpreted. , 
The breast milk is thought to be insufficient and a 
complement of cow’s or other milk prescribed. Again, 
the disease may begin with a mild diarrhcea or merely a 
green stool, or there may be slight vomiting or a definite 
loss of weight. 

The sudden onset is characterised by profuse diarrhwsa, 
and usually vomiting, and sometimes a dramatic loss in 
weight. Where the onset is early (4th or 5th day) the 
physiological drop in weight is at its maximum, or a gain 


in weight may have setin. A failure to gain, or a further . 


dramatic drop, may be the first sign that the infant is 
affected. In outbreak C a few infants in the premature 
class simply showed signs of collapse with anorexia and a 
greyish or cyanosed appearance, and died in a day or two: 
without diarrhoea or vomiting. This type of onset has 
also been noted in some aged victims of true dysentery. 

In the milder type of case, the stools become rather 
frequent, 2—5 daily, relaxed or slightly loose, green or 
yellow in colour. The appetite is as a rule indifferent 
but may be quite good, and an alteration in the colour of 
the stools for several days on end may be the only sign 
of abnormality. Constitutional symptoms are barely 
discernible. There is no dehydration, no rise in tempera- 
ture, and beyond a faint pallor and a failure to gain in 
weight progress seems satisfactory. The stools may 
become normal and the whole process be over in a few 
days. But relaxation of the stools may persist for a week 
or two, and though there may be a continued absence of 
the more serious symptoms the appetite will remain 
poor, and the return to birth weight will be considerably 
delayed. 

In those moderately ill, the stools are more frequent— 
up to 7 or more in the 24 hours. They are apt to be © 
loose or watery, bright green, or yellow or orange. The 
infant may vomit once a day or more often. The weight 
falls by 8-16 oz. within 3—4 days of the onset. The baby 


becomes listless or drowsy and feeds slowly and reluct- 


antly, has a pale or greyish appearance, and may or 


-may not be manifestly dehydrated. He looks somewhat 


toxic, and the temperature is unstable—rising or falling 
a degree or so above normal. The illness lasts at least a 
week, and is generally prolonged into the second or third 
week, when recovery sets in with improvement of the 
appetite and a slow but steady accretion of weight. The 
stools return to normal rather slowly, and tend to remain 
alittle relaxed or green while the infant is much better i in. 
all other respects. 

The really serious cases are unmistakable. They 
become worse rapidly with diarrhoea and vomiting and 


‘sudden loss in weight. Vomiting is usually serious, 
' frequent, sometimes projectile, and occurs after food and. 


fluid. It may precede the onset of diarrhcea by a day or | 
two and there is often a degree of abdominal distension. 
The stools number 3-10 in the 24 hours, are loose or 
watery, and are apt to vary in colour from time to time, 
from green of different hues to yellow or brown, and, 
characteristically, orange. Colic is not a feature. The 
loss of weight is considerable—1-2 Ib. for the average 
baby. There is serious dehydration, drowsiness alter- 
nating with irritability, and sometimes a degree of neck 
rigidity ;, but the fontanelle is sunken, and an examina- 
tion of the cerebrospinal fluid will reveal no change. 
The face becomes ashen grey, the eyes sunken, and at 
intervals the lips may be cyanotic. The temperature 
hovers around 100° F., but may reach 103° F. or 104° F., 

and the infant looks profoundly toxic. Death usually 


_ of serious cases, some of which will be fatal. 
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occurs within ten days, sometimes sooner, and generally 
within a fortnight. Alternatively the symptoms may 
abate and slow recovery set in. 

So far as our limited observations go, complications 
do not appear to be common. 
obtrusive, but too few autopsies were undertaken to 
enable us to judge its real incidence. The same may be 
said of bronchopneumonia, which when it occurred 
generally appeared in the final stages of the illness. 


PROGNOSIS AND TREATMENT 


The prognosis is good in mild and moderate cases, and 
bad in those defined as serious. Of. those considered 


serious 62% in outbreak A and 81% in Bdied. The 
onset of frankly fluid stools, repeated vomiting, restless-. 


ness and a hoarse cry worsen the prognosis. ‘The colour 
of the stools means little. Orange stools may be present 
in mild cases as in serious. The type of feeding may 
have some influence on the outcome. In outbreak B, 
14% of 51 sick infants entirely breast fed died, contrasted 

with 60% of 30 given artificial milks with or without 
breast milk. In outbreak O, all the infants were being 
fed on cow’s milk mixtures when they developed the 
disease, and the case-fatality was 38%. 

No. treatment is specific. In all but the mildest, 
parenteral administration of nutrient and salt-replace- 


ment fluids, and of blood or plasma is necessary. In 


outbreak O, sulphapyridine was tried in some cases 
without success. Sulphathiazole was tried in those 
instances where staphylococci were isolated from the 


stools. The presence of these organisms is of problem- - 


atical significance, so far as our investigations go, and the 
drug appeared of little value. Breast milk would seem 
to be the feeding of choice. 

__ There is only one effective means of halting the spread 
of the epidemic, and that is to close the entire hospital 
to admissions, discharge the patients, and thoroughly 
clean and disinfect the wards before reopening in a week 
or ten days’ time. 

COMMENT 


"Neonatal diarhcea of an epidemic character has recently 
been described by Rice and his colleagues (1937) as a 


disease sui generis, using such criteria as (1) its apparent 


limitation to babies in the first month of life to the 
exclusion of older infants; (2) the apparent absence of 


parenteral disease to which it might be secondary; and 


(3) its non-identification with any known enteral disease. 
However, during infancy the syndrome of diarrhea, 
vomiting and associated effects identical with that of 
neonatal diarrhcea may arise from a number of infections 
well recognised or obscure, and until it has been estab- 
lished that epidemics of diarrhoea among the newborn 
are due to one and not to various xtiological agents the 
basis for regarding them as specific must rest on an 
insecure foundation. . 

Meantime, the term ‘ epidemic diarrhoea of the new- 
born” will serve a useful-purpose if it leads to the more 
critical scrutiny of infants during their sojourn in 
hospital, and to the recognition of diarrhcaa of an 
epidemic character at an early stage. Mild cases are 
easily missed. Slight loss of weight or vomiting in very 
young infants is a customary experience from irrelevant 
causes, and apt to be regarded casually by nurses and 
even experienced sisters. The occasional] green stool is a 
commonplace, and it is unnecessary to exaggerate the 
importance of these minor symptoms. But it should be 
borne in mind that for a period of weeks they may be the 
only token that one baby after another is being affected 
by the disease in question, until there is a sudden flare-up 
Another 
danger is that a considerable proportion of babies may 
be discharged apparently well but incubating the disease. 
They are lost sight of. Many of them will be admitted to 
children’s hospitals, where the origin of the disease is 
never suspected. In fact the number affected by epidemic 
diarrhcea and the total mortality is probably much greater 
than one may conclude from a mere study of maternity 
hospital statistics. 

Epidemic diarrhcea of the newborn is not a new disease. 
It has probably occurred as long as maternity hospitals 
have been in‘existence. But the gravity of its effects 
have not been sufficiently realised. The repetition of an 
outbreak in the same institution does not appear to be 
common until, perhaps, after the lapse of many years, so. 
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that hospital staffs are not familiar with it, and may not 
tackle it boldly at the beginning. 

| Furthermore we have the impression that where an 
outbreak does arise the hospital authorities tend to be- 
unduly reticent, fearing perhaps for the reputation of the 
place. Until we are able to prevent these outbreaks it 
is probable that they will become more common with the 
expansion of hospital facilities and the decreasing number 
of confinements in the home. If what has been described 
in these three epidemics reflects, as it may well do, a 
state of affairs occurring in other large centres of popula- 
tion, the total of wasted life and effort must be already 
considerable, and one that the nation cannot afford, 
least of all now. 

When an outbreak is suspected no effort should be 
spared to determine its true nature, and until this has 
been done rigid methods should be employed to safeguard 
those as yet unaffected. When a definite diagnosis has 
been reached the hospital should be closed at once and 
the patients discharged. - If, at the same time, a careful 
investigation could be made and the results brought to 
the notice of the profession the accumulated data would 
add to our knowledge and might aid in the solution of the 
problem. . 

SUMMARY 


Three outbreaks of diarrhoea confined to newborn 
babies arose during the latter half of 1940 in maternity 
hospitals serving three widely separated cities in England. 
They were essentially similar in their epidemiological 
and clinical features. Large numbers of infants were 
affected and there was an aggregate case-fatality of 29%. 

It is suggested that outbreaks of neonatal diarrhea 
are of more general occurrence than is realised, and may 
constitute an important factor in the maintenance of | 
high neonatal mortalities. 

t is important that the nature of these outbreaks 
should .be recognised at an early stage so that measures 
can be taken for the safety of present, and the prevention 
of future, contacts. 
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EPIDEMIC NEONATAL DIARRHEA IN 
MATERNITY HOSPITALS 
II.— BACTERIOLOGICAL ASPECT 


NUALA CROWLEY, FORREST FULTON, 


M.R.C.S. B.M. OXFD ‘ 
A. W. DOWNIE, M.D., G. S. WILSON, M.D. LOND., 
D.SC. ABERD. ‘F:R.C.P., D.P.H. 


(From the Emergency Public Health Laboratory, Department of 
Pathology, Cambridge, and the Emergency Public Health 
Laboratory, School of Pathology, Oxford) 


HITHERTO the bacteriological findings in neonate 
diarrlhicea, or epidemio diarrhoea of the newborn as it is 
often called, have been variable and inconclusive. In 
the United States McKinlay (1937) isolated an unidenti- 
fied species of salmonella from the stools. Kimberley 
(1939) found Clostridium welchii to be the predominating 
organism in the stools, but he did not regard it as of any 
eetiological significance. Costello and Lind (19389) 
attributed the disease to a pathogenic strain of Proteus 
vulgaris associated with Bacterium coli. Cron, Shutter 
and Lahmann (1940) cultured hemolytic streptococci 
from the throat and from the stools of all the cases 
examined, and from the peritoneal fluid in 10 out of 13 
cases coming to autopsy. Frant and Abramson (1938), 
Greenberg and Wronker (1938), and Forbes and Olsen . 
(1939), on the other hand, failed to find any bacteria of 
importance. In this country Bloch (1941) states that 
in the outbreak he studied infection was obviously 
respiratory, and that staphylococci were found in the 
nose of some of the cases and contacts. 

In starting our inquiry it seemed important (a) to 
make as complete a study as possible of the bacterial 
flora of the fæces of normal and affected infants, and to 
find out whether the qualitative or quantitative distri- 
bution of organisms in the stools was disturbed during 
the course of the disease ; (b) to search for known patho 
genic organisms, such as those of the salmonella and 
dysentery groups ; and (c) on the analogy of lamb dysen- 
tery to determine whether toxins formed by anaerobic 
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spore-bearing bacteria or by other organisms were present 
in the feces. With these objects in view a fairly 
elaborate technique was designed of which the following 
is a summary. 
TECHNIQUE . 7 


A film of the fæces was stained by Gram’s method and 


examined to see if there was any obvious abnormality in the 
relative numbers of bacterial types present. 

Search for organisms of the salmonella and dysentery 
groups was made by direct plating on MacConkey’s agar, and 
for organisms of the salmonella group in addition by prelimin- 
ary enrichment in brilliant green and tetrathionate broths. 

. A suspension of feces was made in N/4 Ringer solution, 
standardised by opacity to 3000 million coliform bacilli per 
.ml., and treated as follows. (a) One part was heated to 70° C. 
for 10 minutes and plated out in duplicate on a glucose blood 
agar medium. One plate was incubated aerobically and the 
other anaerobically to detect spore-bearing organisms. 
(b) The other part was not heated. Instead, successive tenfold 


usual routine methods. Preliminary observations failed to 
reveal any advantage in the incubation of plates aerobically 
as well as anaerobically, and aerobic incubation was therefore 
discontinued. 

The standard suspension was centrifuged at high speed, 
and tested for toxicity by the inoculation of 0-1-0-2 ml. of the 
supernatant fluid intravenously into mice, and sometimes 
intraperitoneally as well. 

The feces were usually examined on the same day as that 
on which they were passed. If they arrived too late to be 
examined the same day, they were kept in the refrigerator 
overnight. In some instances they were transmitted by post 
or rail and did not arrive till the following day. Experimental 
observations on healthy infant stools subjected to these 
different methods of storage showed that little change 
in the normal flora resulted. Feces from sick babies were 
often inoculated immediately after collection on to Mac- 
Conkey agar plates, in case dysentery bacilli should be present 
and die out during transmission fo the laboratory. 


FINDINGS IN NORMAL NON-CONTACT INFANTS 


At Oxford specimens of stools from 21 healthy non- 
contact infants aged 7-23 days were examined, and at 
Cambridge from 36 healthy non-contact infants aged 
3—16 days. These infants were all in maternity homes 
free from neonatal diarrhcea.. 
fed, though complementary feeds of modified cow’s milk 
were given to a few of them. The results are recorded 
- in table 1. The figures on the whole agree very closely. 

` Oxford recorded a slightly higher proportion of coliform 
bacilli and Cambridge a slightly higher proportion. of 
lactobacilli, but in view of the great variation in fre- 
quency to which all groups of organisms were subject in 
-fseces from different infants no weight can be attributed 
to this discrepancy. It will be seen that about 80% 
of the organisms cultured from the feeces belonged to the 
lactobacillus group, about 10% to the group of coliform 
- bacilli, and about 4% each were streptococci and staphylo- 
cocci. Organisms of the Gram-negative . bacteroides 
-group (Eggerth and Gagnon 1933, Weiss and Rettger 
1937, Misra 1938) and of the clostridium group were 
rarely present. 
xamination of the individual strains showed that 
practically all of the lactobacilli were of the bifidus type. 
Most of the coliform bacilli were Bact. coli 1 type (Report 
1939), though occasional strains were identified as Bact. 
aerogenes, or belonged to the late-lactose-fermenting or 
paracolon groups. Proteus seemed to be very un- 
‘common. Of the streptococci present only a proportion 
-were studied fully. The great majority of these corre- 
sponded to Streptococcus fecalis, being heat-resistant 
diplococci, fermenting mannitol but not raffinose, produc- 
ing the characteristic acid clot with decolorisation in 
litmus milk, and falling into Lancefield’s group D. A 
few of the strains produced true f-hzmolysis, but most 
were a-hemolytic. With one exception the staphylo- 
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All infants were breast 


cocci were of the albus type and were coagulase-negative. 
Staphylococcus aureus was never found in stools from, 
healthy infants at Oxford, and only once at Cambridge. 
The very few anaerobic spore-bearers that were isolated. 
seemed to be closely related to, if not identical with, 
Cl. parapuirificum, Bienstock (Hall and Snyder 1934). 
_ These findings are in general accord with the classical 
observations of Tissier (1900), who first drew attention 
to the great predominance of Lactobacillus bifidus in the 
stools of healthy breast-fed infants. j 

The intravenous inoculation of mice failed to reveal 
the presence of any soluble toxin in the stools. At 
Oxford the animals remained alive and well till they were 
killed on the fifth day or later. At necropsy nothing 
abnormal was found. At Cambridge the animals were 

` kept under observation for a longer time. Most of them 
died in 10-35 days after injection. No obvious changes 
were seen post mortem, but from the heart blood or 
peritoneal cavity coliform ,bacilli were cultivated. 
These results were attributed to chronic infection with 
organisms present in the supernatant fluid of the fæces 
suspensions. eos 
_ | FINDINGS IN OUTBREAK A 

Samples of stools from 18 normal contact infants aged 
1-22 days were examined at Cambridge with the results 
shown in table 1. Compared with the findings in 
‘normal non-contact infants at Cambridge (table 1) 
considerable differences are noticeable. The lactobacilli 
constitute only a small proportion of the fecal flora, while 
the coliform bacteria and the staphylococci are pre- 
ponderant. Too much attention should not- be paid to 
these differences, since owing to the large number of | 
specimens received at once the full guantitative technique 
could not be carried out, and the figures are therefore 
open to criticism. oe 
= Samples of stools from 9 sick babies suffering from 
‘diarrhoea were examined at Cambridge and 3 at Oxford. 
Macroscopically the stools did not differ greatly from 
those of the healthy controls. Mucus was not infre-. 
quently present in small quantity, but not more: often 
than in the stools of thé control babies. Pus or blood 
“was never observed. With few exceptions the reaction | 
was acid to litmus. The bacteriological findings are 
summarised in table 1. Compared with the figures for 
normal contact infants in the same hospital, the lacto- 
bacilli are seen to be more numerous and the staphylo- 

“cocci less numerous. The figures for: the coliform 
bacilli and for the streptococci are much thé*same. In 
6 cases the stools were examined after recovery; the 
‘results were not appreciably different from those in the 
early stage of the disease. 

. The number of samples examined in this outbreak was 
relatively small and the observations on the control 
normal contact infants were not altogether satisfactory. 
There does not appear, however, to be any considerable 
difference in the bacterial flora of the stools from the sick 
and healthy infants in the same hospital, and certainly 
none that would suggest an adequate cause for the 
occurrence of diarrhea. e T | 

-` No organisms of the salmonella or dysentery groups 
were isolated from any of the stools, and in none of them 
was a soluble toxin demonstrated by mouse inoculation. 


l FINDINGS IN OUTBREAK B 

Samples of fæces from 14 normal contact infants were 
examined at Oxford and 10 at Cambridge. The results 
are given in table m. The Cambridge figures showed a 
lower proportion of lactobacilli and of coliform bacilli 
and a higher proportion of streptococci than the Oxford 
figures. Taken together it will be seen that the chief 
difference in the distribution of organisms from that in 
healthy non-contact infants at Oxford and Cambridge 
(table I) is that the lactobacilli, though still dominant, 
are less numerous, and the coliform bacilli, and parti- 
cularly the streptococci, are more numerous. | 

From sick infants suffering from diarrhceaa Oxford 
examined 10 stools and Cambridge 12. Macroscopically 
most of the stools were similar to those of healthy babies 
on a milk diet. Mucus was not infrequently present in 
small quantity, as it was in the stools of the control con- 
tact infants, but pus and blood were absent. With few 
exceptions the reaction was acid to litmus. The 
bacteriological findings are summarised in table Iv. 
At Oxford a higher proportion of lactobacilli and a lower 


TABLE I— DISTRIBUTION OF BACTERIA IN FXCES OF NORMAL 
NON-CONTACT INFANTS AGED 3-23 DAYS 


Oxford Cambridge ‘Cette 
(21 infants) (36 infants) 
(57 infants) 
P= eee . Per cent. P Per cent. Per cent. 
Type oe of flora 62 of flora 32 of flora — 
Ebr Limits gz Limits ET Limits 
pa when |A.M. pa when A.M. pa when |A.M 
present present present 
Lacto- 21 1-100 75 35 29-99 | 84 | 57 | 1-100| 81 
bacilli | oe 
Coliform 18 1-99 16, 32 |< 1-60 7 | 50 <1-99 | 10 
Strepto- 8 <1-49 5/14 <1-46!] 3] 22 |<1-49| 4 
COCCI | s 
Staphylo- 7 2—20 3 25 < 1-49 | 4 | 32 |< 1-49 4 
cocci | 
Bacteroides. 1 17 ee e 1 n K< 
i | 
Clostridia M HER DES | 2,12 <1-4 1 


Fæces at Oxford were plated on liver blood glucose agar, at Came 
bridge on blood agar or glucose blood agar. 
A.M. = arithmetic mean. 


proportion of coliform bacilli were found than at Cam- 
bridge; otherwise the results agree fairly closely. 


Compared with the findings from the control contact - 


infants in institution B (table 111), the combined figures 
for the sick infants.show a higher proportion of coliform 
bacilli and a lower Propaan of streptococci. - 

From no såmple of fæces were salmonella or dysentery 
bacilli isolated, and no sample was found to be toxic 
for mice. i 

Since it seemed possible that neonatal diarrhoea might 
be due to a staphylococcal enterotoxin elaborated in the 
maternal breast, an examination was made for staphylo- 
cocci in the milk of sick babies’ mothers. Ten strains of 
these organisms were isolated from seven samples of 
milk. Four of them proved to be of the aureus and six 
of the albus type. The four aureus strains were coagu- 
lase-positive and three of them produced an «-hzemolysin. 
None of them produced a f-hemolysin, and none of them 
produced enterotoxin as judged by the kitten test of 
Dolman, Wilson and Cockcroft (1936). The six albus 
strains were all coagulase-negative, hzemolysin-negative 
and enterotoxin-negative. ` 

Five stains of staphylococci were isolated at Oxford 
from the fæces of infants with neonatal diarrhea. Two 
of these were of the aureus type, and were coagulase- 
positive but enterotoxin-negative. Three were of the 
albus type and were both coagulase- and enterotoxin- 
negative. ` 

FINDINGS IN OUTBREAK C 

` No samples of fæces were available from this outbreak, 
but six strains of staphylococci that had been isolated 
from the milk of a tuberculin-tested herd supplying the 
-hospital were sent for examination. Four of the strains 
were of the aureus type. They were coagulase-positive, 
‘and produced an «-hzmolysin and an enterotoxin. The 
enterotoxin formed by two of the strains was so powerful 


TABLE II—OUTBREAK A: DISTRIBUTION OF BACTERIA IN 
FAECES OF 18 NORMAL CONTACT INFANTS AGED l-22 Days, 
AND OF 12 SIOK INFANTS AGED 4-2] DAYS s 


NORMAL CONTACT INFANTS BICK INFANTS 


Per cent. Per cont. 


ge of flora goj of flóra 
RS ‘BS 
Type Se Type S3\2n 
39 S3| 323 
U fa U2 A E33 A.M 
APE 


_ Lactobacilli 11 Lactobacilli 10 


2-73 | 30 
Coliform 17 Coliform 12 | 8-96 | 55 
Streptococci 5 Streptococci 12 | 1-21 8 
Staphylococci | 14 Staphylococci| 7 <1-15) 4 
Other ` Bacteroides 1 45 4 
organisms *; 11 
Clostridia 2 |< 1 <1 


a ee 


+ Other organisms comprised mainly micrococci and diphtherofds. 
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that the kittens died within 24 hours.. Only one strain 
was tested for B-hemolysin, and this was positive. Of 
the two other strains, one was of the albus type and 
the other produced an orange pigment. Both were 
coagulase- and enterotoxin-negative. 


DISCUSSION 


The main question at issue is: What is the cause of 
neonatal diarrhoea ? The following possibilities must be 


considered. 


(1) Specific infection with an organism of the salmonell 
or dysentery groups.—Though Hormaeche and hi 
associates (Bonaba et al. 1940) found that 20% of 
enteritis in infancy and childhood in Uruguay were due 
to salmonella infection, and 32% to dysentery infection, 
we have completely failed to isolate any member of these 
groups of organisms. It may be remarked that so far 
as we are aware Hormaeche did not examine any out- 
break of neonatal diarrhea. With the exception of a 
single outbreak described by McKinlay (1937), who 
reported the isolation of an unidentified strain of salmon- 
ella from the stools of the infants during life and from 


_ the heart blood and viscera of one case at autopsy, no 


evidence has yet been adduced to incriminate these 
organisms in the causation of this condition. 

(2) Infection with a normally non-pathogenic bacterium. 
—This is the view taken by Costello and Lind (1939), who 


TABLE II-—OUTBREAK B: DISTRIBUTION OF BACTERIA IN 
FECES OF NORMAL CONTACT INFANTS . 


. Oxford Cambridge Gabe 
(14 infants) (10 infants) (24 infants) 
Per cent. Per cent. Per cent. 
Type 82 offlora 82) offlora $2! of flora 
aS SS ee er eae — 
Ra | Limits aa | Limits 52 Limits 
me; When A.M. pA, when A.M. na| when | aM. 
present present present 
Lactobacilli) 12 7-95 | 66 | 8 | 25-96 | 47 | 20 7-95 58 
Coliform 12 1-100) 21 8 3—28 9 20 1-100 16 
Strepto- | 10 <1-93 11 8 9-91 31 18 .<1-93 | 19 
cocci 
Staphylo- 3 |< 1-15 1 5 1-17 4 8 1-17 3 
cocci | 
Bacteroides; 1 6 I ati Y 40 1 6 1. 
Clostridia 4 |< 1 i ey eae ar ais 4 <1 <1 
Diph- ‘2 T a 3 16-42 9 3 16—42 4 
heroids 


attribute the disease to a pathogenic strain of P. vulgaris 
associated with Bact. coli. Cass (1941) likewise seems to 
take the same view. She found an organism, which was 
identified, probably incorrectly, as B. lactis aerogenes, 
in the feeces of 5 sick infants. From 2 of the infants that 
died it was isolated from a consolidated lung and from 
an umbilical thrombus respectively. Since, however, 
the same organism was found in the fæces of at least 4 out 
of 6 healthy infants (no mention is made of the findings 
in one of the infants), it seems very doubtful whether her 
conclusion is justified. Our own findings show that the 
proportion of lactobacilli in the stools is diminished, and 
the proportion of coliform bacilli, and to a less extent of 
streptococci, increased. Most of the coliform bacilli 
appear to be of the Bact. coli 1.type and most of the 
streptococci appear to be of the enterococcus type be- 


longing to Lancefield’s group D. Neither of these organ- 


isms can be regarded as abnormal inhabitants of the 
bowel, and their pathogenic rôle might therefore be 
discounted. The fact, however, that these organisms 
were found in much the same proportions in the fæces 
of healthy contact infants in the same outbreaks, while 
they were present in much smaller proportions in the 
fæces of healthy non-contact infants in normal maternity 
homes makes one cautious in adopting such a conclusion. 
Without further evidence it is clearly impossible to decide 
whether these organisms were the primary cause of the 
disease or whether their undue proliferation was second- 
ary to a disturbance of the bowel caused by some other 
agent. Proteus vulgaris was rarely met with, and its 
causative rôle in the two outbreaks that were investigated 
can be ruled out. 
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TABLE IV— OUTBREAK B: DISTRIBUTION OF BACTERIA IN 
FÆCES OF SICK INFANTS 


Oxford and 


{ 
| Oxford Cambridge ° 
reat D RAE Cambridge 
| (10 infants) (12 infants) (22 infants) 
; we Per cent. Per cent. i Per cent. 
Type 3 9 of flora © Ss of flora 3 2 01 Sora 
|282 Limits 2% Limits =7Z Limits 
ime When AM. pA when A.M. pa when !A.M. 
j present present present) — 
e5 — —_—- = n n Eam pea 
Lactobacilli) 9 9-98 71 11 5-87 | 50 20 5-98 | 60 
j 
Coliform | 9 1-91 22 11 10-100 38 20 1-100] 31 
Strepto- | 4 1-10 2 5 2-28 » 9 <1-28 | 4 
. _ cocci 
Staphylo- | 5 <1-22 2 2-58 6 7 <1-58 5 
cocci | 
Clostridia {| 5 <1 Sa 5 <1 <1 
l 
` Other WF a ig 3 4—6 1 3 4-6 1 


 organisms*} 


‘probable, since if such an organism had been 


* Other organisms were proteus and yeasts. 


(3) Infection with a pathogenic organism that does not 
develop readily in culture.—Though the media. we used 
are able to grow most organisms that are likely to be met 
with in the intestine, it is possible that some pathogenic 


‘organism may have been present in the feeces of the sick 


infants which failed to develop under the cultural con- 
ditions we were employing. We do not regard this as 
resent in 
anything but small numbers, it would probably have been 
detected in the direct smear examination. Nevertheless, 
in any future inveStigation the greatest variety of culture 
media and of cultural conditions should be employed in 
the hope of detecting some organism whose requirements 
are different from those of the more usual pathogenic 
intestinal bacteria. 

(4) A toxin formed by an organism in the intestine.— 
The occurrence of dysentery in newborn lambs due to the 
formation in the intestine of a powerful toxin by Cl. 


welchii type B affords a strong analogy for the possibly . 


similar causation of neonatal diarrhcea in human infants. 
This line of investigation seemed all the more promising 
since Kimberley (1939) had recently reported the finding 


_ of Cl. welchii as the predominant organism in the stools 


of infants suffering from neonatal diarrhea. Our 
attempts to confirm this hypothesis, however, met with 
complete failure. Anaerobic organisms were seldom 
found, and then only in small numbers. Moreover, the 
direct examination of the fæces for soluble toxins to mice 
proved negative. 
formed by Staph. aureus in the intestine seemed very 
unlikely, since these organisms were rarely found. The 
formation in the intestine of toxic split-products from 


. one of the milk proteins by a bacterial species, or 


combination of species, not generally considered patho- 
genic must also be envisaged, but so far we have no 
evidence to support it. 

(5) A bacterial toxin ingested with the food.—Staph. 
aureus is a not uncommon cause of acute mastitis in cows. 
The milk may contain an,enterotoxin formed as the 
result of the growth of the staphylococci in the udder, 
though more usually the toxin is not present in sufficient 
quantities to be detectable till the milk has been left for 
a few hours at a suitable temperature after withdrawal 
(Barber 1914, Crabtree and Litterer 1934, Shaughnessy 
and Grubb 1936). It seemed not impossible that an 
enterotoxin-producing strain of Staph. aureus might 
gain access to a maternity ward, infect the breasts of 
some of the mothers, and lead to the development of 
toxicity in the milk. This hypothesis received some 
support from the finding in outbreak C that a number 
of strains of Slaph. aureus isolated from the milk of a 
tuberculin-tested herd supplying the hospital were able 
to produce an enterotoxin. It received further support 
when we found that a number of the mothers of sick 
babies in outbreak B were secreting milk containing 
pathogenic Staph. aureus. When we examined these 
strains, however, by the kitten test, none of them was 
found capable of forming an enterotoxin. Morgover, 
subsequent observations showed that coagulase-positive 
strains of Staph. aureus are frequently present in the 


should be kept in mind in any fature investigation. 


The possibility that a toxin was. 


milk of healthy mothers with healthy babies. While we 
would not like to exclude the hypothesis of toxin forma- 
tion by staphylococci or some other organism in the 
maternal breast, we must admit that the evidence so far 
available is far too meagre to justify our regarding it as 
more than a possible cause in some outbreaks. 

(6) Secondary to a systemic infection with an unknown 
organism.—It is possible that the diarrhoea may result 
from general toxszemia due to infection of some part of 
the body other than the intestine, such as the middle ear 
or lung. No opportunity was afforded at Oxford or 
Cambridge of exploring this suggestion, but the results of 
examinations made locally as well as the findings of other 
workers do not seem to lend it much support. 

(7) A virus infection.—To the best of our knowledge no 
primary infection of the human intestine with a virus 
has so far been described, though in certain virus infec- 
tions of animals, such as rinderpest of cattle and ectro- 
melia of mice, extensive invasion of the intestine may 
occur. The high degree of infectivity. of neonatal diarrhoea 
is consistent with a virus causation, and this possibility 
In 
only one outbreak was post-mortem material examined 
for the presence of viruses—by Dr. van den Ende and 
Miss Dora, Lush—and the results were entirely negative. 
Prof. .James McIntosh has suggested in conversation 
that the condition may be due to infection of the para- 
sympathetic ganglia with a neurotropic virus leading to 
increased peristalsis. This suggestion again should be 
borne in. mind in any future investigation, but the very 
short incubation period of the disease in some cases 
is slightly against it. 

(8) Infection with a protozoon.—Giardia intestinalis and 
certain other protozoa are responsible for enteritis in 
children, and it is conceivable that neonatal diarrhma 
may be primarily a protozoal infection. Although this 
possibility cannot be entirely excluded, it may be noted 
that examination at Cambridge of unstained films of 
fæces from outbreaks A and B failed to reveal the 
presence of any protozoa. 

Other hypotheses might be suggested, but to no parti- 
cular purpose. .The comparatively mild disturbance in 
the normal bacterial flora of the intestine in infants 
suffering from neonatal diarrhcea—a disturbance that 
may easily be due to the more rapid passage of food 
through the intestine with consequently insufficient time 
for the lactobacilli. to proliferate in the lower bowel— 
suggests that the disease is not due to the prodigious 
multiplication of an abnormal bacterium gaining access 
to the intestine. The relatively insignificant post- 
mortem findings, both macroscopic and microscopic, 
are suggestive more of a toxsemic condition or a virus 
infection than of a primary bacterial enteritis. 

From a bacteriological point of view it is entirely pos- 
sible that neonatal diarrhea is not due to a single patho- 
genic agent. The diverse findings that have been 
recorded in this disease (see opening paragraph of this 
article) are curiously reminiscent of those in summer 


- diarrhoea of children, in which the predominant organism 


in different countries of the world has been found to be 
Bact. shige, Bact. flexneri, Bact. sonnei, a member of the 
salmonella group, P. vulgaris, P. morgani, Pseudomonas 
pyocyanea, or Cl. welch (see Topley, and Wilson 1936). 
The gastro-enteritis of infants that have passed the neo- 
natal period, which has recently been described by Dobbs 
(1941) as the greatest menace to infants with pyloric 
stenosis admitted to English hospitals, likewise remains 
of uncertain etiology. It may be that all these different 
diarrhoeal complexes are of similar causation, and are due 
to (a) a primary virus infection or (b) some systemic 
bacterial infection or metabolic disturbance, either or 


` both of which paves the way for the proliferation in the 


intestine of any pathogenic or potentially pathogenic 
organism that happens to be present. In this connexion 
it may be that organisms which are non-pathogenic to 
adults may under favourable conditions assume patho- 
genicity for infants and young children. 


CONCLUSIONS 


1. Though it would be unjustifiable to draw any 
definite conclusions from the limited material we have 
examined, there seems no evidence to suggest that 
organisms of the salmonella or dysentery groups are 
concerned in neonatal diarrhosa.. = 


¢ 


` 
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2. There is no evidence of. the formation of soluble 
toxic substances by anaerobic bacilli in the intestine, 
analogous to what occurs in lamb dysentery. 

8. There is no evidence of the formation of toxic 
substances under bacterial action in the maternal breast, 
though this possibility cannot be excluded. 


4. The fact that the fecal flora in diseased infants | 
only slightly from that in normal infants under 


differs 
imilar environmental conditions suggests that neonatal 
diarrhoea is not ordinarily caused by an abnormal ergan- 
ism gaining access to the intestine and multiplying 
prodigiously. R 
5. It seems more probable that neonatal diarrhcea 
results from either (a) a virus invading the intestine, or 
possibly the parasympathetic ganglia, and giving rise to 
.- Increased peristalsis ; or (b) a systemic infection, intoxi- 
cation, or general metabolic disturbance leading to the 
proliferation of any pathogenic or potentially pathogenic 
organism that happens to be present in the bowel. 


SUMMARY 


Normal infants.—A quantitative cultural examination . 


was made at Oxford and Cambridge of the feecal flora of. 
57 normal non-contact breast-fed infants, 3-23 days of 
age, in maternity homes free from neonatal diarrhcea. 
. On the average Lactobacillus bifidus was found to con- 


stitute about 80% of the organisms, coliform bacilli 
about 10%, and streptococci and staphylococci each 


about 4%. Members of the clostridium group and of the 
bacteroides group were found infrequently, and then in 
only small numbers. The proportions, however, in 
_ which the different organisms were present was subject 
to great variation from infant.to infant. Most of the 
coliform bacilli belonged to the Bact. coli 1 type, and most 
of the streptococci to the enterococcus type. Staph. 
albus was found in rather more than half the infants, but 
Staph. aureus was isolated only once. 

Infants with neonatal diarrhea.—The fecal flora was 
studied in two outbreaks, a total of 34 infants being 
examined. The proportion of lactobacilli was reduced 
to 30 and 60%, and the proportion of coliform bacilli 
increased to 55 and 31% respectively. Very similar 
changes, however, were found in control healthy contact 
infants during the same outbreaks. The proportion 
of streptococci and staphylococci showed but little 
change. Organisms of the clostridium and bacteroides 
groups were seldom present. No organisms of the sal- 
monella or dysentery groups were found, and no evidence 
was obtained of the existence in the stools of soluble 
toxins for mice. In one outbreak Staph.. aureus was 
isolated from the milk of a number of mothers with sick 
children and was found to be coagulase-positive and 
hemolysin-positive. None of the four strains studied, 
however, was able to form am enterotoxin. On the other 
hand, four strains isolated in connexion with another 
outbreak from the milk of a tuberculin-tested herd 
supplied to the hospital were found to be coagulase- 
positive, hemolysin-positive, and enterotoxin-positive. 
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NEPHRECTOMY IN UNILATERAL RENAL 
DISEASE WITH HYPERTENSION 


G. O. RICHARDSON, . G. A. SMART, 


Pipes e E M.D., B.SC. DURH., M.R.C.P. 
’ 

ROYAL VICTORIA INFIRMARY, race a 
NEWOASTLE-ON-TYNE THE INFIRMAR 


THE association between renal disease and. hyper- 


tension is well recognised. In view of this it seems that 
cases of hypertension without clinically obvious renal 
deficiency are too often grouped as essential hyper- 
tension. Schroeder and Steele ** investigated 71 cases 
diagnosed as essential hypertension and found that 50 
showed abnormalities of the urinary tract, 38 being 
unilateral. Of 600 cases of hypertension, Maher and 
Wosika 1? demonstrated urological disorders in 101. 

_ In cases which have unilateral renal lesions amenable 
to surgical treatment, it is clearly of value to study the 
effects of therapy on the hypertension with a view to 
discovering possible setiological agents. We have 
recently had the opportunity of studying 2 such cases. 


6 CASE-HISTORIES 


Casz 1.—A man,: aged 35, was admitted complaining of 
frequent attacks of left-sided renal colic. 


few months later was admitted to hospital for difficulty in 
walking and partial aphasia. There he ‘vas found to have a 


right hemiplegia and a blood-pressure of 200/130 mm. Hg; . 


his urine contained albumin but no red_ cells or casts; his 
blood-urea was 26 mg. per 100 c.cm. The symptoms dis- 
appeared with rest and he was discharged gs a case of essential 
hypertension. Two years later he was again complaining of 
headaches and epistaxis, but also of pain in the left loin 
which gradually increased in frequency and severity until he 
was readmitted to hospital on Aug. 19, 1940. Examination 


About 44 years: 
before he had severe headaches and morning epistaxis, and a . 


showed slight involuntary movements of the right hand with 


increased deep reflexes in the arm and leg on that side and 
absence of the right abdominal reflexes; there was a right 
extensor plantar response. The pulse was regular ; the blood- 


pressure varied from 235/140 to 245/140. There was slight: 
enlargement of the heart to the left and an accentuated | 


aortic second sound. Urine: albumin present; numerous 
pus cells, a few red cells and cellular casts. 
30 mg. per 100 c.cm. A radiogram showed opacities in the 
left renal area and intravenous pyelography localised these to 
the renal pelvis. There was deficient oxcretion on the left 
side, but normal excretion on the right side. 

Nephrectomy was performed by Mr. N. Hodgson on 


Sept. 2. At the lower pole the kidney substance was largely 


replaced by caseous material ;` in the mid-zone there was a 
tuberculous focus completely destroying an area about 3 cm. 
in diameter. The pelvis was not dilated. At the upper pole 
there was one area suggestive of hypertensive renal atrophy. 
Histological examination showed active renal phthisis. Out- 
side the tuberculous areas there was an occasional sclerosed 
glomerulus, otherwise the glomeruli showed dilatation of the 
capsular spaces. Some of the arterioles and a branch of the 
renal artery at the hilus showed muscular hypertrophy. 

The patient made a rapid recovery from the operation and 
there was immediate symptomatic improvement. He was 
discharged from hospital on the 14th postoperative day, and 
has been seen At intervals in the succeeding 7 months. While 
in hospital, and at his subsequent visits, the blood-pressure was 
taken under standard conditions. After a transitory fall 
to below normal levels, as a result of postoperative shock, the 
pressure was maintained at a normal level for a time, and then 
rose slightly to the region of 160/100, where it has remained. 
When last seen, hypertensive symptoms had completely 
disappeared, and the patient has joined the N.A.A.F.I. and 
is prepared for foreign service. 

Case 2.—A man, aged 55, was admitted to hospital com- 
plaining of a dull aching pain in the right loin of one week’s 
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duration. He had also noticed blood in: his urine with occa- 


sional small clots. A mass was felt in the region of the lower 


pole of the right kidney. The blood-pressure varied from 
195/105 to 185/95. Cystoscopy and retrograde pyelography 
were performed on March 3, 1941. The right ureteric orifice 
was inflamed and pouting; the radiogram showed a filling 
defect of the right renal pelvis and major calyces. Nephrec- 
tomy was performed by Mr. W. A. Hewitson on March 10, 1941. 
More than half the kidney substance was replaced by yellow 
tumour nodules with numerous areas of hemorrhage; the 
main renal vein at the hilus was almost occluded by tumour. 
The histological appearances were typical of hypernephroma. 

The patient made an uninterrupted recovery. The blood- 
pressure declined to 130/80, and has remained at this level. 


DISCUSSION 
The relation betweeh hypertension and a coincidental 


unilateral renal lesion is best demonstrated by the result - 


of removal of the affected kidney. We have been able 
to find 28 previously reported cases. 12587 8 13 16 19 20 21 23 25 
An analysis of these cases shows that they fall into four 
groups, each of which has its experimental counterpart. 

. Renal arterial occlusion.—Goldblatt and his colla- 
borators 1° have shown that partial occlusion of the main 
renal artery produced hypertension. Leadbetter and 
Burkland * have recorded a case in a child with hyper- 
tension in which nephrectomy was performed for a 
ptosed kidney, the renal artery of which was found to be 
partially obstructed by a smooth-muscle tumour. 
operation resulted ił a cure of the hypertension. In an 
examination of autopsy material, Blackman ‘ has shown 
that in most cases with essential hypertension there ‘is 


partial occlusion of one or both main renal arteries by 


atheromatous plaques. In a recent 
study in this hospital one of us 
(G. O. R.) has confirmed these 
findings. Similar cases have been 
described by Leiter, Freeman and 
Hartley °’ and Sapphirand Ballinger.*4 
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2. Lesions resulting in partial occlusion of the renal 


vein.—Bell and Pederson * and Menendez 18° showed that 


experimental partia] occlusion of the renal vein resulted 
in hypertension. This has been recorded by Perry and 
Taylor ?? in an autopsy on a child with hypertension 
apparently due to thrombosis of the renal veins. Our 
second case is highly suggestive of an ætiological associa- 
tion between partial venous occlusion and hypertension. 

3. Diseases of the kidney substance.—The association 
of chronic diffuse nephritis with hypertension is too well 
known to require further comment. Attention has 
lately been drawn to the occurrence of hypertension in 
cases of chronic pyelonephritis, even when the lesion is 
unilateral.!® Several cases of this type with successful 
surgical intervention have been reported, and our first 
case is another example. Experimentally, chronic 
interstitial fibrosis of the kidneys produced by X rays has 
resulted in hypertension.” 

4. Lesions causing obstruction to the outflow of urine.— 
Harrison and his colleagues"! produced hypertension 
by occlusion of one or both ureters. Clinical examples 
of this type are frequent. 

It appears that in most of the cases reported in the 
literature removal. of the diseased kidney has been 
followed by a substantial and prolonged fall in the blood- 
pressure. It might be claimed that such a fall would 
follow any major surgical operation. Volini and 
Flaxman 2? have investigated the effect of a variety of 
. non-specific operations carried out on hypertensive 


. other reported 


The — 


patients. They have shown that, although in many 
cases there is definite symptomatic improvement, there 
is no alteration in the blood-pressure apart from the 
transitory fall due to postoperative shock. In all except 
5 of the recorded cases the blood-pressure fell to 150/100 
or lower after unilateral nephrectomy, and remained at 
this level. Of the exceptions, in one the pressure re- 
mained between 319 
140/74 and 
160/90 for a 
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considerable "°° 

time (unstated), = 

but 11 years £9 SYSTOLIC 

laterit had risen = 

to 190/1228: no W120 
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the remaining & ọọ 
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that time, so it § 60 


is possible that 
it had become 30 
diseased. At 
the time of 
operation 2 5 
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cases ** showed evidence of diminished renal function in 
the intact kidney, so it seéms probable that they were not 
cases of unilateral renal disease. In the fourth, unsuc- 
cessful case, the pathology was not clearly demonstrated.2 
In the case recorded by Mulholland,’ the lesion (renal 
calculus) had been present'14 years before, at which 
time-the patient had refused operation. When treat- 
ment was undertaken, severe cerebral symptoms were 
present ; these decreased sufficiently after nephrectomy 
for the patient to do her normal work. 

It is premature to speculate about the mechanism 
whereby hypertension is produced in these cases, but it is 
clear that a careful investigation of all cases of supposed 
essential hypertension will reveal many cases with lesions 
of one kidney amenable to surgical treatment. The 


- recorded cases show that when hypertension is associated 


with unilateral renal disease relief both of the hyper- 

tension and the symptoms will probably follow - 

nephrectomy. i 
SUMMARY = 


Two cases of hypertension, one of which had previ- 
ously been classed as essential hypertension, are reported 
in which unilateral renal lesions were treated by nephrec- 
tomy with significant lowering of the blood-pressure. 

~ Similar cases reported elsewhere fall into four groups ` 
showing : renal arterial occlusion ; partial occlusion of a 
renal vein ; diseases of the kidney substance ; or lesions 
causing obstruction to the outflow of urine. Each -of 
these has an experimental counterpart. 

In view of the therapeutic results and the known 
association between unilateral renal disease and hyper- 
tension, all cases of chronic hypertension should have a 
complete urological investigation 


We wish to thank Mr. N. Hodgson, Mr. W. A. Hewitson 
and Dr. J. C. Spence for pormission to use the records of the 
cases which were under their care. 
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THIS investigation was started to determine the 
minimal dose of vitamin C, in the forfn of a black-currant 
puree, that was required to supplement adequately the 
routine diet in some children’s wards of an E.M.S. 
hospital. Black-currant puree was chosen as being the 
most satisfactory substitute for orange juice available 
(Olliver 1940). During the winter and spring the diet 
at the hospital was as good as the local food position 
allowed and probably better than that of many children 
in this country at the time. Nevertheless it was found 
that the vitamin-C intake was unlikely to exceed’5 mg. 
ascorbic acid a day and that only if the children ate up 
all their ration of greens. One child, who had been in 
hospital for several months, actually developed mild 
clinical scurvy. . | Pa 

In planning the investigation it was decided to adopt 
the simple technique of Pemberton (1940), owing to the 
difficulties entailed in collecting ‘accurately over a given 
period urine from infants and small children in a ward. 
In the morning the child passes a specimen of urine and is 
then given a test dose of 50 mg. of ascorbic acid per stone 
weight. After about 24-3 hours urine is again passed 
and the specimen discarded. The urine is passed again 
about 2 hours later. The ascorbic acid in the first and 
third specimens is then estimated by the ‘technique of 
Harris and Ray (1985). An increase of at least 3 mg. per 
100 c.cm. is taken to indicate a reasonable degree of 
saturation. : = 


RESULTS 


Fifty-nine children were given a preliminary test and 
not one gave a positive result. The children were then 
given a daily supplement either of synthetic ascorbic acid 
or of black-currant puree. The puree used contained 
0-8—0-9 mg. ascorbic acid per g. and ‘was well tolerated 
even by the youngest children. 
mg. of ascorbic acid or 14 oz. of puree (40 mg. of ascorbic 
acid). Periodic re-tests at about weekly intervals were 
made to see if any improvement had occurred. In only 
two out of thirty-five children in the hospital were there 
any signs of improvement after 9-20 days on the supple- 
ment, although healthy children living on a farm 
selected as a control group on a better diet became 
saturated in just over a week. 


It was then decided to saturate the childrén with a ` 


daily dose of 50 mg. per stone and to re-test at three-day 
intervals (transport difficulties prevented more frequent 
testing). Fourteen children became saturated in the 
first 3-day period, and seven of these had previously been 
given 40-50 mg. of ascorbic acid daily. Six children 
took 3-6 days to saturate, and two of these had previ- 
ously been given ascorbic acid. Six children ‘took over 
6 days and one failed to become saturated in 24 days. It 
is of interest to compare these results with those of Harris 
(1940). Using a somewhat similar saturation technique 
he found that subjects having a satisfactory diet gave a 
positive saturation test on the first or second day of the 
saturation dose, and that the worse the diet had been the 
longer was the time taken to obtain a positive result. 
It will be seen that in many cases the degree of unsatura- 
tion was extreme. | 

Once saturated, the children were given either 3 or 14 
oz. of black-currant puree daily (20 or 40 mg. ascorbic 
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tried. Unfortunately many of the 
NE discharged before the lower dose could be tried, so the © 
ELIZABETH TOPLEY, 


gated in the earlier stage of this work. 


The usual dose was 50 ` 


acid) and were re-tested at intervals of 9-10 days. 
If saturation was maintained on 14 oz. then # oz. was 
children were 


attempts to find the minimal maintenance dose of 
ascorbic acid were only partially successful. The aver 


age maintenance dose at different ages was as follows.. 


The results obtained have been expressed as mg. of 
ascorbic acid per stone recorded at different ages. 


mg. ascorbic ; 


Ages acid per stone ` Av. 
0- 3 saos Das Ti S.16 22 ad. 46°15 
3- 6 .. .¢ 10, 4,14 oo ee see “O 
6- 9 6, 4, 7,6, 7T.. ae we 6 
9-12 4, 8, 10 sa Ga we M 


It is probable that the actual minimal maintenance 
dose is less than these figures suggest. It is hoped that 
further work will produce a more accurate result. 

A child of 14 years with clinical sc was investi- 
he was cured 
by six daily doses of 4 oz. black-currant puree and 1 oz. 
a day was more than sufficient to maintain saturation. 

The diseases for which the children were admitted 
were various, both surgical and medical, and included 


-such cases as talipes, harelip, mastoid (postoperative), 
cervical adenitis, asthma, debility, bronchiectasis and: 
‘subacute nephritis, but by the time the maintenance 


test periods had been reached all but a few of the children 
were convalescent, afebrile and free from symptoms. 
Eight cases either failed to saturate within 9 days or 
failed to maintain saturation on 40. mg. per day ; their 
diagnoses were: chorea (2), hyperthyroidism (1), 
ulcerative colitis (2), recurrent pyrexia (1) and coeliac 
disease (2). The following case is an example of the 
findings in the majority of cases. : 
Ascorbic acid in urine 


Daily dose of ascorbic acid Before test |3-5 hr. after 
z dose test dose 


mg. per 100 c.cm. 


Date 


April 11 


None 0-15 None 
» 28 50 mg. (ascorbic acid) 0:8 0:55 
May 2-4 200 mg. (in 3 days) 1:1 25-6 
`» 13 | 40 mg. (1ł ọz. b.-c. puree) 13 55 
» 23 | 40 mg. (14 oz. b.-c. puree) 2-2 29:8 
June 2 | 20 mg. (2? oz. b.-c. puree) 0:7 24 


Age 64 years; weight 49 lb. ; admitted for investigation of state 
of lungs ? bronchiectasis. | 


The difference in response to the test dose when 
saturation is attained is striking. The ascorbic-acid 


content of the first specimen of urine before the test dose 


has very little value as an index of saturation, for unless 

an excess is being given, the urine contains little or no. 

ascorbic acid. 
DISCUSSION . 

‘This experiment is only a preliminary survey and the 
conclusions reached are only approximately correct. 
There are three sources of error, the first two of which we- 
believe to cancel out the third. The first is the variable- 
amount of ascorbic acid taken in the diet—this has been 
assessed at 5 mg. daily and ignored. The second is the- 
effect of the test dose given at irregular intervals, never- 
less than 10 days and often as much as 21 days. This. 
would, of course, increase the minimal maintenance dose, 
but the amount cannot be calculated, as the excess over- 
the saturation requirements is rapidly excreted ; in effect. 
this means that the subject starts every new test period 
freshly saturated and with an unknown but small amount 
of ascorbic acid in hand. The third error is due to our- 
inability to complete the full test in every subject by 
finding the level at which saturation is not maintained. 
In most cases, however, the response to the test dose 
was definitely smaller on the lower dose, indicating a 
decrease of the saturation level, and thus there was. 
reason to consider that the minimal maintenance dose. 
had been reached to within a few milligrammes.. 


® 
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SUMMARY 


Convalescent children in a children’s ward were 
saturated with ascorbic acid. Ascorbic acid in the form. 
of black-currant puree was then given as a dietary supple- 
ment and the level at which saturation could be main- 
tained was determined by the urinary response to a test 
dose of ascorbic acid. The level of the daily dose was 


found to vary from 15 to 6 mg. per stone according to ` 


age, corresponding to average daily doses of 14-2 oz. 
puree per child. 

Our thanks are due to Dr. Janet Gimson and the ward 
sisters and staff for help in collecting the specimens; to 
Messrs. Chivers for supplies of black-currant puree and to 
Miss Mamie Olliver for some analyses and advice. 
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LUPUS ERYTHEMATOSUS AND. 
‘TUBERCULIN TESTS 


- JOHN KELVIN, M.B. LEEDS, L.R.C.P.E. 


Tus stiology of lupus erythematosus is still in dispute. 
Some authorities regard it as always a tuberculide, some 
as always a result of focal sepsis ; some think it may be 
either one or the other, some blame an undiscovered 
organism, and some suggest that the toxin of either the 
tubercle bacillus or a streptococcus has sensitised the 
skin to light. This last explanation should mean that 
the condition is simply an actinic dermatitis. If so, 
why should light produce the peculiar lesion of lupus 
erythematosus ? And why should two entirely different 
organisms produce the same unique bizarre and—in 
general practice—rare lesion ? It is easy to understand 
that different causative factors might produce dermatitis 
or erythema, but this lesion is distinctive. _Can more 
than one organism produce a gumma ? 

In my opinion lupus erythematosus is due to an innate 
characteristic of the skin, usually congenital but some- 
‘times acquired, which renders it peculiarly susceptible 
to the action of mild tubercle toxin. The action of the 
toxin is aggravated by irritation, which may be extrinsic 
(heat, cold, friction, mjury or light), or intrinsic (sepsis 
or worry). The irritation produces a secondary specific 
toxin which actually causes the lesion and I believe 
this toxin to be of the nature of a mild slowly acting 


' caustic. 


These opinions are based on the results of tuberculin 
testing in a series of 148 cases of lupus erythematosus 
(including 3 of the disseminated variety) and 240 people 
with healthy skins or other dermatological conditions. 
All the patients, except one aged 14, were adults. The 


‘TABLE I—-RESULTS OF MANTOUX TEST IN 86 CASES OF LUPUS 
ERYTHEMATOSUS AND 140 CONTROLS 


| Lupus erythe- 
matosus 


Strength of Controls — 
old tuberculin 
used 


Cases | Positive | Diagnosis Cases Positive 
1/100, 1/1000, 24 15 Miscellaneous 20* | 8 (40%) 
1/10,000 (62°5%) dermatoses 
-1/500, 1/1000 17 | 14(82%) » 24 4 (16:6%) - 
1/1000 .. 25 |19(76%) io 32 | 5(16%) 
1/600, 1/650 ; 20 15(75%) Py) 34 § (15%) 
1/680, 1/700, ' Psoriasis 10° | 3 (30%) 
1/750 Tuberculides 10 6 (60%) 
Healthy skin 10, 0 
te ae a eh ee Ss re ws 
Totals 86 63(73%) — 140 31 (21°5%) 


* Including 2 tuberculides. 


results are shown in tables I and Ir. In addition, 
‘Simultaneous Mantoux and Lederle tests were carried 
‘out on 300 cases of miscellaneous dermatoses, including 
8 tuberculides. Of the 300, 61 (20%) gave a positive 
Mantoux test and 56 (19%) a positive Lederle test. 

It will be seen that altogether 105 of the 148 cases of 
dupus erythematosus gave a positive tuberculin reaction 
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(71%), compared with 43 of the 240 controls (18%). 
Moreover, a tuberculous history—old tuberculous glands, 
healed phthisis, or tuberculosis in the family—was 
commoner among the cases of lupus erythematosus than 
among the controls. In one patient the lesions of lupus 
erythematosus were seen alongside and merging into 
the tuberculous lesions of Bazin’s disease; other 
-observers have reported them in association with lupus 
vulgaris. 

The incidence of sepsis was no commoner among the 
cases of lupus erythematosus than among the controls. 
Moreover, sepsis is too common and lupus erythematosus 
too rare for sepsis to have any important etiological 
significance. On the other hand, where septic foci are 
found in cases of lupus erythematosus they might easily 
be primarily tuberculous foci in which secondary infection 
has obscured the picture. I performed ‘septic ” tests, 
analogous to the Mantoux test; in a small series of cases, 
But failed ‘to demonstrate any increased sensitivity to 
the toxins of septic organisms. Thus I tested 24 cases 
of lupus erythematosus with the toxins of three organ- 
isms, used separately—those of Streptococcus hemolyticus, 
Strep. viridans and a staphylococcus. Only one patient 
responded, giving positive reactions to Strep. hemalytious 


_ and the staphylococcus. Among 20 controls, too, only 


one patient responded, giving a positive reaction to the 
hemolytic streptococcus but to neither of the other two 
organisms. I then used a mixture of all three toxins on 


TABLE II—RESULTS OF LEDERLE (VOLLMER) TUBEROULIN 
PATCH TEST IN 62 CASES OF LUPUS ERYTHEMATOSUS AND 
100 CONTROLS . ; 


‘Lupus erythematosus Controls 
Cases Positive Diagnosis Cases | Positive 
2s = Miscellaneous dør-  80* | 12 (15%) 
matoses \ l 
} á 
. 62 | 42 (67-71%) Healthy skin |. 20 | 0 
| Total 100 | 12 (15%) 


* Including 2 tuberculides. . 


16 other cases of lupus erythematosus, none of which 
gave a reaction, whereas there were 8 positive responses 
in a group of 48 controls. | 

Various causative factors have been suggested by 
different investigators, but countless people have one 
or more such factors operating strongly without develop- 
ing lupus erythematosus. Further, in other dermatoses 
alleged to be due to toxins—pemphigus, for example— 
the mucous membranes are affected ; in lupus erythema- 
tosus the mucous membranes are rarely attacked 
primarily and I think this also points to an innate 


susceptibility on the part of the skin. 


In my view the sxtiology of the condition has the following 
sequence:— ` E 
Congenital predisposition —> tuberculous toxin —> some form 
of irritation —> secondary toxin —> lupus erythematosus. 


The endotoxin of the tubercle bacillus is incriminated 


rather than the bacillus itself because Koch’s bacillus 


is not found in the lesions on microscopic examination, 
nor are tubercles present. Light has been assigned a 
share in causation by some because the lesions of Jupus 
erythematosus appear on exposed areas; these areas, 
however, are exposed to genera] and constant irritation 
from various factors including light, so that ‘‘ exposed 
parts ’’ can be taken to be synonymous with “‘ irritated 
parts.” Finally, it seems to me that only a substance 
with a cauterising action could produce the characteristic 
lesions and this I believe to be produced in the con- 
genitally susceptible skin as a result of irritation. 


SUMMARY 


A series of 148 cases of lupus erythematosus and 
240 people with normal skins or other dermatological 
conditions were submitted to Mantoux or Lederle 
tuberculin tests; 71% of the lupus erythematosus cases 
gave positive. reactions, compared with 18% of the 
controls. | l 

Tests analogous to the Mantoux test were performed 
with the toxins of three septic organisms—Strep. 
hæmolyticis, Strep. viridans and a staphylococcus—on 
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_ 24 cases of lupus erythematosus and 20 controls. Only 

one patient in each group gave a positive en 

& mixture of all three toxins was used there were no 

ponere results in 16 cases of lupus erythematosus, but 
ositives in 48 controls. 

t is suggested that lupus erythematosus is produced 
in susceptible people by the action of tuberculous toxin, 
ex 
i aa factors. 


PREVENTION OF 
DROPLET-BORNE INFECTIONS BY SERAY 


4 A FIELD EXPERIMENT 


D. STEWART MIDDLETON, 


_ M.B. EDIN., F.B.C.S. 
COLONEL, A.M.S. 


INCREASING interest hag lately been centred on the 
use of various methods designed to minimise the spread 
of infections, and the outbreak of war has stimulated 
research with a view to applying the results of laboratory 
observations to the treatment of crowded rooms and air- 
raid shelters. The limitations of the laboratory experi- 
ments have been realised by Andrewes,! who in the sum- 
mary of a recent paper says: ‘‘ We have discovered 
certain methods for the control of respiratory disease ; 
none of these is of proved efficacy in the fleld, though all 
of them have given encouraging results in the laboratory. = 
The necessary field experiments can be carried out most 
accurately under Service conditions, where large bodies 
of troops can be surveyed in strictly comparable condi- 
tions. With this end in view we carried out such an 
experiment during the respiratory epidemic period of 
January-March, 1941. 

Two main conditions must be established for the 
statistical results to be of value. First, the methods 
used must be so simple that there is a real likelihood of 
their being effectively carried out by the N.C.O.s charged 
with the duty, and the materials used must be cheap and 
readily available; this prevents the use under Service 
conditions of the more complicated forms of spray and 
especially of the continuous electrically operated spray. 
Secondly, a sufficiently large number of men, with an 
equal number of controls, all equally exposed to the 
introduction of infection from their contacts with the 
civil population, and all 


I. -C. GILLILAND, 


M.B. EDIN. 
MAJOR, R.A. M. C. 


eve UNSPRAYEO spraveO living under identical con- 
800 Z ditions of accommodation, 
pe . clothing, diet and occupa- 

700 Y tion, must be involved in the 
Y experiment. The personnel 

600 , ofa searchlight brigade were 

i Y selected as satisfactory sub- 

2 500 Y jects, for, with the exception 
< SPRAYED Y of a few headquarters per- 
u 400 L sonnel occupying buildings, 
z Yj the men were all accommo- 
% 300 F dated in huts under compar- 
Z Y, able conditions, receiving 
z 200 Y the same short home leave. 
gy The brigade was widely dis- 

, 100 persed over a mixed urban, 
0 Y ‘ mining and agricultural area 


of Scotland with fairly equal 


DROPLET 
DISEASES , 


OTHER 
DISEASES 
other places of entertain- 


Fic. 1— Total incidence of: ment. Thanks to the collab- 
- disease; Jan. 5-April 6,1941. oration of Brigadier A. H. 
Morton and the regimental commanders the following 
arrangements were made : 


Twelve batteries were selected, each battery area adjoining 
that of its neighbours without any gaps between them. 
Alternate batteries were sprayed over the whole area, leaving 
the intervening ones unsprayed. Thus sprayed and un- 
sprayed personnel were fairly evenly distributed over the 
segment of the British Isles involved. By this means some 
3000 men were subjected to spray with about an equal number 
of controls. 

Laboratory investigations have shown that hypochlorite 
solutions are effective in low concentrations. Hypochlorite 


= 1. Andrewes, ©. H. Lancet, 1940, 2, 770. 


ic or intrinsic sources of irritation acting as 


‘officer showing : 


access to picture houses and . 


was easily accessible to the units i in question i in the form of the 
water-sterilising powder actually in use for the treatment of 
water-supplies. Simple intermittent spraying was therefore 


carried out in all huts, kitchens, messing-rooms, &c. with an ` 


approximately 1% solution of this bleaching powder. The 
spraying was carried out with the “ Flit-gun ” variety of 
sprayer. 

Spraying batteries were instructed to spray every hut 
thrice daily—at reveille, on coming off duty in the late after- 
noon, and at lights out, these being the periods at which the 
greatest concentration of saliv droplets may be expected. 
The Flit-gun container was filled ed with water and a half 
scoopful of water-sterilising powder added to it and shaken. 
The N.C.O. in charge then walked slowly round the hut 
spraying obliquely upwards towards the ceiling and con- 
tinued to do so until the whole hut had a quite noticeable 
but not irritating odour of hypochlorous acid. Complicated 
methods of control of dosage were clearly out of place and the 
exact strength of the spray varied because of differences in 


_ the construction of different makes of sprayer and deteriora- 


tion of the solution which is often left in the gun and used 
again without being freshly made up. The method of spraying 
to the limit of nasal tolerance for hypochlorots acid is both a 
simple and practical guide to the unskilled soldier. 

36 -- =~ SPRAYING BATTERIES 
—— NON SPRAYING BATTERIES 


N 
© 


INCIDENCE PER THOUSANO 


2 9 6 2 9 6 2 2 9 
JAN. . FEB MAR, 


6 2 30 6 
APR. 


WEEK ENDING | 
Fig. 2—Incidence of droplet infections per thousand. 


The medical officers of both sprayed and unsprayed bat- 
teries completed a weekly return to the brigade senior medical 
(a) the ration strength of the battery for the 
week ; (b) the number of men reporting sick on account of 


- droplet infection ; (c) the number of cases of sickness from 


causes other than droplet infections ; and (d) the diagnoses 
of all cases of droplet infections. All returns were then cor- 
related by the brigade S.M.O. and shown as incidence per 
1000 personnel in sprayed and unsprayed groups. The 
returns were corrected for variations in strength of batteries. 


RESULTS 


During the period under review the total number of 
cases of droplet-borne diseases reporting sick in the sprayed 
community amounted to 425, compared with 670 in the 
unsprayed group. The difference of 37 % does not 
merely reflect a difference between the general sick-rate 
in the two groups, as is demonstrated by the fact 
that the non-droplet sick-rate in each is almost exactly 
the same, amounting to 834 in the sprayed and 850 in 
the non-sprayed (fig. 1). A graph (fig. 2) of cases of 
droplet infection in each week per 1000 personnel shows 
that the difference between sprayed and unsprayed 
groups is greatest during the period of maximum incid- 
ence of droplet-borne disease. 
end of the experimental period when epidemics of 
influenzal colds had died down. It is significant that the 
outlines of the two curves follow each other fairly closely. 

There were no complaints of damage to clothing or 
metal parts of weapons by the bleach spray. Sprayers 
of various makes but of similar design were used and it 


“was found that some of them became unserviceable by 


rust on plungers and corrosion of containers. . The 
better, but not necessarily more expensive, type of 
sprayer has a piston and piston shaft constructed of 
rustless material. The well-constructed container of 
galvanised iron which is associated with this will stand 
up to the corrosive effect of bleach solution for one 
season in most cases. In the event of spraying being 
D a a large scale a non- -corrodable material should 
e use 


The curves meet at the . 
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MODE OF ACTION 


In an attempt to determine how the spray acts, the 
assistance of Dr. C. P. Stewart was enlisted and an 
apparatus was constructed to aspirate a measured volume 
of air (about 20 litres) through a solution of potassium 
iodide to detect chlorine by the liberation of iodine. 
The apparatus is capable of detecting 0-01 mg. of chlorine 
in the volume of air taken. The door and windows of 
the hut were closed and spraying carried out by the 
N.C.O. in the normal manner. The air drawn through 
five minutes later showed no detectable amount of 
chlorine in spite of the fact that a definite odour of 
hypochlorous acid persisted. It was observed that the 
spray droplets appeared to settle rapidly and to dry off 
on floor walls and window ‘ledges. Dust from these 
situations was accordingly tested with potassium iodide 
and starch and in every instance showed the presence 
of available chlorine. Later experiments under labora- 
tory conditions showed that chlorine could be detected 


from the dust up to six hours after a single spraying.. 


From these observations several modes of action may 
combine to produce beneficial results. 


A sedimentation effect by spray droplets entangling and 
. carrying down with them the smaller infected salivary 
droplets. ; 

A direct sterilising effect on the organisms suspended in 
` these droplets. 

A further temporary effect in laying and sterilising organisms 
in dust on the floor. 

A slow continuous action by the release of chlorine from 
the fine deposit of bleaching powder spread over the hut, 
persisting until renewed by the next routine spraying. 


DISCUSSION 
At first sight the 37% reduction in the incidence of 
droplet-borne disease in the sprayed groups looks 
significant but a detailed study of the figures from 
individual batteries makes it less convincing (see table). 


INCIDENCE OF SICKNESS IN INDIVIDUAL BATTERIES, CORRECTED 


À FOR STRENGTH OF BATTERIES 
SPRAYED UNSPRAYED 
Non- Non- 
Droplet Te à Droplet 
Batter droplet AORT Battery droplet 
7 diseases SON diseases | diseases 
A 68 71 G 109 182 
B 135 48 H 251 223 
C 158 61 [ 174 77 
D 145 65 J 120 43 
E 108 85 K 110 82 
F 220 95 86 63 
Total 834 425 | | 850 | 670 


It is evident that the figures for G and. H Batteries in 
the unsprayed group are largely responsible for the 
apparent differences between the groups and that if these 
two batteries were neglected the incidences of droplet 
disease would be approximately the same in the sprayed 
and unsprayed group. The figures for G and H Batteries 
may be explained on one of the following hypotheses : 
(a) A local condition in the batteries concerned, such as a 
slack or over-conscientious medical officer, a poor level of 
general health, or low morale among the troops; or (b) 
an epidemic of catarrhal disease involving these two 
batteries. If any local conditions had been responsible 
the level of non-droplet sickness in these two batteries 
should have been correspondingly high. This is not so. 
H Battery, with a very high non-droplet and droplet rate, 
may usefully be compared with F Battery in the sprayed 
group which shows an almost equally high non-droplet 
rate with a reasonably low droplet rate.. G Battery’s 
non-droplet rate is not abnormally high and it is interest- 
ing to compare it with the figures of D Battery in the 
sprayed group. G and D Batteries belong to the same 
regiment, occupying adjacent areas of a strictly compar- 
able rural type of country, without special exposure to 
infections. G showed a very high droplet rate while D, 
with a much higher general-sickness rate, had roughly a 
third of G’s droplet rate. The conclusion is that the 
high incidence in G and H Batteries is the result of local 
epidemics of catarrhal disease. It is perhaps significant 
that two out of six unsprayed batteries suffered in this 


way while none of the sprayed batteries, even though in 
areas closely adjacent to the affected:batteries, were 
involved. l 

SUMMARY ' 

A controlled experiment using the most elementary 
and simple form of spraying with a hypochlorite solution 
affords some evidence that this method is capable of 
diminishing the spread of droplet-borne `infections 


. within a unit. The method achieves its best results 


during epidemic periods. 
We are indebted to Major J. L. Cowan, R.A.M.C., for 


assistance in the earlier stages of the investigation and to the 
regimental medical officers of the brigade without whose 


` coöperation this experiment could not have been carried out. 


BIOPSY OF THE ENDOMETRIUM 


JOHN HOWKINS, M.D., M.S. LOND., F.R.C.S., M.R.C.0.G. 


RESIDENT ASSISTANT PHYSICIAN ACCOUOHEUR TO ST. BARTHOLOMEW’S 
HOSPITAL ; SQUADRON-LEADER, R.A.F.V.R. 


(The Williamson Laboratory, St. Bartholomew’s Hospital) 


FoR some years American gynecologists. have been 
obtaining biopsy specimens of the endometrium for 
histological examination without anzsthesia as an out- 
patient examination. In this country a small number 
of gynecologists have adopted this practice, and it is 
the purpose of this communication to put on record my 
experience of 238 biopsies in 84 patients over a period of 
a year at St. Bartholomew’s Hospital in the hope that 
the safety and efficacy of this simple and convenient 
method of investigation may recommend it to others. 
The number of cases is not great, since the war curtailed 
ae work, but the figures are adequate for the conclusions 

awn. k 

Most curettage operations are undertaken for purposes 
of diagnosis ; but if exact information of the behaviour . 
of the endometrium is to be obtained it is important that 
the curetting be done at a definite phase of the menstrual 
cycle. Pressure on hospital beds and the size of the 
waiting-list seldom allow of this exact timing, and often 
the bed is wasted and the patient is submitted to an 
operation the results of which are fruitless. Another 
small point is that the operation is often performed by a 
junior colleague or house-surgeon who does not know 
the exact reason for the curettage and who, from in- 
experience, may obtain a specimen—possibly from the 
isthmus or endocervix—which is inadequate for histo- 
logical study. Endometrium most representative of the 
whole may best be obtained at the fundus, and after a 
little practice an operator of average dexterity will almost 
always procure his specimen from this region ; moreover, 
he will: know by inspection whether he has secured a 
useful piece or must explore a second time. In this way, 
always seeing the same cases and always operating 
himself, he is sure of the exact continuity of his specimens 
which is essential in diagnosis and in the ultimate 
histological assessment of the results of any given 
endocrine therapy. 

There are at present two methods whereby one may 
obtain exact information about a woman’s menstrual 
cycle—by serial biopsy of her endometrium, and by 
biological assay of her hormones, either circulating in the 
blood-stream or excreted as end-products in her urine. 
The estimation of urinary pregnandiol is a good example 
of such biological assay, and its presence at a given time 
in a given quantity is at least presumptive evidence of 
ovulation and corpus-luteum formation. This evidence 
becomes more’ than presumptive if a biopsy specimen 
taken in the last week of a 28-day cycle shows an 
endometrium with well-marked secretory-phase changes 
in the glands and stroma. As a positive check on the 
efficacy and the dosage of hormone therapy endometrial 
biopsy is again extremely valuable, and in many cases 
in this series it has made it possible to demonstrate 
cestrogenic and secretory changes in the endometrium 
where a previous serial biopsy had shown them to be 
deficient or absent. The method must never be used in 
an attempt to diagnose malignant disease in the cavity 
of the uterus. Endometrial biopsy as performed on 
outpatients -has considerable advantages from an 
economical point of view. An examination that would 
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entail the use of a hospital bed for a month, and im- 
mobilise a worhan who may be extremely unwilling to 
leave her family or her job, can be carried out in this 
way equally well and perhaps better without admission 
to hospital; crowded gynecological waiting-lists are 
thus kept free for the more urgent hysterectomies and 
prolapses. : 
i TECHNIQUE AND RESULTS 

The present series consists of 84 patients: 44 cases of 
sterility, 31 cases of irregular uterine bleeding and 9 cases 
of amenorrhea. The total number of biopsies per- 


a i 


, (a) | (b) 
Biopsy specimens of endometrium. (a) Œ@strogenic, . 
. (b) secretory phase. 


formed in these women was 238, the average number 
being 2 or 3 in each case and the highest individual 
score 10; several had 5, 6 or 7 biopsies. . 


. The technique is simple.. At the first examination a careful 
history is taken and the menstrual cycle should be plotted 
on a printed menstrual-history case-sheet. A bimanual 
pelvic examination is made and a vaginal speculum passed, 
the cervix being inspected to exclude any organic lesion. 


Any cervical infection is best treated and eliminated . 


before the performance of endometrial biopsy. If the case 
is suitable for biopsy the patient is asked to attend on the 
day chosen with reference to her menstrual chart, and it has 
always been my practice to explain what the examination 
entails and the reasons for it, thereby ensuring the patient’s 
coöperation and confidence. No shaving of the vulva and 
perineum is necessary, but the patient is instructed to have 
a bath on the morning of operation after cutting the pubic 
hairs reasonably short. When the biopsy is to be taken she 
is placed in the lithotomy position ; the vagina and cervix 
are well cleaned and the vagina swabbed out with Dettol. 
The operator should wear a mask, gown and rubber gloves, 
which are kept in a special drum in the outpatient clinic. 
A small Auvard’s speculum is introduced and the sister 
retracts the anterior vaginal wall if necessary. The cervix is 
grasped with light fine volsella and gently steadied, and a 
small malleable sound is passed to ascertain the direction and 
size of the cervical canal ; occasionally this is narrow and one 
or two small dilators may then be passed. A fine sharp 
curette is introduced and a specimen of endometrium 
' obtained from the fundus. 

With practice, the whole proceeding takes only a few 
minutes and the quicker it is done the less likely is the patient 
to be worried by it. No special instruments are required 
and in all these cases a small fine ethmoid curette was used 
and proved itself a trusty and efficient instrument. No 
special suction curette was ever used. All the instruments 
are sterilised by boiling for each case, and if the pressure of 
work is severe they can be duplicated to save time. After 
the examination the woman is sent to dress and always inter- 
viewed before she leaves hospital to make sure that she is 
feeling no ill effects. She is also warned to expect a faint 
show for 24 hours or so and assured that this is normal. 


The pain experienced varies in different women. 
The cervix, like most hollow viscera, can be cut and 
burned by the cautery with relatively little discomfort 
in the conscious patient, but she rather resents it being 
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stretched. The passage of a dilator is usually commented 
on and in some cases complained of as painful, though 
seldom as. severely so; hence it is important to use a 
small instrument. In two of my cases, both nullipare, 
it was impossible to pass an instrument into the cervical 
canal and these cases had perforce to be put on the 
inpatient waiting-list. Needless to say, unmarried or 
virgin patients are as a general rule unsuitable for biopsy 
without hospital admission. Considering the series as a 
whole, pain and discomfort during the operation provided 
a contra-indication in very few patients. Of other minor 
ill effects, one patient had a mild syncopal attack and 
nearly fainted and one was sick. These symptoms 
occurred in the earlier cases ; with increasing experience 
and dexterity untoward effects were rare. 

In assessing the value of this method of investigation 
the main criterion is the histological information 


4" . obtained. A biopsy specimen may be. said to be 


satisfactory if it contains a fair-sized piece of endometrium 


` showing the stromal and glandular pattern clearly, so 


that study of it will definitely place the endometrium in a 
given category—typically cestrogenic (fig. a) or typically 
secretory (fig. b). With a good section there will be no 
doubt or hesitation in so placing it. In this series 210 
of the 238 specimens were classed as good, 18 as adequate, 
and 10 as useless. In this last class are included those 
sections which contained no endometrium, or only 
cervical mucosa. There is a notable improvement in 
the proportion of good specimens among the later cases 
of the series and this is of course the result of practice. 


SUMMARY ° 


' Biopsy of the endometrium has been performed 288 


times in 84 outpatients. 

It is a simple and safe procedure that can be conducted 
without anesthesia or premedicatiqgn and without 
remarkable discomfort to the patient. | 

The technique used is described ; it requires no special 
instruments and only average skill on the part of the 
operator. ' l 

Judged from a histological standpoint, the specimens 
obtained provided the information required in all but 
10 out of a total of 238. 

Biopsy of the endometrium provides exact knowledge 
of the functional state during any given menstrual cycle, 
and is particularly useful in cases of sterility and irregular 
uterine bleeding. .It also enables a check to be made on 
the results and dosage of hormone therapy. 

It allows of a great saving of time and money to patient 
and institution. 

I wish to thank my seniors at St. Bartholomew’s Hospital, 
Dr. Malcolm Donaldson, Dr. Wilfred Shaw and Dr. John 
Beattie for their help ; and Mr. B. Cambridge, for cutting an 
staining all the sections. l 


TOXICITY OF PHENOTHIAZINE / 


DovuGLAS HUBBLE, M.D. LOND. 
PHYSICIAN TO THE DERBYSHIRE HOSPITAL FOR SICK CHILDREN 


THE use of phenothiazine (thiodiphenyl-amine) in the 
treatment of threadworms was first suggested by Manson- 
He recorded successful results in 6 
children and 8 adults, and advised that children under 
four years should be given 1 g. daily for seven days, 
children between four and eight 2 g. daily for seven days, 
and adults 8 g. daily for at least five days. de Eds, 
Stockton and Thomas (1939), who have investigated the 
pharmacology of phenothiazine, reported that out of 19 

atients in whom blood-counts were made before and 
after medication with phenothiazine, 3 developed an 
anzmia. These 3 patients had taken a total dosage of 
22-4, 28-1 and 19-9 g. respectively ; in the third patient 
the red-cell count dropped from 4,410,000 to 1,570,000, 
with reticulocytes increased to 35%. No toxic effect on 
the leucocytes was observed. They discovered no 
undesirable effects from the drug in the gastro-intes tinal 
tract, kidneys or liver. The 11 patients on whose serum 
the van den Bergh test was done all showed a positive 
indirect reaction; this reaction was attributed to the 
colour of the dye in the blood-serum. They recommend 
that, in view of its effect on the red cells, the maximum 
total dose of phenothiazine should not exceed 15 g. 
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without a rest period. If this dose is adjusted for body- 
weight it represents less than half the doses suggested 
by Manson-Bahr. for adults and children. 

Phenothiazine was sent to me by Dr. C. M. Scott for 
clinical trial and I have used it, in a preliminary 
investigation, in 8 children. In one of these (case 1) 
poisoning occurred. 


CasE 1.—Girl, aged 12 years. Weight 78 lb. Referred 
from the school clinic for treatment of threadworms on July 3, 
1941. -Phenothiazine 4 g. for seven days prescribed. On 
July 10 the child was jaundiced with a furred tongue. Her 
mother stated that for three days she had been ill; her chief 
symptoms were nausea, anorexia, insomnia and depression. 
On July 17 jaundice had faded, but she was obviously anemic 
and a blood-count showed red cells 2,900,000; Hb. 60%; 
white cells 8900 per c.mm. ; neutrophils 44% (3916), lympho- 
cytes 53% (4717) and monocytes 3% (267). On the 24th, 
after a week’s treatment with iron, a blood examination 
showed red cells 3,330,000; Hb. 68%; CI. 1:02; average 
diameter of red cells 7-6 u; white cells 4300; platelets 300,000 ; 
volume of packed red cells 36:9% of blood-volume ; mean 
corpuscular volume 110-8 c.mm. (normal 78-94 c.mm. ; 
average 86 c.mm.); eosinophil polymorphs, 2% (86); 
monoeytes 2°5% (108) ; ; lymphocytes 50% (2150); neu- 
trophil polymorphs 45:5% (1956) ; neutrophil nuclear index : 

Patient i, 46; ii, 46; ii,8; iv,0; v,0 

Normal 12 25 25 15 4 
Red cells show little variation in size and shape ; no stippled 
or nucleated reds seen; reticulocytes number about 10% of 
the red cells. 

Urine.—Acid, no albumin, no sugar, microscopically clear ; 
. no blood pigments, &c., present. Van den Bergh negative. 

Complete recovery occurred in one month from the onset: 
of symptoms. 

The effects of phenothiafine poisoning in this child 
were shown by the anzemia and jaundice. It is improb- 
able that the jaundice was hemolytic in origin, since the 
anzemia was not sufficiently profound for this ; moreover, 
the clinical condition of the chiJd was strongly suggestive 
of a hepatitis. This toxic effect on the liver has not been 
previously reported, but it might have been forecasted in 
view of the chemical structure of phenothiazine. It is 
well known that substances containing benzene, such as 
trinitrotoluene, dinitrobenzene, dinitrophenol and arseno- 
benzene derivatives, are poisonous both to the liver and 
the blood elements. As has been suggested above, no 
help in the differential diagnosis of the jaundice can be 
expected from the van den Bergh test, which gives an 
invariable positive indirect reaction when phenothiazine 
is being taken. 
a severe degree of anæmia and a leucopenia, with evidence 
of active hzemopoiesis in red cells and neutrophils. 

Of the other patients treated with phenothiazine, 
blood examinations were made before and after treatment 
in 2 and in one there was evidence of a moderate ansemia. 


CasE 2.—Boy, aged 5 years. Weight 38 lb.. Referred 
_from the school clinic for treatment of nocturnal enuresis on 
July 24, 1941. He was found to be suffering from thread- 
worms also. His blood examination made before treatment 
with phenothiazine showed : red cells, 4,600,000 per c.mm. ; 
Hb. 83%; reticulocytes less than 1%; eosinophils 2000 per 
c.mm. He was given 0-5 g. phenothiazine three times a day 
for a week. Blood examination then showed: red cells 
4,000,000 ; Hb. 72%; C.I. 0-9: average diameter of red cells 
76 p; white cells 7000; platelets 200,000; cell volume 
37-5% of blood-volume ; mean corpuscular volume 93-75 c. u. 
Red cells show relatively little variation; about 3% are 
reticulocytes. Eosinophil polymorphs 13% (900), neutro- 
phil polymorphs 33% (2320), lymphocytes 51% (3570), 
monocytes 3% (210). . 

Urine.—Some epithelial cells. Very few leucocytes present. 

No threadworms were seen after four days’ treatment, but 
eosinophils were still high at 900 per c.mm. 


Judging by the American series quoted above, poison- 
ing may be expected in a fair proportion of cases if a 
total dosage of more than 15 g. is administered to adults. 
This does not include instances of idiosyncrasy which 
have not yet been reported but which may be expected 
to occur rarely. Since evidence of poisoning was 
discovered in 2 of these 8 children, I decided to assess 
total dosage in future by body-weight. Accepting the 
American standard of 15 g. for an approximate weight 
of 150 1b., 1 g. for every 10 Ib. of body-weight was used 


‘N 


‘made in this country ; 


The blood-picture in this child showed | 


as the total dose. This amount was spread over. 3-5 
days and if the threadworms had not entirely dis- 
appeared a second course was given a week later. 
More than 20 children were thus treated, several of 
them required the second course but all of them were 
declared by their mothers to be free of: threadworms. 
One child was stated to be depressed and another off 
her food while under treatment. No further evidence 


of toxicity was discovered until the last case of the series. 


CasE 3.—Girl, aged 2} years. Referred from the school 
clinic for treatment of threadworms. Weight 29 lb. Pheno- 
thiazine 1 g. for three days prescribed. On the second day 
of treatment the child was sick and lacked appetite ; on the 
third day the mother noticed that the child was yellow. 


The next day, on examination, Jaundice was confirmed; the 


liver was enlarged to just above the umbilicus and appeared 
tender; the urine was red with the excreted dye. Blood 
examination on the fifth day showed: red cells 41,200,000 ; 
Hb. 75%; C.I. 0:89: average diameter of red cells 7°55 pu; 
white celis 9300; platelets 400,000; eosinophil polymorphs 
7%; basophil polymorphs 0:3% ; neutrophil polymorphs 
24°3% ; lymphocytes 63% (5859) ; monocytes 5:3% (493) ; 
neutrophil nuclear index: Patient: J, 62; 2, 30; 3, 8; 
4,0; 5,0. Normal: 1, 12; 2, 25; 3, 44; 4, 15: 5, 4. 


A week later the child’s general health had improved ; 
her appetite was normal and the liver was smaller but 
the conjunctive were still bile-stained. This child’s 
blood showed a mild anzmia with moderate stimulation 
of hzemopoiesis. She was undonbtedy suffering from 
a toxic hepatitis. - 


EFFICACY OF PHENOTHIAZINE 

The employment of a potentially toxic drug in the 
treatment of a comparatively trivial infestation requires 
justification. Although trivial, infestation by oxyuris 
vermicularis is very common ; large- -scale investigations 
in lower and middle class white children in Washington 
D.C. gave a 50% incidence in children from six to eighteen 
years of age. No comparable investigation has been 
it is a formidable research, 
because routine examinations of feeces are without value 
and the eggs have to be sought in peri-anal smears. The 
ordinary clinical standard of cure is a statement by the 
mother that she can no longer see threadworms in the 
child’s fæces. This standard is frequently shown to be 
faulty by the re-emergence of threadworms, sometimes 
years later. Assessed even by these standards, the uni- 
formly effective drug has not yet been discovered. 
Hexylresorcinol, as employed in an elaborate technique 
by Brown (1932), gave complete success judged by the 
highest standards. Wright and Brady (1940) obtained 
60-90% cures in adults and children with gentian violet 
by mouth. It is probable that Butolan and its more 
recent equivalents which have been widely used in this 
coun have a comparable efficiency with gentian 
violet. 

It is unfortunate therefore that phenothiazine which 
appears to be completely successful in the treatment 


. of threadworms should sometimes be toxic to the host 


even in small doses. Consideration of case 3 suggests 
that it will be wise in future to restrict its use to cases 


' where less dangerous therapies have repeatedly failed. 


Its administration should then be strictly supervised. 


SUMMARY 


Phenothiazine has been shown to be an effective 
remedy against threadworms in more than 30 cases. 

Phenothiazine is poisonous to the blood and the liver 
in much smaller doses than have been suggested for the 
treatment of threadworms. Three cases of ansmia 


following its use have already been recorded in the 


literature and 3 further instances are given here. In 
2 children it also produced a toxic hepatitis. 

Phénothiazine is probably too dangerous a remedy to 
be used in the routine treatment of threadworms. 

I am grateful to Dr. G. R. Osborn, pathologist to. the 
hospital, for the pathological investigations recorded and to 
Dr. C. M. Scott, of Imperial Chemical Industries Ltd., who 
supplied me with phenothiazine. 
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INSULIN HYPOGLYCEMIA. 
CHANGES IN NERVOUS MANIFESTATIONS 


R. D. LAWRENCE, M.D. ABERD., F.R.C.P. 


PHYSICIAN IN CBARGE OF THE DIABETIC DEPARTMENT, 
KING’S COLLEGE HOSPITAL 


CHANGES in the symptomatology of insulin hypo- 
glycemia in diabetics commonly occur as years of treat- 
ment go on and insulin reactions may differ so much from 
the original ones that patients are dangerously unaware 
of their onset. At first it is almost the rule that patients 
feel and easily recognise minor premonitory ptoms. 
These can be ascribed mainly to reactions of the autono- 
mic nervous system and are akin to the effect of a dose 
of adrenaline ; indeed they are probably due to an extra 
secretion of adrenaline ‘produced in an attempt to 
mobilise stored glycogen into blood-sugar. Such symp- 
toms are general weakness and faintness, tremors, 
sweating, hot or cold feelings and palpitation. Other 
early symptoms, less easily explained by hyperadrenalin- 
emia, are hunger pains, visual disturbances including 
diplopia, and tinglings, especially of the lips and tongue. 
Such symptoms occur, if at all, at definite times of the day 
or night, at the period of maximal insulin action, and are 
easily recognised and removed by eating 1-3 lumps of 
sugar. Many conscientious patients even welcome such 
mild attacks occasionally, regarding them as a sign 
that their diabetes is well controlled. Such symptoms 
indicate as clearly as an exact estimation that the’ blood- 
sugar is between 50-70 per mg. 100 c.cm. Should such 
symptoms be unrecognised or neglected, so that glyco- 
penia persists for a long time, symptoms develop which 
may be classified, roughly at least, as being due to dis- 
turbed function of brain and central nervous system ; 
these are mental confusion, symptoms exactly simulating 
alcoholic intoxication, muscular twitchings, convulsions, 
epileptiform seizures, transient hemiplegias and complete 
coma. All these effects disappear rapidly, and usually 
completely, on restoration of the blood-sugar ; but they 
occasionally persist longer, especially if hypoglycemia 
has lasted for one or more hours, and, very occasionally, 
there is permanent hemiparesis or mental impairment 
with definite histological changes in the nerve-cells. A 
few patients never feel early premonitory symptoms 
but experience the more serious group of symptoms from 
the start; yet considering the large number of stupid 
or careless patients on insulin treatment, serious attacks 
and sequel are exceedingly rare. 

As years of insulin life go on, sometimes only after 5-10 
years, I find it almost the rule that the type of insulin 
reaction changes, the premonitory autonomic symptoms 
are missed out and the patient proceeds directly to the 
more serious manifestations affecting the central nervous 
system. This applies to diabetics who have been con- 
tinuously on unmodified soluble insulin as well as those 
who have been changed to protamine insulin, whose 
different, slower and more prolonged action often modifies 
the type of reaction. The following are typical of the 
changes I refer to. 
shaky, sweating, or hungry if his meal is unduly late, 
becomes suddenly confused and obstreperous, creates a 
scene and refuses sugar. Another, accustomed to drive 
a car and usually warned of hypoglycemia by slight 
diplopia, becomes suddenly wild and unbalanced in his 
driving. Yet another, instead of being wakened at night 
by violent palpitations—his warning to take sugar— 
goes straight into convulsions and awakens so paralysed 
that he cannot reach his sugar. The.same patient may 
at one time experience early premonitory symptoms and 


at another be quite unaware of an inpending attack. 


It is obvious that these are serious dangers. 

| can offer no satisfactory explanation of this change 
of symptomatology and the common failure of autonomic 
warning symptoms as time goes on. I have noticed 
how, at the beginning of insulin treatment, patients feel 
hypoglycemia symptoms at a higher blood-sugar level— 
90 to 120 mg. per 100 c.cm.—than later on, when they 
may not. experience the same feelings until the blood- 
sugar is 40-60 mg. per 100 c.cm. Here we may say that 
the tissues become attuned to a lower level of sugar 
concentration. But the condition I refer to occurs in 
patients who are often hyperglycsemic and only rarely 
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hypoglycemic. It is no mystery that if the blood-sugar 
is low for long enough the central nervous system should 
react in some untoward way, because if sugar is, as we 
believe, the only fuel it can use the absence of this fuel 
must interfere with its vital function. It is also known 
that the higher cortical functions and centres suffer first 
and most severely, and that the function and anatomy 
of the basal ganglia and vital centres are rarely affected. 
But none of these facts explains why symptoms of upset 
of autonomic type fail to give warning of trouble as years 
go on. 

I know of no way by which the original sensitivity 


of the autonomic nervous system can be re-established | 


and the danger of serious hypoglycemia entirely pre- 
vented, but certainly the urine in such diabetics should 
never be made continuously sugar-free throughout the 
24 hours. If they are sugar-free at the time of mini- 
mal insulin activity—say after breakfast—they run an 
almost certain risk of hypoglycemia at the poa of 
maximal insulin action a few hours later. he most 
certain way of avoiding trouble in such cases is to give 
regularly a large carbohydrate buffer (20—30 g. of carbo- 
hydrate) before these times of intense insulin action, to 
anticipate and prevent hypoglycæmic attacks. With 
soluble insulin this carbohydrate should be given 3 hours 
after each injection ; with protamine insulin it should 
be given at tea-time if the interval between lunch and 
supper is a long one, and in all cases at bed-time. 


Medical Societies 


ROYAL SOCIETY OF MEDICINE. 

AT a meeting of the Section of Surgery on Nov. 5, 
with Mr. E. Rock CARLING, the president, in the chair, 
@ discussion on i 

Streptococcal Cross-infection in Wards 
was opened by Prof. A. A. Mues. Such infection, he 
said, was an established phenomenon, but seldom gave 


- rise to severe and fatal infections. The common results 


were cellulitis, erysipelas, extension of wound infection, 
delayed healing or failure of skin grafts. Of the bacteria 
commonly taking part Streptococcus pyogenes was most 
easily traced; and though not the commonest cross- 
infecting organism it was the most important because of 
its pathogenicity. The incidence of streptococcal 
cross-infection depended on sources of infection in wounds 
and upper respiratory passages, on the possible channels 
of infection, and on the state of the exposed tissues. In 
the surgical ward of peace-time, the streptococcal reser- 
voir was mainly in the upper respiratory passages, and 
striking cases of infection were rare. In war-time, 
wounds infected before admission provided additional 
reservoirs, and hospital infection was commoner because 
of this and because of the greater susceptibility of the 
war wound compared with the operation wound. Poor 
accommodation and hastily trained staff also played.their 
part. Peace-time technique might prove inadequate 
to meet the added risks of war. Infection could reach 
the wound by three main channels—dust, droplets, and 
transference of organisms on hands and utensils. These 
possible channels of infection demand separate precau- 
tions, which Professor Miles divided into those associated 
with the actual dressing technique, and others. Among 
the latter were the use of impermeable masks to prevent 
droplet-infection, and the exclusion from the ward of 
anyone with an infected „hand or finger. Common 
utensils should be disinfected every time they were 
used by an infected patient, and all his things should be 
kept separate, as far as possible, from those used by other 
patients. His wound should always be kept covered 
between dressings. There should be a quiet period in 
the ward before dressings were begun; be ing 
should cease so that dust could have time to settle. The 
dressings themselves should be carried out by a team 
consisting of a trolley attendant who had nothing to do 
with the patient but simply handed out sterile materials 
with forceps ; a dresser, who used a ‘“ no-touch ”’ tech- 
nique; and an assistant. The dresser and assistant 
treated each case as a separate unit, washing their hands 
and having the instruments freshly sterilised between 
each dressing. They should, if possible, wear fresh dry 
gloves for each case; the wet scrubbed hand, with 
infection trickling down from the forearm, should not be 
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used. Bacteriological surveys often revealed defects in 
dressing technique. Professor Miles said he had made an 
investigation, with Dr. Joyce Wright, of the incidence 
of cross-infection in @ ward containing both air-raid 
casualties and operation cases; during the first period 
an ordinary dressing technique was used, and during 
the second the team-teclinique was used, masking was 
compulsory, and there was a quiet period in the ward 
before dressings were begun. Results were as follows: 


Air-raid Cross- Operations Cross- 


casualties infection infection 
Ist period 32 .. 10 46 T 2 
2n m 46 R 1 l 49 ss 0 


In both periods 10 heavily infected cases were admitted, 
so that the menace was about the same ; but the revision 
of technique reduced cross-infection from about 15% to1%. 
Improved aseptic precautions did not entail an increase 
of medical or nursing staff, and the speed of teamwork 
made up for the time lost by employing several people on 
one dressing. More bacteriologically controlled surveys 
were needed to test the effect of prophylactic methods, 
and to establish that cross-infection was important even 
in wards where its effects were not obvious. 


Prof. J. PATERSON Ross remarked that this “ fiddle- 


faddle ’’ of aseptic technique—as Clifford Allbutt had 
called it—must be attended to. Simple precautions 
could be taken against dust and droplet-infection by 
shutting windows and stopping bedmaking an hour 
before dressings were due to begin. Receptacles con- 
taining dressings should have lids to them, and the 
wound must be left uncovered for the minimum time. 
Masks must be not only impervious but large enough to 
cover the nose and chin and stretch a good way to the 
sides ; they should measure 6 x 8 in. at least. In order 


to prevent contact infection forceps should be used or 


gloves worn ; hands and instruments should be dry, and 
the fingers of the dresser should never touch the wound, 
the skin round it, or the dressings next the skin. Pal- 
pation round the wound could be done, if necessary, with a 
piece of wool held in the forceps ; and where it was impos- 
sible to dress a wound entirely with forceps—as might 
happen with an empyema wound—the patient should be 
taken to the theatre and dressed with full theatre tech- 
nique. In the wards separate packets of dressings might 
be used for each patient and opened with forceps on a 
sterile towel spread on the top of the trolley ; the dresser 
could then take what he needed instead of having it 
handed to him, and the clean trolley attendant need only 
hand him the sterilised instruments. All instruments 
should be boiled ; the edge of a cutting instrument was 
not spoiled if it was properly wrapped while boiling. 
Two minutes in boiling water sufficed if instruments had 
been properly washed. Bowls and irrigating cans 
should be immersed during boiling. Antiseptic solutions 
should be checked to see whether they were used strong 
enough and long enough; spirit could not be trusted. 
These methods were neither new nor elaborate: they 
were merely a revival of aseptic technique. It was well 
to try to oil floors and treat blankets to prevent the 
Spread of dust, but if these measures were not practicable 
surgeons must make sure that dressing drill was properly 
learned. The wound which failed to heal by first inten- 
tion was more liable to cross-infection. It was unreason- 
‘able, he said, to use a good technique in the theatre, and 
‘a bad one in the ward. In outpatient departments, too, 
all the rules were broken. Surgeons must teach their 
students that the quick glance at a wound was dangerous, 
Inviting droplet infection. Indeed, any removal of the 
dressing was dangerous. He thought that in future we 
must look forward to a special dressing-room opening 
off the ward. The tendency was to dress wounds too 
often, as closed-plaster technique had shown. But it 
must not be forgotten that organisms could get in and 
out of plaster, and could be disseminated when a plaster 
was changed. The Medical Research Council memoran- 
.dum No. 6 suggested that an asepsis officer should be 
appointed in large hospitals ; but Professor Paterson Ross 
felt that the surgeon in charge of a unit must be respon- 
sible for the technique in that unit; he could always 
Count on help from the bacteriologist. To achieve an 
aseptic conscience was better than being shadowed by 
an aseptic policeman. 

Dr. M. VAN DEN ENDE held that in general surgical 
wards cross-infection of wounds occurred mainly 
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long periods. 
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through contact, and a careful dressing technique would 
reduce the incidence. In ear, nose and throat wards, or 


‘scarlet-fever wards, the upper respiratory tract was of 


course more liable to be the source of infection. This 
region, which trapped bacteria from more than 10 cu. ft. 
of air per hour, was specially likely to harbour organisms 
if it had recently been the site of an operation. We were 
not yet clear, he said, about what constituted a danger. 
If one streptococcus was enough to produce a cross- 
infection then dust was dangerous; if 1000 streptococci 
were needed that danger was slight. But there was 
danger of dissemination by droplets even in a general 
surgical ward. The nurse with an upper respiratory 
infection should be sent on leave. Patients with such 
infections had been shown to deposit large numbers of 
organisms on the bedclothes near the head, and these 
were disseminated during bedmaking. Photographs of 
sneezers showed the distant projection of droplets, and 
gauze masks might not intercept these. Cellulose-ace- 
tate masks should therefore be used. Large droplets 
carrying infective doses had a relatively short range and 
fell to the ground rapidly; adequate bed spacing and 
masking dealt with them effectively. During dusting and 
bedmaking the number of organisms in the air of a ward 
were at their peak, and they could remain suspended for 
Treatment of the floors and bedclothes 
with dust-laying oils reduced the numbers successfully. 
For 1000 sq. ft. of floor 1 gallon of spindle oil was needed. 
It looked dull, but the nurses got used to it, and if the 
excess was removed it was not slippery. It was not 
bactericidal, and no suitable antiseptic had yet been 
found to mix with it, but efforts were being made to find 
one. Teclinical white oil could be used for bedclothes, 
and could be applied in the hospital laundry. He 
thought that tests were urgently needed of the value 
of dust-laying methods in reducing cross-infection, 
especially in scarlet fever, diphtheria and ear, nose and 
throat wards. 

Colonel LEONARD COLEBROOK described twp cases in 
which a general infection had been acquired from dust. 
He then traced the events following admission to hos- 
pital, in January, 1941, of a patient with severe burns 
infected with a type 12 streptococcus which was resistant 
to sulphanilamide. He was nursed in a bathroom 18-19 
yards away from the ward first affected, and he ultim- 
ately died. Subsequently 14 cross-infections from his 
organism were identified, in 6 of which skin grafts were 
lost or went wrong as a result, while in the remainder 
there was infection of healing wounds, delayed healing 
or cellulitis. Every effort had been made to check 
spread—floors had been oiled and gloves and masks 
worn. The fact that the organism was sulphonamide 
resistant might have been partly responsible, and it 
might have other properties which made it particularly 
invasive.’ There had been hardly any acute throats in 
the affected wards. He believed that cross-infection 


‘was a bacteriological problem and should be dealt with 


by bacteriologists, and he favoured the idea of an asepsis 
officer, believing he could succeed in getting the facts 
over to students and nurses. If it was left to the 
surgeons there would be spurts of enthusiasm followed 
by lapses. It would be better to begin by having imper- 
fectly trained asepsis officers than none at all. They 
should take the nurses into the laboratory and let them 
make cultures and learn a little first-hand bacteriology : 
their interest was a revelation. ` 

Sir JAMES WALTON reminded the meeting that in this 
war we had had practically no experience of gross infec- 
tions. Patients with bomb lacerations were operated on 
as soon as they got over the shock ; their wounds were 
treated with sulphonamide and left for ten days, when 
they were found to be healing with clean granulation 
tissue. But if war came into this country we should see 
gross infections. Every medical officer must learn to 
adapt himself to what he could get. It was possible to 
dress wounds entirely without touching them, and thus 
without washing between cases. A man could not dress 
40 cases, washing between each; but he could go round 
with forceps, using a separate packet of dressings and 
freshly sterilised instruments for each patient and never 
touch a wound. He had been inspecting many hospitals 
and had found none where dressing with forceps was 
compulsory. Ear, nose and throat cases should not be 
nursed in general surgical wards. 
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Dr. W. A. BRADLEY had followed the spread of Strep. 
pyogenes infections in Addenbrogke’s Hospital and had 
found different types prevalent at different times. 
types 8 and 3 were prevalent in some wards at the begin- 


ning of the investigation, but they had then disappeared 


for some years. At other periods he found types 6 and 
22. Outbreaks of a single type would last about three 
months and spread slowly; often just when a general 
spread seemed imminent that type disappeared spontane- 
ously. After a time it became possible to tell how a strain 
came in: type 6, for example, was introduced by a case 
of cellulitis. He found it hard to suppose that dust or 
bedclothes infections played more than a minor part in 
spread. In a public school which he had investigated 
spread of infection seemed to be related to the placing of 
beds in the dormitories, not to exposure to dust in play- 


' rooms and corridors. 


Lieutenant-Commander JoHN BUNYAN said that organ- 
isms grown froma wound had no significance unless 
they were causing symptoms. If the wound was en- 
couraged to heal from the start contamination by 
bacteria became less important. The use of the Stannard 
oiled silk envelope made it very difficult for secondary 
infection to occur. The envelope could be applied 
immediately by anyone and left in position for three 
weeks. The wound could be treated by irrigation with 
electrolytic hypochlorite solution. If the wound was 
healing well inside the envelope the type of organisms to 
be found outside became merely academic. 

Dr. E. T. C. SPOONER described a study carried out at 


Reviews of Books 


= Warwick and Tunstall’s First-aid to the Injured and 


Sick 


(18th ed.) Editor: Norman HAMMER, M.R.C.S., late 
R.A.M.C., county surgeon, St. John Ambulance Brigade. 
Bristol :' John Wright and Sons. Pp. 336. 3s. 6d. 


THis is an advanced ambulance handbook. Part 1, 
on anatomy and physiology, is well written, and gives 
much more information than that usually found in 
first-aid textbooks. Part 2 has been largely rewritten, 
and includes notes on air-raid casualties, war gases, 
transport and methods of blanketing a stretcher. Busy 
doctors faced with fallow and inquisitive first-aid 
classes will welcome it as a reference book. Others 
may argue that first-aid should never be an advanced 
subject: that its greatest value lies in its limitations. 
The great surgeon and the St. John Ambulance man are 
' brothers by the roadside, and perhaps there is a growing 
tendency today to teach too much in the name of 
first-aid ; reports by competent authorities tell of 
dangers too. Should we not be wiser in these days of 
war to teach the greatest number of people the simplest 
facts of common sense that save life ? 

The book is full of excellent suggestions and explana- 
tions ; but ancient illustrations, depicting self-conscious 
gentlemen of bygone days, have become the depressing 
but inevitable trade mark of first-aid textbooks. Clear 
illustrations are an immense help to the student. May 
we hope in the future for clear line drawings of artistic 
merit, and more of the type of illustration shown on 
page 199 ? 


Biologic Fundamentals of Radiation Therapy 


FRIEDRIOH ELLINGER, M.D., research fellow, radiotherapy 
department, Montefiore Hospital, New York City; 
formerly privatdozent in radiology, University of Berlin. 
London: H. K. Lewis and Co. Pp. 360. 30s. 


THis is a comprehensive survey of the literature of all 
types of radiation used in medicine—ultraviolet light, 
X rays and gamma rays. The action of radiation on 
the cell is considered first, followed by an.important 
section in which the action of X rays and gamma rays on 
the tissues df the human body are described in detail. 
The effect on the skin is regarded as being of special 
importance because it was the biological indication used 
in all the earlier methods of estimating dosage, and 
because the production of irreversible reactions in the 
skin limits the dose which can be given through any 
external portal. Different organs and tissues are con- 
sidered and much experimental work is quoted. The 
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Hill End Hospital from November, 1940, to ‘April, 1941, 
inclusive, in a plastic surgery ward. Swabs were taken 
from wounds and throats, and it was found that 65% 
of wounds were infected with hemolytic streptococci, 
and that a quarter of these infections began while the 
patients were under observation. In one epidemic due 
to a type 13 organism, 3 throats and 15 wounds were 
infected (one wounded man was seriously ill and 4 
A type 4 epidemic, starting 
from 5 burns infected with the same organism admitted 
together from the same hospital, spread to 18 throats and 
4 wounds. The type 13 organism had been found by 
Colonel Colebrook to be resistant to sulphanilamide, 
whereas the type organism was susceptible to the | 
drug. All wounds were being treated with sulphanil- 
amide powder. This experience illustrated the need for 
continual investigation which alone could give that fresh 
insight likely to-extend what was known about the 
control of infection. 

Mr. H. W. RODGERs said that he had been attempting 
to reduce the smell of the closed plaster method of treat- 
ment by enclosing a sheet of gauze soaked in strong 
antiseptic between the layers of the plaster. This, 
besides preventing the smell.from becoming serious for 
three weeks, retained much of the pus seeping from the 
wound. -. He asked whether it would also have an effect 
in preventing cross-infection. Professor’ Mtes replied 
that on general principles a layer of strong antiseptic 
might be expected to reduce the number of bacteria 
coming through the plaster. 


chapters on the therapeutic uses of radiation are less 
satisfactory because the task is more difficult. In the 
last twenty years the science and practice of radiology 
have been changing so quickly that opinions firmly held 
a few years before may be regarded as out of date even 
by the author who originally published the conclusions ; 
and the selection for quotation of work based only on 
reliable experimental evidence is impossible at the present 
stage. It is not in line with modern thought, however, 
to include Hodgkin’s disease as an infectious new growth, 
while the closely related and sometimes indistinguishable 
lymphosarcoma is mentioned in a short section on 
sarcoma in general as if it were a neoplasm of the skin 
only. Dr. Ellinger points out that the doses mentioned 
are merely given for orientation purposes; but they 
reflect the confusion in practice, including as they do 
doses in S.E.D., r in air, r on skin with backscatter, skin 


doses per field and summated dose, and for radium 


milligramme hours. 

Part 2 is concerned with corpuscular radiation, and 
includes the absorption of emanation and some contro- 
versial therapeutic methods, with a short appendix on 
neutrons. Part 3 deals with ultraviolet light—the changes 
it produces in the skin, its antirachitic effect and its use in 
the treatment of tuberculosis. Among other matter in 
part 4 is a chapter on diseases caused by light, is interest- 
ing, but the possible carcinogenic effect of bright sunlight 
might have received more attention. In the fifth part 
some general principles of radiation biology and therapy 
are considered and this provides a convenient summary 
of opinion on the method of action of radiation, radio- 
sensitivity, the time factor and dosage. There is an 
excellent bibliography and the whole book will be most 
useful for reference. 


Essentials for Final Examinations in Medicine 


JOHN DE Swier, M.D. Lond., M.R.C.P., assistant physician 
to Staines Emergency Hospital. London: J. and A 
Churchill. Pp. 168. 7s. 6d. 


Tuis is a small volume of précis articles arranged under 
93 headings in alphabetical order. They are practically 
specimen answers to ‘‘ spotted’’ questions, largely 
compiled from standard textbooks and recent mono- 
graphs. The style is succinct and clear; the matter, 
with occasional exceptions, would be acceptable to 
orthodox examiners, though some might wish for more 
emphasis on the relation of anginal pain to effort, and 
some might wonder how it comes about that ‘ the 
smaller the dose of zinc protamine insulin the sooner it 
comes into action.” But on the whole the student 


whose own notes are incomplete will find these useful 


and reliable for last-minute revision. 
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WHAT'S IN THE NATIONAL 
~WHEATMEAL LOAF? 
WHEN the Medical Research Council drew up its 


second memorandum! on national flour in the spring of | 


1941 it offered the nation something new. Never 
before had knowledge been sufficient to select with 
confidence a loaf which would look and taste almost 
like white bread and yet contain such a large share of 
the best nourishment of the whole wheat grain. The 
Medical Research Council’s specification was definite, 
and if it had been adhered to and the new loaf had 
appeared simultaneously everywhere, uniform in 
character, attractive in appearance and easy to get, 
and if, just before and during its appearance, an 
earnest and urgent propaganda campaign had been 
undertaken, there can be no doubt that it would have 
found wide acceptance. At least all those people who 
could, be reached through their sense of duty to pro- 
mote their own health and that of otherg, or to protect 
the lives of our merchant seamen, would have 
responded. Many others would have tried the loaf 
through curiosity and if the loaf had been palatable 
would have continued to do a duty found not so 
unpleasant after all. 

- Unfortunately, the national wheatmeal loaf was 
not launched in this way. The millers did not 
‘produce the flour to any uniform specification, the 
bakers often baked it badly or not at all, and many 
retailers did not stock it and showed no interest when 
asked about it. The Government propaganda was 
feeble. Finally, on Aug. 27, 1941, the final blow was 
struck in one of the Statutory Rules and Orders of the 
Ministry of Food,? which gave the followjng definition. 


“ National wheatmeal ’’ means flour produced in the 


United Kingdom and consisting of 85% by weight of any 
of the products of the milling of clean wheat, provided 
that the remaining 15% of the products of that milling 
are the substances commercially known as fine wheatfeed 
and straight run bran; and includes any such flour to 
which has been added any substance authorised by the 
Minister to be an ingredient of national wheatmeal.”’ 


This definition makes no fine distinction as to selection 
of the most nutritious parts of the grain, and permits 
85% national wheatmeal to consist of white flour 
with added bran. A glance at the interior of the 
national wheatmeal loaf as, baked in some parts of 
the country suggests that this is indeed the case. 
The Medical Research Council, in making their 
definition of 85% national wheatmeal, chose two 
special safeguards ; the flour was to contain not less 
than one International Unit of vitamin B per gramme 
and less than 0-9% of fibre. These two criteria neatly 
set the limits within which the composition of the 
flour should fall. The first would prevent the flour 
being too white (too much refined) ; the second would 
exclude the coarse bran and prevent the flour from 
being too dark and containing too much roughagé. 
J: Lancet, 1941, 1, 703 


2. Emergency Power 
H.M. Stationery Office. 


(Defénce) Order, 1941, No. 1291, Food (Flour). 


This second criterion is the one which safeguards the 
interests of those who prefer the taste of white bread. 


It is the bran which contributes the high fibre content,- 


it is the bran whose taste is disliked by those who do 
not care for brown bread, and it is the bran which 
imparts the unpopular dark colour and coarse texture. 
Investigation of the national wheatmeal loaf, as now 
supplied, has shown that thé loaf which is disliked is 
the one of high fibre céntent. This loaf is becoming 
more and more the rule ; the national wheatmeal loaf 
is steadily deteriorating and consequently disappear- 
ing. The flour in such national wheatmeal loaves of 
poor quality is said mostly to come from the few 
large milling concerns whose representatives claimed 
that the Medical Research Council’s specification for 
85% flour would put too great a strain on the small 
miller. Actually, it seems, the small millers, whose 


voices are not heard, have made a more loyal effort 


in the country’s interests. | 

In this conflict between the national and individual 
interests the millers have thus won the day, and a 
golden opportunity of furthering the health of the . 
people has been lost. The situation of the national 
wheatmeal loaf after this defeat is now strategically 
bad but is it irremediable ? A good loaf, made to a 
strict specification and supported by wise propaganda, 
might still achieve victory. 


T.N.T. 


THE internal combustion engine and the high 
explosive, trinitrotoluene, belong to the category of 


‘doubtful benefits which scientific progress has given 


to the world, and the doubt is more than doubled when 
they come together in a bombing aeroplane. T.N.T. 
has gained great popularity as an explosive since it 
was first made in the laboratory by Hrpp in 1880 and 
since its adoption by the German military authorities 
in 1902. As a blasting powder in peace-time it was . 
used for its excellent properties of high stability as an 
explosive and low toxicity for human beings. It can 
be hammered or turned in a lathe without exploding, 
and from the pharmacological point of view the toxic 
and lethal doses are relatively enormous. Indeed 
Prosser WHITE ! in 1901 showed that dinitrobenzene 
was more poisonous to animals than trinitrotoluene, 
and he said that in some factories T.N.T. had been 
substituted for D.N.B. with great advantage to the 
health of the workers. This was the attitude towards 
T.N.T. up to the onset of the war of 1914-18, and 
paradoxically the “ safe ’’ properties of the explosive, 
because reliance was placed on them, led to a great 
deal of mischief in the form of poisonings and acci- 
dental explosions. In the peace-time manufacture and 
handling of T.N.T. little trouble is experienced but 
when war comes the demand for the explosive is enor- 
mous, many more workers are exposed to it, longer 
hours are worked, production is speeded up, new 
factories are built or adapted, and engineering and 
managerial skill becomes diluted. It is then that 
poisoning from T.N.T. becomes a major problem, as 
was well shown by our experience during the last war. 

The first fatality attributed to poisoning by T.N.T. 
was in February, 1915, and Lecce ? describes how at 
the autopsy he was struck by the jaundice of the 
sclerotics and skin resembling that seen in poisoning by 
1. Prosser White, R. Lancet, 1901, 2, 582, 769 


2. Legue, T. A Annual Report of Chief Inspector of Factories for 
ly p. e 
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aeroplane dope or tetrachlorethane. In the summer 
of 1915 other cases occurred and two more deaths 
were reported. Energetic steps were taken to in- 
vestigate the problem and to prevent cases of poison- 
ing. -The Medical Research Committee was asked to 
inquire into the toxicology of T.N.T. and in the mean- 
time LeceE had warned the factories, on the analogy 
of experience with the nitro derivatives of benzene, 
that T.N.T. might be absorbed through the skin or be 
‘inhaled as dust or fume, and he recommended that 
precautions be taken against both these modes of 
entry. Towards the end of 1915 it became necessary 
to obtain more information about the prevalence of 
T.N.T. poisoning and toxic jaundice became notifiable 
under section 73 of the Factory and Workshop Act, 
1901, although T.N.T. also sets up dermatitis, gastric 
symptoms, cyanosis (methemoglobinemia) and 
aplastic anemia. LEGGE explained that the jaundice 
of T.N.T. poisoning was -chosen because when a 
statutory notification of an industrial disease has to 
be made the doctor and the factory occupier usually 
need a definite symptom or sign to guide them. 
An attempt to notify all the forms of T.N.T. poisoning 
would medn that the figures would include nearly 
every T.N.T. worker seeking medical treatment for 
any complaint. The order for notification came into 


force on Jan. 1, 1916, and 181 cases of toxic jaundice- 


with 52 deaths were notified in that year, whereas in 
1917 there were 189 cases with 44 deaths. The greatest 
number of cases were observed towards the end of 
1916 and the beginning of 1917, after which the 


incidence of toxic jaundice and deaths fell rapidly. 


although many more workers were engaged in the 
manufacture of T.N.T. and in the shell-filling factories. 
-. Writing in war-time LrccE could not give the precise 
numbers of workers exposed to the risk of poisoning 
but he indicated that there were well over 50,000 so 
employed. In the meantime Moore,’ with his col- 
leagues WEBSTER and Wyov, had been carrying out 
in the laboratory and the field a brilliant series of 
researches which established the fact that T.N.T. made 
its way into the body more often through the skin than 
by way of the lung passages or the alimentary tract. 
Early in the inquiry WEBSTER t evolved a chemical 
method of determining the excretion of altered T.N.T. 
in the urihe (a modification of the test by INGHAM 5 
was published in our columns last week), and armed 
with this the investigators were able to test the efficacy 
of the preventive measures which were put into force. 
_ They also showed that the skins of different individuals 
had varying capacities for absorbing T.N.T. and let- 
ting it through into the blood-stream, and that workers 
who developed dermatitis rarely showed constitutional 
symptoms. The colour reaction obtained by 
Webster’s urine test is due not to T.N.T. itself but to 
a reduction product (2: 6 dinitro: 4: hydroxylamino- 
toluene) ; on excretion in the urine this is conjugated 
with glycuronic acid, which shares with the sulphonic 
esters the task of removing from the body in innocuous 
form a large numbet of poisonous substances which 
are either formed autogenously in the body or are 
introduced from without. Herbivorous animals show 
a greater tolerance than carnivora for T.N.T. and 
man with his mixed diet stands in an intermediate 
position. Some diets yield more glycuronates or 


4. Webster, T. A. Lancet, 1916, 2, 1029. 
5. Ingham, J. Ibid, 1941, 2, 554. 
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glycuronic esters than others and it seemed import- 
ant to provide for all workers on toxic nitro compounds 
a diet with a high yield of these substances—for 
example, fresh vegetables and fruit. Some resem- 
blance was noted between cettain manifestations of 
T.N.T. poisoning, such as purpura hæmorrhagica, and 
those of scurvy. It may be noted that in war-time 
supplies of fresh fruit are restricted. ` 

It would be interesting to know how many cases of 
T.N.T. poisoning there have been during the present 
war but no figures were given in the report of the 
Chief Inspector of Factories for 1940.6 Last week 
we published a description by R. M. Evans’ of seven 


cases of toxic jaundice due to T.N.T. in a shell-filling 


factory. Two of the cases ended fatally and in one 
of these the patient, who died from acute liver atrophy, 
had been in contact with explosives for only 3 weeks 
before the onset of the illness. The second death was 
from aplastic anemia which came on 9 weeks after 
an attack of toxic jaundice had abated. HILTON and 
SWANSTON ê in an article on the general aspects of 
poisoning by tetryl and trinitrotoluene mentioned 
that they have seen 3 (presumably recent) fatal cases of 
aplastic anemia in workers exposed to T.N.T. But 
we do not know whether the position as regards 
T.N.T. poisoning is better or worse than it was during 
the last war. Many are asking, as Epwarp VII 
asked about tuberculosis—‘‘If preventable, why 
not prevented ? ?” But the principles of prevention 
of poisoning by T.N.T. are well known and there 


can be little doubt that as far as is humanly possible 


they are being applied. In T.N.T. factories all 
workers are under close medical supervision and the 
engineers codperate to control the dust and fume. 
But as BRIDGE °? points out there is still no explanation 
why some people after a short period of exposure are 
poisoned by T.N.T. while others working under the 
ROBERTS,” in urging the 
need for selection of workers, says that those who are 
susceptible to T.N.T. may not be protected by even 
the most satisfactory working conditions and most 
careful supervision. He suggests that no-one under 
the age of 19 and no woman weighing less than 105 lb. 
should be allowed to come in contact with T.N.T., 
and that anyone with sweaty hands, a History of jaun- 
dice or the yellow sclerotics often seen in constipated. 
people should be rejected: He also urges attention 
to the workers’ habits of personal cleanliness—whether 
they sleep in underclothing that they wear at work, 
whether they bite their nails, or have long tapering 
ones. Moorz made some suggestions about the part 
played in. determining susceptibility by both diet and 
permeability of the skin, which can be tested-by rubbing 
in a measured quantity of T.N.T. and assessing by 
Webster’s test the amount absorbed and excreted in 
the urine. But, untila really reliable method of pre- 
employment selection is found whereby susceptible 
individuals can be kept away from T.N.T., cases of 
poisoning are to be expected in small numbers even 
if all other methods of prevention are rigorously 
applied. Meanwhile workers must not be sacrificed 
to the exigencies of output by being kept in the 
workrooms longer than‘is reasonable. 


6. H.M. Stationery Office. Pp. 24. 4d. 

7. Evans, R. M. Lancet, 1941, 2, 552. 

8. Hilton, J. and Swanston, C. N. Brit. med. J. 1941, 2, 509. 

9. Bridge, J. Ç. Annual Report of Chief Inspector of Factories for 


1940, p. 23. 
.10. Roberts, H. M. Brit. med, J. 1941, 2, 647. 
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TRAUMATIC DEAFNESS 


‘WHEN man learnt to make noises louder than nature 
intended his ears to bear traumatic deafness must have 
made its appearance, and gunfire deafness must have 
come in with guns, though the first cases reported, 
according to GOLDSTEIN, seem to have been those of 
SOLOMON ALBERTI of Nuremburg in 1591, when 
guns had been in use for some 200 years. The 
industrial revolution, and particularly the develop- 
ment of heavy industries during the present century, 
has added another form of traumatic deafness. Long 


_ exposure to the louder industrial noises produces 


temporary, or sometimes permanent, deafness in 
certain people—so-called boilermaker’s deafness. 
Between 1915 and 1930 most aircraft were.of the 
open-cockpit type and the pilot and passengers were 
exposed to the noise of the engine and air-screw and 
‘also the wind-rush. In this period otologists in 
various countries discussed a form of deafness which 
aviators developed as an occupational disease. All 
agreed that temporary deafness was almost the rule 
and that permanent deafness was reasonably common. 
The type of deafness was identical with that found in 
other noisy occupations, and in fact all forms of 
traumatic deafness where there is no gross demon- 
strable lesion of the drum, ossicles or bone are-of a 
similar type, varying only in severity. POLITZER ? 

described traumatic deafness as being of the nerve 
_ type, and’this view is supported by Kerrison.2 The 
differentiation from other forms of nerve deafness was 
first made by Bunca ‘ in an analysis of a number of 
audiometric tests. In senile deafness there is little 
loss of auditory acuity for tones up to about 512 
double cycles, but thereafter the acuity diminishes 
almost proportionately to the rise in frequency. 
Toxic deafness follows a somewhat similar, but usually 
more intense, pattern. Buncu found that the hearing 
in cases of traumatic deafness is fairly normal for 
frequencies up to 2048, after which there is an abrupt 
fall in the curve, maximal at 4096 double variations 
and improving at higher frequencies. A similar find- 
ing was recorded by FowLeErR,* who also formulated 
the generalisation that the medium-high frequencies 
are especially sensitive to insult from trauma or toxins. 
These observations indicate a lesion of the second half 
of the basal whorl of the cochlea, and confirmation 
came from an investigation of the microscopic 
anatomy by Crowe, GUILD and Potvoet,*® who 
discovered that there’ was atrophy of the organ of 
Corti at a level above the last 2 mm. of the basal turn. 
This region corresponds fairly exactly to the opening 
of the oval window and to the promontory on the 
inner wall of the middleear. In other words, that part 
of the cochlea nearest the external world and first 
receiving the auditory impulses suffers most damage. 


In attempting to avoid deafness due to noise, , 


blocking the external meatus has been advised and 
used for years. For the less intense and prolonged 
noises the method is reasonably successful. DICKSON 
and Ewrna’ have recently investigated various 


1. Golds pelh, M. A. Problems of the Deaf, St. Louis, 1933. 
2. Politzer, Diseases of the Ear, Philadelphia, 1926. 

3. Kerrison, ip, D. Diseases of the Ear, Philadelphia, 1930. 
4. Bunch, ©. ©. Arch. Otolaryng., Chicago, 1 1929, 9, 625; 


Laryn- 
goscope, St. Louis, 1937, 47, 615. 


. Fowler, E. P. Trans. Amer. otol. Soc. 1929, 19, 18 
â; Crowe, S. J., G uild, S. R. and Polvogt, L. M. utl. "Johns Hopk. 
Hosp. 1934, 54, 315. 
7. DiN BE. D. D. “and Ewing, A. W. G. J. Laryng. 1941, 56, 
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methods of protecting personnel engaged in flying 
modern aircraft or handling them on the ground. 
The noise with which they were concerned is very 
loud, lasts for a considerable time and is ‘subject to 
brief impulsive intensification. In addition to pro- 


tecting against these peculiar noise properties, the - 


method sought had to permit the reception of intellig- 
ible speech. As might be expected, the solution of so 
paradoxical a problem was not wholly satisfactory. 
Two forms of protective appliance were investigated 
—ear-plugs of various materials, and complete 
helmets. The chief function of the ear-plugs was to 
reduce air transmission through the middle ear, and 
of the helmets to insulate the bones of the skull and 
Com- 
bination was more effective than either method alone 
but proved’ unpractical because of the gross interfer- 
ence with the reception of speech. With both 
methods there was less protection against noise in the 


lower than in the higher frequencies, but it has already . 


been shown that the deafness occurs in the medium- 
high range where it causes the greatest handicap. 
Both plugs and helmet successfully delayed the onset. 
of aural fatigue but did not abolish it, and this is 
about as far ‘as it is yet possible to go. However, 
enough has been discovered to indicate that something 
can be done at least to mitigate one of the many 
disabilities resulting from war. More still might be 
done if these cases were followed up carefully. It 
would not be difficult to keep men deafened by aircraft 
noise under observation, to have audiograms done 
regularly, and to seize any opportunity that fatal 
accidents offered to secure the temporal bones. A 
few autopsy specimens, backed by a full history and 
investigation, might teach us much of the pathology 
of traumatic deafness and show the way to complete 
prophylaxis. 


MORE ABOUT PHAGE | 
THE principle of settitig a thief to catch a thief 
seemed likely to be applicable in therapeutics when 


first F. W. Twort and then p’HERELLE found 


twenty-five years ago that cultures of bacteria in the 
test-tube could mysteriously disappear and when 
subsequent work showed that many bacteria, patho- 
genic and non-pathogenic, were the prey of the 
propagable lytic substance now known as bacterio- 
phage. The nature of this substance is still in dispute. 
Most bacteriologists adhere to the view that phage 
belongs to the virus family, and that there is a multi- 
plicity of phage-viruses each specific for its own 
bacterial host rather than one omnivorous phage as 


D’HERELLE maintained. Others follow BORDET in | 


regarding phage as an autocatalytic enzyme derived 


from the bacterium itgelf, while others, like Lwow, 


believe in a gene origin, of phage. Whatever its 
nature, the therapeutist soon found that the promised 
panacea had once again eluded him, for in both 


experimental and clinical infections phage proved 
‘disappointing. The main reason for its failure was 


its inactivation by any protein or colloid with which it 
came in contact, although the use of non-specific 
phage-lysates of .weak potency was probably a con- 
tributory factor. Even in the test-tube a sufficient 
concentration of phage is required to lyse a bacterial 
culture. Eaton and Bayne-JoNnES! concluded. in 


1. Eaton D. and Bayne-Jones, S. J. Amer. med. Ass. 1934, 
103, 1769, 1847, 1934. 
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1934 that the field of phage-therapy was limited to 
surface infections, whether of skin or mucous mem- 
brane, such as pyodermias, urinary and intestinal 
infections, and both in America and on the Con- 
tinent phage still enjoys a certain popularity in the 
. treatment of such conditions as boils, cystitis and 
dysentery. The work done since 1934 has been 
‘ critically reviewed by KRUEGER and ScRIBNER,? who 
point out that there may be a variety of reasons other 
than direct lytic action on the pathogen for the 
apparently beneficial action of phage in both local 
and systemic infections. For example, intravenous 
injections of phage-lysates may, in virtue of their 
content of: broken-down protejn, stimulate a leucocy- 
tosis or produce the condition of protein shock which 
often helps to overcome a subacute infection. Phage- 
lysate certainly stimulates the formation of specific 
antibody to the infecting organism, as GREENWOOD, 
TorLEY and their co-workers* demonstrated in 
-mouse-typhoid. Sometimes, as in the case of: the 
staphylococcus, the phage denatures the bacterial 
protein, but any preformed toxin would still be pre- 
sent. More specifically, phage might attack the more 


susceptible infecting organisms, leaving a less 


susceptible but also less virulent variarit to be over- 
come by the host’s tissue, but GREENWOOD and 
Tortry found when using phage in attempts to 
control epidemics of mouse-typhoid that a natural 
variation of this kind hardly ever occurred. Applied 
locally, as in the treatment of boils, the beneficial 
effect of phage may again be due to a non-specific 
stimulus of the host’s defensive mechanism, for local 
applications of bacteria-free nutrient broth have been 
found to be equally effective. 

When these collateral effects are discounted, 


bacteriophage is still found to act specifically on- 


certain bacterial infections, provided it can be applied 
in sufficient concentration.. The diseases which hold 
out most promise of success are the local bowel 
infections—dysentery and cholera—and it is par- 
ticularly important just now to know what phage 
can de for these. 
prevention and treatment of cholera with phage has 
been done in India. Morison‘ has treated wells 
in certain districts of Assam with anticholera phage 
while other districts served as controls, and his results 
seem promising. In treatment Mortson’s fatality- 
rates in two large series were 22-6 and 21% for 
treated cases and 55-6 and 70% for controls, with 


a greatly diminished secondary case-rate in the 


families of treated cases. Pasricua and his colleagues,’ 
in a carefully controlled series of hospital cases, 
recorded only a slight difference in the fatality of 
phage-treated and untreated cholera, but among 
bacteriologically positive patients the fatality in the 
treated group was only 8:3% compared with 20-6% 
for the untreated. Thus, the evidence is favourable 
to the continued use of phage both in the prevention 
and treatment of cholera. In dysentery the position 
is more controversial. 
recommend phage-therapy without reservation and 
claim dramatic results. From Germany’ comes a 
2. Krueger, A. P. and Scribner, E. J. Ibid, 1941, 116, 2160, 2269. 
3. Greenwood, M., Hill, A. B., Topley, W. W. C. and Wilson, J. 
Spec. Rep. Ser. med. Res. Coun., Lond., 1936, no. 109. 
. Morison, J. Trans. It. Soc. trop. Med. Hyg. 1935, 28, 563. 
. Pasricha, C. L., de Monte, A. J. H. and O’Flynn, E. G. Indian 
med. Gaz. 1936, 71, 61 


. Compton, A. Brit. med. J. Aug. 23, 1941, p. 280. 
> Guthof, O. Dtsch. med. W schr. April 4, 1941, p. 375. 
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‘Sudetenland, Memel and Danzig. 


Enthusiasts like COMPTON *’ 
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report of the treatment of 32 soldiers suffering from a 
mild Flexner infection with disappearance of symp- 
toms in 2-4 days: 10 c.cm. of a dysentery polyphage 
was given in coffee after a preliminary. dose of 
0-5-1 g. of soda bicarbonate to protect the’ phage 
against the destructive action of the gastric juice. 
Others have claimed that dysentery phage can be 
used as a prophylactic in local outbreaks of the 
infection, and the war in the Middle East should 
provide an opportunity for testing the value of phage 
in dysentery under controlled conditions. But 
potent and specific lysates must be used if any success 
is to be obtained. a 
Phage has been used extensively in America for the 
treatment of local suppuration, and indeed ALBEE 
believed that the healing of chronic osteomyelitis by 
the Winnett Orr technique is largely due to spontan- 
eous or implanted phage-activity. Phage seems to 
have yielded good results in peritonitis and intestinal 
perforation but there it is likely to be superseded by 
the local application of sulphonamides. In systemic 


infections it has been applied principally to the treat- - 


ment of staphylococcal septicemia. In a recent 
series LONGAORE, ZAYTZEFF-JERN and MELENEY ° 
divided their cases into those treated with phage 
before and after 1936, when a more potent phage was - 
introduced. In the first group of 15 cases the 
fatality was 73-3% ; in the second group of 21 cases 
it was 28:5%. They gave frequent and increasing 
doses intravenously until the patient was getting 
50 c.cm. per day, and claimed that phage of high 
potency, given early and in adequate dosage, offers a 
good prognosis in this serious infection. KRUEGER 
and ScRIBNER are doubtful if the benefit reported in 
septicemic conditions can be due to a direct lytic 
action on the organisms in the blood-stream or 
tissues; yet the experimental work of ASHESHOV, 
WILson and Torrey °’ showed that antityphoid phage 
injected intravenously could inhibit infection in mice 
given a lethal dose of the organism intraperitoneally, 
though it did not cure an established infection. 
Other workers have confirmed these experimental 
results, which demonstrate that phage injected 
parenterally is not wholly inactivated by the host’s 
tissues. Thus, although phage-therapy is for the 
time being overshadowed by chemotherapy, it may 
yet prove a useful weapon. 


8. Longacre, A. B., Zaytzeff-Jern, H. and Meleney,.F. L. i 
Gynec. Obstet. 940° 70. Loe E PeR 
9. ARORO N., Wilson, J. and Topley, W. W, C. Lancet, 


GERMAN VITAL STATISTICS.—An official bulletin gives 
the number of marriages in Germany in 1940 as 715,400 
against 944,331 in 1939. The number of live births 
in 1940 was 1,644,752 and the birth-rate per 1000 inhabi- 
tants 20-4. In the territory of the old Reich the birth-rate 
dropped to 20, the balance being made up by Austria, 
It is estimated that as 
a result of the war 150,000 fewer children were bornin 1940. 
The number of deaths for 1940 was 36,450 more than in 
1939. The death-rate increased by 0-4 per thousand to 15. 
This increase is attributed to the cold spell in 1940. The 
most important causes of death were cardiac, diseases 
19-6%, cancer 16%, cerebral apoplexy 10-2%, pneumonia 
9%, tuberculosis 6-8%. The increase in deaths from tuber- 
culosis—2000 more than in 1939—is also ascribed to the 
cold spell. Infantile deaths were roughly 7500 more 
than in 1939.: The death rate per 1000 live births was 
65. The net increase in population amounted to roughly 
600,000. Some figures for the first quarter of the year 
1941 have already been cited (Lancet, Aug. 23, p. 235). 
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TOWN nee COUNTRY 


Tur evacuation of London school-children is now two. 


years old, and in the balance-sheet presented to the 
‘education committee of the London County Council on 
Nov. 5 the chairman was able to show a reasonable 
profit-and-loss account. What the children have missed 
in the way of formal education they have gained in 
mental and physical vigour and a new breadth of outlook. 
The constant ebb and ‘flow of children and teachers 
necessitates the frequent reorganisation of classes, and 
the scarcity of new entrants makes it difficult to maintain 
separate departments for juniors, seniors and infants. 
But if classes have a wider range, they are smaller than 
in London and there is more scope for individual study. 
At school the children may find their quarters cramped 
and the sanitary arrangements inadequate according to 
London standards, but good food, early bedtime and 
fresh air have improved their health, and the town 
children have a better attendance record than the local 
children and show more resistance to epidemics. If there 
is a shortage of school books and equipment, nature 
study and practical geography are attractive new lessons ; 
if the-gym, playground and swimming baths are small 
or non-existent, and if equipment for domestic science, 
art and crafts is lacking, the children have found new 
ploys such as milking, bee-keeping, poultry-keeping and, 
above all, gardening. To many it was news that peas, 
beans and cabbages have a history that goes beyond the 
greengrocer in Deptford High Street, but now the boy 
from Bermondsey brags about his ‘‘ sprarts ” and makes 
his plot an economic as well as a horticultural success. 

No-one can read the report without feeling admiration 


for the London teachers, who now often look after their 


young charges in and out of school hours and during the 
holidays. The closer relationship between teachers and 
children has been one of the gains of evacuation. The 
teachers are often leading rather lonely lives, isolatedfrom 
books, professional contacts and home ties; yet it is due 
to their enterprise that the children have sometimes been 
able to contribute to the life of the community, and school 
concerts and: displays of handiwork have been warmly 
welcomed by the country dwellers. But the country does 
not seem to have made many lasting converts. When 
the. rest of their family remains in town, it is enly natural 
that the children should return when they leave school, 
and in an inquiry among 1500 “leavers ” less than a 
quarter remained in the reception area, and of these very 
few were taking up farming or agricultural work. 


THE STICKINESS OF PLATELETS 

It is a classical observation that blood-platelets and 
white cells collect at the point of injury of a blood-vessel 
and there form a thrombus ; Osler remarked on the way 
platelets stick to foreign particles. But although 
methods have been described for estimating the adhesive- 
ness of white cells, no-one has tried to measure this 
property in platelets. Payling Wright has devised an 
ingenious method of following the changes in the sticki- 
ness of blood-platelets that are caused by the use of 
-Various anticoagulants, and incidentally she has sug- 
gested an explanation of the disappearance of platelets in 
-= stored blood. Specially shaped glass bulbs were used 
which had carefully ground apertures at either side; 
_ these apertures were sealed with coverslips held in place 
= with soft paraffin. Blood was collected in an oiled 
| syringe, mixed with dry anticoagulant in a waxed beaker, 
= and then transferred to the glass bulbs which were 
steadily rotated. by a motor. For control, some of the 
_ blood was put into a bulb coated on the inside with 
. soft paraffin. . The platelets were counted by a standard 
- method before the blood was put into the bulbs and then 


1. Payling Wright, H. J. Path. Bact. 1941, 53, 255. 
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at regular intervals afterwards. Finally the coverslips 
were detached, stained by Leishman’s method and 
examined. It was found that after 80 minutes the 
platelet count had fallen to between 60 and 20% of the 
original count; the final figure depended on the anti- 
coagulant used, but still more on the concentration of 
the anticoagulant. Oxalate, heparin, chlorazol pink, 
and chlorazol blue were tried. With a concentration 
that would just prevent clotting, the platelet count after 
80 minutes’ rotation fell‘to 20-25% of the initial count 
with all these anticoagulants ; but when concentrations 
of eight or more times minimal were used the final count 
in oxalated blood was about 60% of original and about 
45% with the other anticoagulants. In the control 
bulbs there was only a slight ‘fall in the platelet count. 
When the stained coverslips were examined, the missing 
platelets were found sticking to the glass, and it was 
noticed that at the higher anticoagulant concentrations 
the platelets tended to adhere only to the glass and not 
to each other. Payling Wright concludes that anti- 
coagulants reduce the stickness of platelets, possibly by 
reducing fibrin formation on their surfaces. The . 
disappearance of platelets in stored blood is due to their 
adherence to the walls of the storage bottles and not to 
disintegration, for had this happened clotting might well 
have been expected when the anticoagulant concentra- 
tion was minimal and the fall of the platelet count large ; 
but no clotting occurred. This technique can clearly be 
extended to pathological problems. Are the blood- 
platelets less sticky in purpuras? Can. “ thromb- 
asthenia ” be demonstrated ? Will the answers help us 
to decide between the orthodox school who think that the 
stickiness of blood-platelets assists the actual plugging of 
injured blood-vessels and those who hold that they only 
help to initiate clotting in the shed blood.? This method 
might also be used to seek materials, possibly plastics 
like Perspex, that platelets will not stick to and could be 
used for the collection of platelet-containing blood. — 


. TOO MUCH OF A GOOD THING 

NATURE has been none too bountiful with her supplies 
of the vitamins, as the widespread incidence of deficiency 
diseases shows. The possibility of overdosage, therefore, 
hardly arose before the interference of man led to the 
detection, isolation and finally synthesis of several of 
their number. After the synthesis of calciferol by the 
irradiation of ergosterol, the too energetic exhibition of 
this substance to infants and children led to several 
instances of undue calcification and occasional death.® 4 
Hypervitaminosis A has not yet been described in 
humans, although it can be produced experimentally in 
rats. Overdosage is more readily to be expected with 
these fat-soluble vitamins, which are not easily élimin- 
ated by the body, than with the water-soluble factors, 
excess of which is readily excreted in the urine. Never- 
theless, a large dose of a water-soluble vitamin might 
cause for a short time a high concentration in the blood 
and so possibly lead to untoward symptoms. This, for 
example, is true of nicotinic acid. Doses of more than 
50 mg. by mouth or 10 mg. intravenously may produce 
flushing and irritation of the skin, and occasionally 
gastrointestinal symptoms. These effects are trans- 
itory ; the concentration of the vitamin in the blood 
rapidly falls as the excess, which is not metabolised or 
stored, is excreted by the kidneys. Whether large doses 
of the other water-soluble factors produce undesirable 
reactions is not certain. It has been suggested that 
intense treatment with vitamin B, may give rise to symp- 
toms akin to those of herpes zoster—intense irritation of 
the skin and a burning pain in peripheral nerve areas.’ 
. See Lancet, May 3, 1941, p. 574 
. Hess, A. F., Lewis, J. M., and Rivkin, H. J. Amer. med. Ass. 

1930, 94, 1885. 4. Harris, L. J. Lancet, 1932, 1, 1031. ` 
. Takahashi, Sect Kawakimi and Kitasato, Sci. Pap. Inst. 
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In all these instances excessive intake produces—or is 
said to produce—changes which are related to the known 
action of the factor concerned as indicated by the effects 
seen in deficiency. This was first shown with hyper- 
vitaminosis D, which gave rise to an increase in the 
blood level of phosphate and calcium with consequent 
calcification.4 Excess of nicotinic acid affects the skin 
and occasionally the gastrointestinal tract, and excess of 
vitamin B, is reported to affect the nerves. A novel 
aspect of hypervitaminosis, however, has recently been 
studied by Loewenthal of Basle. He suggests that large 
amounts of ascorbic acid, which are excreted by the 
kidney, might produce changes in the urine conducive 
to the formation of urinary calculi. Loewenthal 
ingested 1 or 2 g. of the vitamin daily for five weeks and 
‘ carried out several types of investigation—some rather 
unusual—on the urine before and during this period. 
The effect of the vitamin was to produce an increase in 
the titratable acidity of the urine, an increase in the 
turbidity and a change in the gold-sol reaction (a test 
usually applied to the C.S.F.). He does not profess to 
be able to explain the exact nature of these last two 
` changes but interprets them simply as indicating an 
alteration in the “ protective colloids” of the urine 
This, together with the increased acidity, are assumed to 
imply a greater tendency to the formation of urinary 
calculi. These tentative conclusions will require a great 
deal of confirmation and elaboration. But even if true, 
they will certainly not deter us from the appropriate and 
adequate treatment of suspected deficiency of vitamin C. 
The daily requirements of the vitamin are probably 
about 50 mg. and even a case of severe scurvy will be 
cured by the administration of 1 g. daily for a week or 
two. Doses such as those taken by Loewenthal are thus 
rarely if ever required. Moreover, the fact that un- 
necessarily large overdoses of vitamin D produce toxic 
symptoms has not interfered with the cure or prevention 
of rickets by the intelligent use of this substance. 

‘The. danger of hypervitaminosis in ordinary conditions 
of therapy or prophylaxis is often exaggerated, but its 
existence may at least serve the useful purpose of direct- 
ing attention to the quantitative aspect of vitamin 
dosage. There is a tendency to order a convenient 
preparation without thinking of the amount of the 
vitamin really desired. The possibility of overdosage, 
and incidentally a great deal of waste of precious nutri- 
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tional. material, will be avoided when vitamins are. 


prescribed in units or milligrammes or in human “ daily 
shares ’’ and not as so many capsules or tablets. 


MANIFESTATIONS OF ENDEMIC FLUOROSIS 
SuRvEYs in America® and in England? have shown 


that in children the mottled enamel of mild endemic: 


fluorosis is associated with a greater than average 
resistance to dental caries, and that the toxic action of 
fluorine tends to affect those whose general nutrition is 
poor. In other parts of the body fluorine may exert an 
indirect action. Young and his colleagues # pointed out 
that in the etiology of endemic goitre the absolute iodine 
content of the water and soil is not the only factor and 
that something else determines the availability of the 
iodine to meet human and animal needs. In at least 
one area of this country, among people living under 
conditions of low iodine intake Wilson ?° has established 
a relationship between the distribution of goitre, of 
fluorine in rock and of mottled enamel. In the locomotor 
system fluorosis especially attacks tissues rich in calcium. 
Roholm described the pathological calcification of 
tendons, ligaments and fasciæ, and the formation of 
osteophytes among cryolite workers absorbing large 
8. Loewenthal, M. Schweiz. med. Wschr. 1941, 71, 761. 
9. Dean, H.T., Jay, P., Arnold, F. A. Jun. and Elvove, E. Publ. HUR 
Rep. Wash. 1941, 56, 761. 
10. Wilson, D. O. Lancet, 1941, 1, 211, 375. 
11. Spec. kep Ser. med. Res. Coun. Lond. No. 217, 1936.. 
12. Roholm, K. Fluorine Intoxication, London, 1937. , 
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amounts of fluorine. In endemic human fluorosis, bone 
changes were first detected by Shortt and others among 
communities in South India, and subsequently Pundit 
and his colleagues,“ by comparative dietary surveys 
among these same people, showed that the incidence of 
bone deformity bore a definite relation to the economic 
and -nutritional state of the communities concerned, 
indicating again that the toxicity of fluorine is made more 
evident by a “‘poor’’ diet. Recently Ockerse in South 
Africa has described bone changes among villagers in the 
Pretoria district using borehole water containing over 
11 parts per million of fluorine. Clinical symptoms 
include stiffness of the spine in the lumbar, thoracic and 
cervical regions, and pain and stiffness around the joints 
of the arms and legs and lumbar regions. The radio- 
grams of an advanced case show ossification with inoreas- 
ing density of bone and calcification of the lumbar and 
thoracic vertebre and attachments; osteophytic out- 
growths and periosteal deposits are also present along the 
radius and ulna and around the elbow-joint and margins 
of the ribs. The clinical picture is similar to that of the 
most severe cases in South India. Fluorine, then, has a 
claim to be one of the trace elements necessary for nutri- 
tion, but its intake must be carefully limited. and 
balanced with adequate iodine and the other factors 
influencing ossification. Unfortunately we have a long 
way to go before we can decide what the optimum intake 
of fluorine is and can ensure that everyone gets it. 


STETHOSCOPES OLD AND NEW | 

SINCE that day in 1816 when Laennec took a quire of 
paper, rolled it up to form a tube and applied it to the 
chest of a corpulent young woman, the art of auscultation 
has been developed to a fine degree. Although “ imme- 
diate ” auscultation seems to have been practised by 
Hippocrates and Harvey, medical men were slow to 
appreciate the significance of the heart sounds. Indeed 
Parisanus (1663), a physician of Venice, rejected Harvey’s 
observations with the words ‘‘ Nor we, poor deafs, nor 
any other doctor in Venice can hear them, but happy is 
he who can hear them in London.” The great Corvisart, 
nearly two hundred years later, referring to the heart 
sounds, wrote “I have never had an opportunity, I 
repeat it, of ascertaining the unquestionably rare observa- 
tions ; I have barely heard these strokes by applying my 
ear close to the patient’s chest.” Both statements, in 
their obtuseness, recall Sir James Mackenzie’s words on 
another aspect of cardiac examination. ‘‘ Indeed I am 
doubtful,” he wrote in 1920, “if an X-ray examination of 
the heart has ever thrown the slightest light on any cardiac 
condition.” From the roll of paper to the perforated 
wooden cylinder was Laennec’s next step, while Piorry’s 
modifications and his addition of ear piece and chest 
piece in 1828 resulted in what is essentially the monaural 
stethoscope of recent times. Williams probably described 
the first binaural model about: 1843 while Cammann 
replaced the lead tubes by flexible ones in 1855. Thus, 
briefly, was evolved the modern binaural stethoscope. 

The chest piece in all these models was funnel or 
trumpet shaped. In the phonendoscope, invented by 
Bianchi in 1894, a diaphragm chest piece with a rigid 
membrane was first used. The combined bell and 
diaphragm chest piece of the latest models seem satis- 
factorily to cover the acoustic ranges necessary for 
clinical examination of the heart and lungs. In a recent 
study of the laws governing auscultation Rappaport and 
Sprague 1 of Boston point out that the bell chest piece 
when applied to the patient’s chest functions in reality 
as a diaphragm chest.piece. The skin enclosed by the 
lip of the bell acts as a diaphragm, while the subcutaneous 


13. Shortt, H. E., McRobert, G. R., Barnard, T. W. and Nayar, 
A. S. M. Ind. J. med. Res. 1937, 25, 5538. Sia 

14. Pundit, C. G., Raghavachari, T. N. S., Subba Rao, D. and 

15. Ockerse, T. S. Afr. med. J. 1941, 15, 261. 

16. Rappaport, M. B. and Sprague, H. B, Amer. Heart J.1941, 21, 257. 
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tissue becomes a damping medium. The larger the 
‘diameter of the bell chest piece the better its response 
to low-pitched sounds. This is accomplished at the 
expense of high-frequency components. By increasing 
the pressure of the bell chest piece on the patient’s chest 
one is able to increase the natural peried of the skin 
diaphragm and thereby attentuate the lower-pitched 
components. Higher-pitched sounds. are then accen- 
tuated as a result of the decreased masking effect. Thus 
loud first and second sounds, and a loud systolic murmur 
of fairly low pitch are damped down, while a high-pitched 
diastolic murmur will stand out better. When the 
pressure on the chest piece is reduced, low-pitched 
murmurs, third heart sounds and gallop rhythms may be 
elicited more readily. The diaphragm type of chest 
piece is especially useful in detecting faint, high-pitched 
sounds, such as the diastolic murmur of aortic incom- 
petence and the ‘ bronchial” respiratory sounds. If 
the diaphragm is too thick, however, there is a general 
reduction of sound intensity. Rappaport and Sprague 
found that the optimum diameter of the bell chest ae 
is 1 in. and that of a bakelite diaphragm 14 in.; the 
thickness of the latter should be about 0-015 in. The 
smaller the diameter of the bell the higher the pitch of 
the sounds. They think that the bell should not be con- 
sidered primarily as an accumulator but rather as a 
microphone or telephone receiver. Finally, as many 
students may have suspected when they began clinical 
work, they find the length and calibre of the rubber 
tubing important. They show that the pressure varia- 
tions at the ear, produced by the motion of the skin or 
bakelite diaphragm, are inversely proportional to the 
internal volume of the stethoscope. It follows, there- 
- fore, that the tubing should be as short as possible and 
the calibre as small as possible. The wall of the tubing 
should be sufficiently rigid to prevent any wall motion, 
for that would reduce the effective pressure variations 
transmitted to the observer’s ear. Here they differ 
from Johnston and Kline,” but the latter reached their 
conclusions as a result of experiments on the human 
cadaver with a mechanical ear. 


SWEAT-GLANDS IN THE DOG 


ANOTHER illusion has been shattered, though not 
apparently for the first time. Speed,!8 of Edinburgh, 
who has taken the trouble to fix pieces of dog skin in 
formol and make microscopic sections, has found sweat- 
glands in them. He makes no claim to a spécial 
technique; he has simply followed the biblical injunction 

.to seek. From his fairly comprehensive summary of 
previous literature it appears that others have done the 
same and have not always been rewarded. Nevertheless, 
eight investigators are quoted who have described the 
glands at various times during the last 75 years. They 
differ in their estimates of incidence. and distribution and 
in the way the glands communicate with the surface. 
Speed says that in the hairy parts the glands open into 
dilatations of the hair follicles: between the opening of the 
sebaceous glands and the skin surface. They are numer- 
ous on the skin of the lips, head, back, thorax, shoulders 
and thighs, but few over the abdomen and groin. They 
-are absent on the hairless skin of the muzzle, on the 

' scrotum and on the perineum. The sweat-glands of the 
pads of the feet are easily seen because of the absence of 
the hair follicles, and, unlike the others, are coiled. Thus 
perishes the fallacy that the dog pants because he cannot 
sweat over the general surface of his body. Neverthe- 
less, he does pant, and no microtome can strip him of this 
well-known singularity. - Perhaps he keeps a large part 
of his ‘‘ evaporation reserve ” in the surface of his 4 tongue 
and upper respiratory tract, in which case his equipment 

for making use of the latent heat of evaporation of water 


— 


— -1 ee ee 


17. Johnston, F. D. and ener C. Arch. intern, Med. 1940, 65, 328; 
see Lancet, 1940, 1, 557. 
18, Speed, J. G. Vet. J. i941, 97, 252. 
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seems to be more varied than that of man. No doubt 

other investigators will pursue the matter further to see 
whether this advantage is shared -by breeds other than 
the half-dozen, tested by Speed. It would be interesting 
to know how effective the sweating is. The fact that no 
visible moisture appears argues efficient vaporisation. 
The probability that a relatively stagnant atmosphere 
saturated with water vapour is enmeshed in the hairs 
suggests the reverse. 


REPAIR OF THE PERINEUM UNDER LOCAL 
ANAESTHESIA 

ATTENTION was drawn last week (p. 569) to the use of 
local anæsthesia in normal pelvic. delivery, and in minor 
obstetric procedures such as episiotomy and the applica- 
tion of low forceps. Local anesthesia should also have 
a place in domiciliary midwifery in the suture of perinzal 
lacerations. Williams? points out, very rightly, that 
all perinzal tears, however trifling, should be sutured 
immediately after delivery. In the patient’s home this ~ 
means that a second doctor has to be Summoned to give 
an anesthetic; otherwise the tear is neglected. or 
inadequately united, either without anesthesia or under 
anesthesia administered by the accoucheur himself—a 
procedure which leads to carelessness in asepsis and lack 
of proper supervision of the anesthetic. Local 
anesthesia overcomes these difficulties and the technique 
is simple. No special instruments are necessary and the 
only requisite is some form of support to control the 
patient in the lithotomy position. The left lateral 
position is unsuitable in that it tends to approximate the 
torn edges of the wound and so mask the extent and 
complexity of the area of operation. To ensure an ` 
optimum position, the patient’s coöperation must be 
obtained and the nervous patient is unsuitable for this 
type of anesthesia. An ordinary 10 c.cm. record syringe 
is used with fine hypodermic and long serum needles. 
The solution Williams recommends is 1% procaine, 
without the addition of adrenaline. The skin edges of 
the tear, deeper structures and muscles are infiltrated 
generously, but not so as to balloon them unnecessarily. 
No. 2 non-chromicised or chromicised catgut and a 
sharp curved cutting needle are recommended : a needle 
holder is a useful accessory, but not essential. The area 
of operation is properly isolated with towels and gently 
swabbed over with an antiseptic solution such as Dettol. 
The tear is carefully explored to ascertain its extent, but 
no matter how severe it may be it will be suitable for 
suture under local anesthesia. It must not be forgotten 
that a small skin tear may indicate serious deep vaginal 
lacerations running high up towards the vaginal vault, 
hence the importance of a preliminary survey before 
starting suturing. For inspection a portable headlamp 
allows the operator to move about freely and does away 
with the need for an assistant to illuminate the site of 
operation. ` When the repair is complete a finger is 
inserted into the rectum to assess the power of the anal 
sphincter and the anatomy of the perinsal body; this 
will also exclude the unlikely possibility of a suture 
having transfixed the mucous membrane of the rectum. 
Should this last disaster be found the whole wound must 
be taken down and resutured, as such a stitch may 
actually lead to infection and might predispose to a 
subsequent fistula. Neal Smith? has reported on the 


successful suture of 17 unselected cases of perineal 


laceration, ranging from a small first-degree to a serious 
perineal tear. Some were hospital and some district 
cases and all healed by first. intention without any 
complication. The technique used was exactly similar 
to that of Williams, except that 2% procaine was used 
instead of 1%. It is probably always an advantage to 
use more of a weak solution in local infiltration 
anesthesia than less of a strong solution, the ideal 


. 1. Williams, B. . Post- grad. med. J. July, erat - 117. 
2. Smith, D. J. N. J. Obstel. Gynec. 1941,4 8, 610. 
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being 4 or.1% procaine. Smith like Williams urges 
the importance of early operation and notes that 
expedition enhances the efficacy of the anzsthesia. 
The advantages of local anesthesia for suture of perineal 
tears have long been recognised by a few obstetricians, 
but for some reasons any operation performed under a 
local or regional anesthetic tends to be unpopular in 
this country both in the minds of the lay and the pro- 
-fessional concerned. This is an unfortunate attitude 
that should’ if possible be overcome. Inhalation 
anesthesia in the mother at or after delivery is always 
fraught with some small riek and this especially in 
cases complicated by cardiac, pulmonary or other 
intercurrent diseases, notably toxemia. -In these cases 
it is much to be recommended that the small extra 
trouble of using a local anesthesia be cheerfully under- 
taken by the operator, who after all is more con- 
cerned with the patient’s safety than his own time 
and convenience. 


SIR ARTHUR HILL, F.R.S. 
THE ‘tragic death from a riding accident on Nov. 3 of 
Sir Arthur Hill has removed at the age of 66 years one 
_ who was still full of vigour and the zest of life. He had 


been director of the Royal Botanic Gardens at Kew for 


the past nineteen years where he had succeeded Sir David 
Prain. He had a keen artistic appreciation of the 
beauties of the gardens which he did much to preserve 
and enhance. During his directorship the extensive 
addition to the herbarium was erected and the north 
gallery was restored ‘to its original condition. Hill’s 
scientific interests centred chiefly in plant morphology 
and he took an especial interest in modes of germination 
and specialised types of seedling structure. His contri- 
butions to systematic botany included publications of the 
taxonomy of various genera of which the extensive and 
medicinally important genus strychnos was one. He also 
edited the supplements to the ‘‘ Index Kewensis,”’ the 
Kew Bulletin, the Botanical Magazine and the “ Icones 
Plantarum.” Hill had travelled widely both in con- 
nexion with his work and for pleasure and he was a genial 
and sympathetic companion. He was endued with a 
strong sense of esprit de corps and cherished a deep 
affection for Marlborough and King’s College, Cambridge, 
where he was educated, while le regularly attended 
meetings of such bodies as the Royal Society Dining Club 
of which he-was a member. He will be remembered by 
many for his kindly acts—he was of those who delighted 
to do good by stealth. 


DARK LANTERN ON RHEUMATISM 

THE typical picture of rheumatic fever is sufficiently 
distinct from that of rheumatoid arthritis for there to be 
little confusion, but every clinician can remember cases 
where only the passage of time and the development of 
the characteristic sequel enabled him to make a certain 
diagnosis. In the age-groups where they overlap the 
two diseases come to resemble each other more closely ; 
the disease process, too, is of similar type, and thus the 
nature of the relationship between the two has always 
excited speculation and conjecture. There are three 
main theories: first, the characteristically English view 
that the diseases are etiologically distinct and that the 
occasional occurrence of destructive joint changes and 


heart damage in the same patient is merely coincidental ; _ 


secondly, as authorities in New York! maintain, that the 
two diseases are «tiologically related and may be mani- 
festations of the same agent in differently reacting types ; 
thirdly, a German view, that there are two types of 
rheumatoid arthritis, one primary and the other second- 
ary to rheumatic fever. A recent study from the Mayo 
Clinic might be expected to throw new light on this 
problem. Autopsies were made on 25 cases of chronic 


l. DarK onSiORA A. M. and Rosenberg, E. E. 1941, Arch. intern. Med. 
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infectious arthritis whose clinical records had been ade- 
quately reviewed by a member of the arthritis unit under 
the able leadership of Dr. Phil Hench.2 The disease had 
been present for an average of 7 years, the periods ranging 
from 3} months to 30 years. The new light has, how- 
ever, a8 so often happens, merely shown up several dark 
corners. Of these 25 hearts, 14 (56%) showed lesions 
indistinguishable from those of rheumatic fever ; a result 
on which Hench wisely refuses to comment except in a 
non-committal way. He believes that these cases 
represent the presence of two coincidental diseases ; but 
it is a curious distribution since only about 5% of routine 
post-mortem studies at that centre show evidence of 
rheumatic fever. As Hench says, additional: observa- 
tions, both clinical and pathological, must be made on 
many other cases before final appraisal can be attempted. 
Too often the problems of chronic disease are shelved, like 
the sufferers themselves, as ‘‘ lacking clinical interest.” 


INSULIN IN THE TREATMENT OF G.P.I. 

A. M. San Martin describes what he claims to be a new 
treatment for general paralysis of the insane by means of 
insulin in addition to antisyphilitics.? A woman was 
referred to him in whom antisyphilitjc treatment and 
malaria had failed to bring about any improvement. It 
was decided to try pyretic treatment by means of 
vaccine, but first, because the patient was in wretched 
general condition, to give her a high-carbohydrate diet 
and insulin to improve her nutrition. After she had been 
treated in this way for a few days it was observed that 
not only her physical but her mental state also was im- 


_proved. The treatment was continued and in addition 


acetarsol was given; in three months’ time the patient 
was able to leave hospital apparently cured. Encouraged 
by this unexpected success, San Martin has tried a similar 
method in 9 more cases, combining insulin with bismuth 
or an arsphenamine preparation. All were patients in 
whom malarial therapy. had failed. In 7 there was 
striking improvement, 4 being clinically cured; the 
remaining 2 patients died. In the first case small doses 


-of insulin were given with care to avoid hypoglycemia ; 


in the remaining 9 hypoglycw#miac doses were given, as 
for schizophrenia, daily for about 10 days. Anti- 


- syphilitics were then begun, and the insulin continued 


except on the days when the patient received an injection 
of bismuth or arsphenamine. It is not stated how long 
treatment went on. Other workers have been using 
leptazol convulsions or electric-shock therapy in G.P.I.* 
In these convulsive therapy was adopted because mental 
improvement had not resulted from the usual forms of 
antisyphilitic treatment. A distinction must therefore 
be made between treatment aimed at eliminating 
syphilitic infection (and thus preventing further progress 
of the disease) and treatment aimed at ameliorating the 
symptoms which persist after the infection has “been 
eliminated. It has long been recognised that schizo- 
phrenic and other psychotic syndromes sometimes occur 
in the course of G.P.I. Some of these may be merely 
associated psychoses; others have probably been 
produced by the syphilitic lesions themselves. The 
mental improvement. obtained in some schizophrenic 
patients by prefrontal leucotomy suggests that the 
frontal lobes may play an important part in the symptom- 
atology of schizophrenia. Since the lesions produced 
by neurosyphilis often affect the frontal lobes, ‘it is 
possible that schizophrenic changes may be induced by 
these lesions. Thus, once the syphilitic’ infection has 
been arrested, forms of therapy which have been success- 
ful in schizophrenia might be expected to succeed in these 
organically produced schizophrenics. But, it must not 
therefore be assumed that any such new forms of treat- 
ment can be a substitute for antisyphilitic remedies. 


2. Hench, P. S. 1941, Proc. arty ie Clin, 16, 237. 


3. Rev. méd. Chile, 1941, 
4. E.g. Kenyon, V. B. and "Rapaport, D.J. ment: nerv. as August, 
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THOUGHTS ON A STATE MEDICAL SERVICE 


A. G. G. THOMPSON, M.D. CAMB., D.P.H. 
MEDICAL OFFICER OF HEALTH FOR LAMBETH 


` 


MEDICAL planning for the postwar era cannot avoid 
grava mistakes if the broad conditions of life likely to 
obtain then are not faced at the outset. Two main 
assumptions are made here which while sweeping in 
character may not in the time to come be so far fetched 
as they now appear. | j 

irst, it can be safely assumed that the more even 
distribution of the national wealth which is rapidly 
taking place will after the war eliminate the richest 
classes in the community. To have a net income to 
spend of £10,000 a year under the present taxation means 
the possession of a gross income approaching the quarter 
of a million. For a long time to come taxation is not 
likely to be reduced and to maintain the purchasing value 
of the saving certificates and war bonds now accumu- 
lating will need hard work and hard living for all. There 


will be too little money available for much to reach. 


voluntary organisations, and the income from charitable 
sources which has in the past supported the great 


voluntary hospitals may be reduced to vanishing point. ` 


There will also be much less money for the non-panel 
general practitioners and still less for the consultant. 
These will no doubt remember the lean years from 1930. 
Next, there seems every chance that the income of the 
wagé-earner will depend not only on the trade-union or 
other rate of.pay applicable to his job but also on some 
system. of family allowances. At present only the wage- 


earner is entitled to the benefits of national health 


insurance but the net is ever being cast wider and the 
logical outcome is for the entire family of the wage-earner 
to be covered by insurance. If the head of the family 
receives allowances from the state it is no more than 
common sense that the state should make sure that the 
farnily gets the benefit, and how better than by compul- 
sory health insurance ? 

* With these two assumptions in mind the outlook of the 
medical service serving the postwar community will have 
to be far different from what it was in pre-war days. 
Willy nilly we must expect the voluntary hospital as well 
as other voluntary health organisations to disappear, or 
at any rate to undergo a revolutionary change from their 
present position, and must also expect the bulk of the 
patients who now attend the voluntary hospital or call 
in the general practitioner to be covered by compulsory 
health insurance. The future is likely therefore to hold 
in store a state medical service which will embrace a great 
majority of the community if not almost the whole of it. 


A REAL FAMILY DOCTOR 


Bearing in mind—what is sometimes overlooked—that 
the medical service is for the benefit of the citizen and not 
for the benefit of the medical profession, is it too optimis- 
tic to think of the future insurance practitioner being in 
charge of say not more than 1000 families instead of not 
more than 3000 individuals ? Instead of the wage-earner 
going to his ‘‘ insurance doctor,” his wife calling in some 
other medical man, and his children seeing a welfare- 
clinic doctor, the school doctor or a doctor at the local 
voluntary hospital, the entire family as one unit may well 
be under the care of one medical man. It would ad- 
mittedly be a big job for that man, but behind him in this 
imagined state service there would be consultants from 
the state hospitals -with all ancillary services. The state 
hospital for the district .would be surrounded by the 
satellite special institutions for infectious disease, tuber- 
culosis, maternity and mental cases, and among them 
would be the ‘‘ aftercare’’ and convalescent home, where 
a period of real convalescence free from all fear of want 
for the dependent family would put the wage-earner 
firmly on his feet before he was discharged to face again 
the struggle of life. 

This “ family doctor ”? would be a real one, not one in 
name only, and he would have to assist him an almoner, 
a health visitor and a public-assistance officer, working 
as a team to decide the help needed by all or any members 
of a family to regain and maintain health. A consulting- 


room for each family doctor would be provided in the 
local health centre, where special clinics would be in- 
stalled such as dentist, oculist, chiropodist, antenatal, 
tuberculosis and soon. The qualifying curriculum of the 
medical student would need drastic revision, with far 
greater training in the maintenance of health and a 
corresponding reduction in the vast amount of scientific 
and clinical information which he is now asked to 
memorise largely for examination purposes. There must 
of course be compulsory postgraduate training for all, with 
facilities for research work and training in particular 
subjects for the future consultants and specialists. 


ORGANISATION. 


The state medical service must be decentralised to the 
highest possible degree, to ensure that its life is not 
crushed out by the administration. One can picture a 
ministry of health of moderate dimensions to implement 
the policy of the state and exercise a genéral but not a 
detailed control over a number of regions. These 
regions in turn would supervise the individual districts 
and coodrdinate the activities of each with others within 
the region. Some of the special hospitals, for example, 
might well serve more than one district. Holiday camps 
and convalescent or aftercare homes also seem to fit 
into the province of the regional staff. The districts 
should be as far as possible autonomous within their 
broad boundaries. Their size must be governed by 
considerations of geography as well as population, but 
they would be of an extent compatible with efficiency and 
economy, each including not more say than 250,000 
people or an area greater than a hundred square miles, but 
depending more on travel-time than distance. The pay 
and service conditions of the medioal staff would be 
graduated with increments for years of service and higher 
pay for the more responsible positions, promotion to 
which would be gained by combined examination and 
reports of superiors. Pensions, allowances and so on 
might be based on the conditions of medical service in 
the Forces. Russia has evolved a national medical 
service and no doubt we could learn from her experience 
and profit from her mistakes. | 

The position of the local authorities in such a national 
service would require careful consideration, but if 
districts were of the size suggested the present local 


-authorities would be superseded. The maternity and 


child-welfare and school medical services would disappear, 

together with much of the activity of public assistance, 

district nursing and voluntary organisations such as the 

C.O.S., I.C.A.A., C.C.H.F., and many others. The out- 

patient departments of hospitals would be almost en- 

tirely emptied, and, with the increasing supervision of 
the family by the ‘‘ family doctor ” and the support given 
by convalescent homes and aftercare, many chronic cases 
would be prevented and the number of hospital beds for 

all but acute cases might in time be greatly reduced. In 
fact the success of the family doctors in a district could be 

readily gauged from the number of hospital beds which 
had to be maintained. The opportunities for research 
would be immensely enlarged, and if doctors could be 

persuaded to keep a careful history of each member of 
every insured family light would be thrown on the earliest 
stage of disease of all kinds. 


* * x 


A state medical service such as here outlined would 
unify many efforts at present overlapping and conflicting, 
but could the many interests concerned be persuaded 
that it would be for the benefit of the community ? 


COST oF LIVING IN GERMANY.—According to the 
official index for the cost of living in Germany (Dtsch. 
med. Wschr. Sept. 26, 1941, p. 1074) during July the 
prices of goods in daily demand were 1:5% higher than 
in June. This increase is attributed to seasonal in- 
fiuences. The figure for the total cost of living in July 
was 136-1 (taking the cost in 1913-14 as 100) as against 
134-1 for June. The figure for food rose from 130-6 in 
June to 134-2 in July—an increase of 2:8%. This was 
ascribed to the more general use of new potatoes which 
were of course dearer than the old ones. The price of 
other fresh vegetables also increased. The cost of 
clothing rose from 158-1 in June to 158-7 in July—an 


increase of 0:4%. 
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. PORTS OF ENTRY IN POLIOMYELITIS 


__ ‘THE opening of the poliomyelitis season is a reminder 
that recent experimental work, particularly in the 
United States, has helped to narrow down the problems 
relating to the transit of the virus to the central nervous 
system. Fairbrother and Hurst, in 1929, demonstrated 
that the virus of poliomyelitis spreads. along the axis- 
cylinders, involving different tracts in the brain serially, 
and their important work has since been expanded and 
modified. In their monkeys the nervous system was 
infected by way of the olfactory tract after intranasal 
inoculation ; from this the idea has taken root in many 
quarters that infection in man adopts the same path. 
Bodian and Howe, among others, have confirmed that the 
axis-cylinders are the lines of communication of the 
virus, but they have made it clear that ports of entry 
other than the nasal mucosa should be considered. 
Some of their evidence has been derived from the study 
of arrested and non-paralytic examples in experimentally 
infected animals. Cases of these sorts unquestionably 
occur in man but their pathological anatomy naturally 
evades investigation. Bodian and Howe describe 
changes in 2 chimpanzees and 3 rhesus monkeys which, 
after administration of the virus, showed spontaneous 
arrest of the infection with a corresponding limitation of 
inflammation to foci within the central.nervous system. 
Their first chimpanzee, after being inoculated in the 
mouth with a virus suspension, developed, a month later, 
a febrile reaction lasting 24 hours. This was accom- 
panied by a pleocytosis in the lumbar spinal fluid and 
was followed a day later by a mild and transient left 
facial paralysis. When the chimpanzee was killed four 
days after this, the inflammatory reaction was found to 
be limited to the gasserian ganglia and to foci in the 
medulla oblongata and cervical cord including the 
trigeminal centres and left facial nucleus. Thus the 
disease had apparently been arrested before the charac- 
teristic distribution of the inflammatory changes was 
complete. The second chimpanzee received an intra- 
. nasal inoculation of the virus and died about a week 
later of pulmonary tuberculosis, without displaying any 
clinical signs of poliomyelitis ; but microscopic changes 
charactetistic of poliomyelitis were 
phasis to the olfactory bulbs and secondary olfactory 
centres 
The site of the lesions within the nervous system in 
these 2 chimpanzees thus bore a significant relation to the 
site of the inoculation and this was again shown in the 3 
rhesus monkeys which were inoculated intranasally and, 
after a febrile response, developed no paralyses» Histo- 
logical examination at periods from one to three weeks 
later showed restriction of the lesions to the olfactory 
bulbs, secondary olfactory centres and hypothalamus. 
In all probability similar localised but arrested inflam- 
mations occur in man. Howe and Bodian have investi- 
gated the relations between the sites of inoculation and 
associated changes in the central nervous system in a 
further group of 6 chimpanzees.? In this group, 2 were 
inoculated by the olfactory, 2 by the oral and 2 by the 
gastro-intestinal route. One member of each of the last 
two pairs had the olfactory tracts divided by a prelimin- 
ary intracranial operation. The resulting attacks of 


poliomyelitis were milder than those produced by a. 


similar dosage in rhesus monkeys and resembled clinical 
examples commonly seen in man. All the animals were 
killed in the acute stage of the disease. Histological 
examination showed a distribution and intensity of 
encephalomyelitis which were evidently related to the 
port of entry of the virus: thus lesions in the olfactory 
tract were present only in the animals receiving intra- 
nasal inoculations while those inoculated in the mouth 
showed a heavy involvement of the bulbar region, the 
fifth and possibly the ninth nerves being especially 
implicated in one animal. In the animals infected by 
way of the stomach there was histological evidence that 
the virus had reached the spinal cord first and the brain 
later. A further point of interest in these experiments 
was that the virus could be demonstrated in the stools 
with nearly as much regularity as it can in man. In this 
the chimpanzee differs from the rhesus monkey which is 


a Bonan; D. and Howe, H. A. Bull. Johns Hopk. Hosp. eae 69, 


5 
2. Ibid, pD. 149. + 


: was the site. 
on poliomyelitis, that during the last ten years a relatively . 


oblongata. 


resent in the brain, | 


nerves. 


not susceptible to infection by gastro-intestinal inocula- 
tion, and this helps to support the opinion that, where the - 
course of the disease is concerned, zoological affinity 
carries some weight. 


APPLICATION TO MAN 

Howe and Bodian have analysed the lesions in 13 human 
brains obtained from rapidly fatal cases or cases dying in 
late stages of the acute illness. They found, like earlier 
observers, that lesions in the olfactory bulbs and second- 
ary olfactory centres were rare, and that the evidence, 
taken as a whole, pointed to ingress of the virus by the 
mouth, pharynx or intestinal tract. The relatively late 
stage of the disease in these cases unfortunately made it 
impossible to establish the port of entry more narrowly 
than this ; but in cases showing an initial bulbar paraly- 
sis it may be supposed that the oro-pharyngeal mucosa 
Sabin $ mentions, in a recent symposium 


large number of cases of bulbar poliomyelitis have been 
reported as occurring shortly after tonsillectomy or 
adenoidectomy performed when. poliomyelitis was 
prevalent. The evidence for the gastro-intestinal tract 
as a portal lacks precision but it does seem likely, from 
the anatomical findings in man, that the virus travels 
from the gut to the spinel cord by way of the sympathetic 
nerves and by way of the vagus nerve to the medulla 
Sabin and Ward, in mapping out the distri- 
bution of poliomyelitis virus in human tissues, have found 
that it is mainly confined to the nervous system and the 
alimentary tract, but is not distributed indiscriminately 
in either ; in- ‘the nervous system it is found in areas that 
nage undergone pathological alteration, while in the 
alimentary tract it predominates in the p and 
ileum. In the absence of any evidence of centrifugal’ 
spread of the virus from the central nervous system to 
peripheral parts, Sabin considers that the- intestinal 
tract is the probable port of entry and that in general the 
olfactory, respiratory and cutaneous routes can be disre- 
garded. A case of poliomyelitis in a laboratory worker 
who had been handling’ the virus, reported elsewhere by 
Sabin and Ward,’ is of interest in this connexion. The 
victim had been washing and grinding tissues from 
infected cynomolgus monkeys, and the attack—which 
was accompanied by paralysis first of the right leg and 
later of other limbs—was fully proved to be poliomyelitis. 
Much has still to be learnt of the methods by which 
virus can travel in the sympathetic system and peripheral 
That it does travel in the sympathetic chains 
appears from the finding by several workers, and con- 
firmed by Howe and Bodian,* that transection of the 
spinal cord will not prevent the progress of virus beyond 
the level of division. But the virus still spreads in animals 
sympathectomised at the level of transection, apparently 
via sympathetic fibres to the gut and thence by the vagus 


- nerve to the brain stem. The same workers estimate ? 


the rate of travel of virus along the axon to be 2:4 mm. per 
hour, a figure which may be’ compared with the rate of 
4-5 cm. in four hours ascribed to methylene-blue by 
Perdrau in 1937. 


SUPPLEMENT ON ECONOMY IN DRUGS 


THE therapeutic requirements committee of the 
Medical Research Council have added a supplement to 
War Memo. No. 3 (Economy in the Use of Drugs in 
War-time), in which additions are made to the classified 
lists and the categories of certain drugs (indicated by an . 
asterisk in the following list) are changed. The additions. 
are mostly drugs to which approved names have been 
allotted: since the publication of the memo, but some 
herbal remedies have been added to category C. The 
substitutes or equivalents suggested are given in 
parentheses. 


(A) Drugs which are either regarded as essential or padily 
available—Amethocaine, diphenan, coconut oil, hexazole, 
menaphthone (synthetic vitamin K, 2 -methyl- 1:4- 
naphthoquinone), mesulphen, orthocaine, soluble phenytoin 
(sodium diphenylhydantoinate), pholedrine, Pirevan, Piroparv, 
pyrethrum, safrole, and a large number of sera and vaccines. 


. Ibid, p. 183. 

; Sabin, A. B. J. Amer. med, Ass. 1941, ert 267. 
. Sabin and Ward, R. Science, ren 

. Bull. Johns Hopk. Hosp. 1941, 6 9,86" 

. Ibid, p. 79. ae 
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(B) Drugs in the use of which strict economy should be 
observed.—Acetylsalicylic acid,* amethoecaine, cochinéal, 
diphenan, gonadotrophic hormone from pregnant mare’s 
serum or pregnancy urine, hamamelis,* lobelia,* phenol * 
(chlorocresol, chloroxylenol), phosphoric acid,* progesterone, 


sodium acid phosphate,* phosphate * and salicylate,” 
sulphacetamide, sulphadiazine, sulphaguanidine and 
sulphathiazole.* 


(C) Drugs which are not essential and do not justify importa- 
tion or manufacture in war-time.—Celery seed, cummin, 
euphorbia, galangal, grindelia, hypophosphoric acid and its 


salts, kola nuts, leptandra, Mandragora autumnalis, penny- ' 


royal, raspberry leaves, Rubiazol (sulphanilamide), sarsa- 
parilla, sassafras, serpentary, skullcap, slippery elm bark, 
liquid and dry liver extract, virginian prune. 

Substitutes or equivalents are also suggested for the 


following unclassified drugs. 
Acaprin (Pirevan, Piroparv), Albucid (sulphacetamide), 
Cignolin (dithranol), Decicain (amethocaine), Mitigal 


(mesulphen), Orthoform (orthocaine). 

The committee remind prescribers that liver extracts 
are now controlled under a defence regulation which 
states that they shall be given only to persons suffering 
from pefnicious or other megalocytic anæmia and shall 
be given by injection only, hog’s stomach being used 
when a remedy for oral administration is required. They 
again enjoin strict economy in phenol and its derivatives, 
including the salicylates and aspirin, and say that there 
is a serious shortage of liquid paraffin which is not likely 
to be relieved under present conditions. The use of 
glycerin in medicine is now limited to the manufacture 
of B.P. and B.P.C. preparations and to the dispensing of 
doctors’ prescriptions. Of the sulphonarhides in common 
use the committee point out that sulphanilamide is the 
most ‘economical, and urge that sulphadiazine, sulpha- 
guanidine, sulphapyridine and sulphathiazole should be 
prescribed only when there are special indications. | 


SOCIAL ‘SECURITY IN NEW ZEALAND 


CONTINUING his story (Lancet, July 12, p. 51) a 
correspondent writes: The N.Z. Government had 
already made one attempt to introduce a universal 
general practitioner service. In February Hon. A. H. 
Nordmeyer announced.a ‘“‘ panel ” system, capitation fee 
158. per head (man, woman and child). This was taken 
up by a few doctors only, chiefly in one-doctor areas, 
where it has been accepted by all, and works well. Asa 
complete solution for the whole country it failed. A 
general election being due in November, the tax for 
Social Security having been collected for 18 months, and 
the promise of the main benefit (G.P. service) being still 
unfulfilled, the Minister, at the end of August, proposed a 
fee-for-service plan. The B.M.A. had not publicly 
altered its official plan, but it was known that a section, 
chiefly G.P.s, was willing to consider such a plan. The 
doctors, however, still considered it a bad time to make 
any major change, with 25-30% of their number abroad 
or engaged full time in military duties at home. The 
N.H.I. committee of the B.M.A. met the Ministers 
towards the end of August, and subsequently, but as the 
nature of the new proposal became apparent hostility 
rapidly developed. e first version was that from. a 
“ bottomless pit ” a fee of 5s. would be paid to the doctor 
per attendance at his rooms, 6s. 6d. in the case of a visit 
to the patient’s house, and extras for mileage, &c. It 
was to be illegal for a doctor to collect fees in any other 
way. A public outcry was raised, doctors, clergy, 
chambers of commerce, &c., joining in, and meetings 
were held all over the country. The Government gave 
in to the extent of raising the fee from 5s. to 7s. 6d., with 
extras for night calls, and also in leaving it open for 
patients to enter into any private arrangements they like 
with doctors. In this form the proposal became law in 
September as an amendment to the Social Security Act, 
the inauguration of the service being postponed from 
Oct. 1 to Nov. 1. The B.M.A. has announced publicly 


that practice will go on as usual from Nov. 1. It 
has suggested an investigation by a non-political 
- Commission. At the time of writing (Oct. 14) the posi- 


tion is thoroughly unsatisfactory. Proposals arising 
out of party-political interests, bearing no traces of 
expert medical guidance, and containing no evidence of 
Concern for medical standards ot modern requirements, 


SOCIAL SECURITY IN NEW ZEALAND 


-care of public health authorities. 


po 
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are met by an overworked profession with sullen resist- 
ance. Whether the scheme will succeed, in whole or in 
part, remains to be seen. Whether the profession will 
be able to come forward with some workable proposals 
along modern lines.also remains to be seen. But Time 
Marches On. The people are impatient. | 


SCOTLAND 


THE . CAMPAIGN AGAINST DIPHTHERIA 

THE central health authority has reviewed recent 
diphtheria experience and is pressing forward with im- 
munisation. Officers of the Department of Health told 
a recent press conference that 600,000 of Scotland’s child 
population of 1,120,000 had already been immunised and 
that the aim was to secure as a minimum the immunisa- 
tion of 85% of the child population—a ‘“‘ target figure ”’ 
which they believed would largely remove the danger of 
an epidemic occurring even under the most difficult war 


‘conditions. There is little doubt that the immunisation 


of such a proportion of the child population would secure 
the desired result, assuming that’the under-fives. are 
adequately protected. In the period 1861-65 the mortality- 
rate from diphtheria in Scotland per 100,000 of the 
population was 85. Since then the rate has shown a 
steady and striking fall. In 1931 it was 7, representing 
in all 356 deaths, with a total number of notifications 
8915. From 1931 the number of deaths from diphtheria 
has shown little tendency to further reduction. Dr. | 
Davidson told the press conference that an average of 


400 children died from the disease annually in Scotland 


in what is called a normal year, that last year the figure 
was 675, and that in the first half of this year there were 
304 deaths. During the last decade the type of infection 
in Scotland has undergone change. Ten years ago 
gravis infection was rare and it continued to be rare for 
some years after it had become not uncommon in English 
Midland towns. Edinburgh, Glasgow, Dundee and 
Aberdeen have all reported an increasing incidence of 
gravis infection of recent years; whereas five years ago 
gravis infection was relatively uncommon it is now in 
some Scottish towns the predominant infection. Itis not 
surprising, therefore, that a considerable proportion of 
fatal cases of diphtheria: nowadays are of gravis type, 
although it can hardly be true to say, as appeared in a 
report of the conference, that ‘‘in Dundee over 50 per 
cent of recent gravis cases died.’’ There is need for 
research into the epidemiology of gravis infection, with a 
view to ascertaining, for instance, whether any particular 
areas of cities are acting as pockets of gravis infection 
and for the close study of diphtheria among immunised 
subjects and of fatal cases in particular. One would like 
to assume that these matters are receiving the earnest 
There can however 
‘be no doubt about the wisdom of the central department 
in urging on immunisation. Criticism would be turned 
on any delay in adopting such a course. If the people of 
Scotland have this serious problem set out with honesty ` 
of purpose, their coöperation will be secured. 


BLOOD TRANSFUSION CENTRES. 

The Government have agreed to make a grant to the 
Scottish blood transfusion service towards establishing 
two centres for the processing of plasma for use in 
hospitals. One centre is to be under the direction of 
Prof. J. P. Todd; the other, directed by Dr. C. P. 
Stewart, is to be equipped with the first plant for the 
preparation of dried plasma to be used in Scotland. A 
whole-time mobile blood withdrawal team is to be attached 
to each centre, so that the services of donors in the 
country may be used more freely than has been possible. 


GRENFELL ASSOCIATION.—This year the association 
are not printing any Christmas cards. But the work of 
the mission in Newfoundland and Labrador 8goes on, 
and the association is also anxious to help the wives and 
children of the men who are now serving overseas. So 
instead of Christmas cards they are asking us to buy 
picture postcards, which have enough of the snow-and- 
sledge atmosphere of the north to carry Christmas greetings 
appropriately, but will also serve as agreeable bearers of 
everyday messages throughout the year. The cards may 
be ordered from the hon. secretary of the association, 66, 


-Victoria Street, London, S.W.1, and they cost 2d. each. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


THOSE charged with the duty of bestowing names have 
a responsibility which they do not always take seriously 
enough. How otherwise .are we to account for the 
extraordinary names that dog defenceless infants 
through manhood to old age? War tends to add new 
terrors to these trials of nomenclature when the unpro- 
testing infant is named after a general, a politician, or 
even a supply dump. , Recently our hospital has been 
involved in a series of exercises involving .casualty 
reception, and it appears that even such exercises must 
have names. Who chooses the names is not a question 
for ordinary mortals, but their range is almost as catholic 
as the pass-words of other days. The psychology of the 
chooser seems to run in cycles, for after a series of colour- 
less inanimate efforts like axle, truck or station, he will 
suddenly dart into the very animate—rabbit, hound, 
ant or bee. It is customary to preface messages about 
these exercises with-the label of the event, and we have 
from time to time been somewhat staggered to receive an 
exhortation beginning ‘‘ Exercise Rabbit,” or ‘‘ Exercise 
Bee.” QOne’s first reaction is to a word of command, 
and it does seem a little strange, even in these days, to 
encounter an exhortation to ‘‘ Exercise Rabbit.” ‘‘ Exer- 
cise Bee ” is worse, for while the exercise of rabbit can 
make the exercisor look ridiculous the exercise of bee is 


not without its dangers. But it is surprising how 


quickly one drops into the vernacular and comes to 
receive a whole sheaf of messages all beginning and 
ending with ‘‘ Exercise Bee ” without the quiver of an 
eyelid. ‘These messages touch us in two ways. They 
may send to the hospital a number of ‘ casualties ’’ in 
flesh or on paper, or they may require us to send some of 
our surgical pillars out into the wilderness to render 
assistance elsewhere. We do not complain about these 
things, though their novelty has worn off. It may be 
that we are instructed to stand by for the reception of 
“ casualties ’? from 2 P.M. one day (or from 14:00 hours, 
as the official word has it) until 8 p.m. next day. Since 
these performances nearly always embrace Sundays 
they necessarily cancel week-end leave for everyone, and 
all that commonly happens by way of compensation is 
that we solemnly make “‘ nil” returns at two-hourly 


intervals to a whole host of functionaries, seen and un- 
seen, known and unknown. 
ather in the course of the performance one batch of 


Usually at some time or 


“ casualties °?” does arrive on our door-step, sometimes 
a mere scrap of paper to the effect that it represents 
zx patients transferred from another hospital ; sometimes 
a collection of warriors said to be more broken in body 


than they appear to be in spirit. These visitations 


usually descend on us in the early hours of the morning, 
and they inevitably involve the feeding and watering 
of the convoy attendants, if not of their burdens. Some- 
times these burdens announce that they have come to 
stay for an indefinite period (‘‘ until transport can be 
arranged to take them away ’’), and, as can well be 
imagined, this latter development is apt to be coldly 
received ; for the fitter a patient the more nuisance is 


he likely to. be. 


When we are instructed to send surgical personnel and 
equipment into a far country there is much beating of 
wings.. Ultimately two chariots are laden, one bearing 
the cream of our personnel, the other the miscellaneous 
collection of equipment that constitutes the stock-in- 
trade of a mobile surgical unit, and with a triumphant 
blast they disappear in search of new worlds to conquer. 
Sometimes these expeditions last only for a few hours, 
sometimes they extend over night. I have never been 
privileged to see any of these field operations at close 
quarters, but I am credibly informed that they can be 
very entertaining. Sometimes they include a spirited 
discourse (flippantly referred to as ‘‘ pep talk’’) from 
some military dignitary, the effect of whose oratory 
may be dimmed by some such- untoward and untimely 
incident as the fainting of a nurse, or the hiccough of 
a surgeon, both events outwith the pharmacopcia 
of the performance. Occasionally fate sends our 
wanderers to spend the night in a country house, where 
they are treated right royally, to return to us with 
picturesque tales of well-being that only serve to depress 


to the everyday. 


their colleagues, who have been condemned throughout 
The activities of the peripatetic 
surgeons, like these of the stay-at-homes, never seem to 
assume formidable proportions; they solemnly set up 
shop and stand like tradesmen awaiting customers in the 
market square; but customers are scarce. One of the 
crowning penalties of these exercises is that they call 
for the submission of a report on them; and report we 


do, usually with brevity, occasionally with vigour, but 


always in our story adhering to the prescribed ritual, 
beginning as we end, ‘‘ Exercise Bee . . . Exercise Bee.” 


k k k 

In this country when a public servant fails in foresight, 
performance or energy we often take away his responsibili- 
ties and elevate him socially. Poor old Jones who màde 
such a mess of the Ministry of Tics starts a new life of 
comparative harmlessness as Lord Neuralgia. This admir- 
able method seems to reach almost a Chinese pinnacle of 
civilisation, but curiously enough the lone, disregarded 
prophets in the wilderness who suddenly are shown to be 
right, or at any rate less wrong than the popular prophets, 
are not rewarded and made ministers. There is a 


. grudging, insular feeling in the mass of us who have been 


mistaken or misled which prevents their immediate 
acclamation, otherwise we might have recently seen Mr, 
Pritt as Lord Chancellor and Prof. J. B. S. Haldane in ` 
some very high post indeed. For years he has been a 
strong supporter of Russia, has preached the essential 
soundness of the Soviet system, and is a confirmed 
Marxist and Leninist. His wonderful little Pelican, 
“ Science and Everyday Life,’’ consists of seventy 
articles he wrote in the Daily Worker, and they deal with 
a glorious variety of subjects in a terse, witty and fearless 
way—Whby bananas have no pips, Do continents move ?, 
Atom smashing, Colliery explosions, Genetics. They 
who have the restraint might read one a day as a tonic. 
Personally I read the lot at a sitting, and am hungry for 
more. What admirable broadcasts they would make, 
but it is more than doubtful whether the B.B.C. would 
allow them. Yet any one of these little articles would 
make a most stimulating “‘ go to ” talk at 7.55. 
& * * 

Transfusion centres are apt to grow into monsters and 
as an itinerant progenitor of these war children one at 
times feels a little concerned. Is it all being overdone ? 
Have we not already. got enough plasma and serum to 
see us into the twenty-first century, and will not many 
decades of war have by that time reduced us to such a 
simple standard of living that our plasma-proteins will 
have been reduced totalitarian-wise into a standard 
amino-acid capable of synthesis in the laboratory ? 
With the continuous call for scrap will our hemoglobin 
molecule not think it best, in the national interest, to 
come off the iron standard and use chlorophyll as ersatz ? 


Perhaps before such drastic changes are demanded the 


liver may be able to achieve a greater economy of iron, 
salvage of the erythrocytes being effected by the reticulo- 
endothelial cells to the slogan ‘‘ use this envelope ten 
times before discarding it.” 

x * * 

Mention of cucumber seeds with their copper-protein 
enzyme in THE LANCET of Nov. 8 (p. 571), suggests 
that I ought to set out my great copper conserving 
scheme. I suppose it is the result of all these anti- 
waste slogans, but I find myself developing an anti- 
waste or salvage mind. I am concerned, in the Quaker 
sense, with Fehling’s solution. All biochemists unite to 
tell us that Fehling’s solution is unreliable and only 
Benedict’s solution should be employed in the clinical 
laboratory test for sugar. Despite this warning, or 

erhaps Í may now say ukase, the twin bottles for 
‘ehling’s test still live side by side in thousands of test- 
rooms. I cannot boast that I have visited all these 
thousands, but random sampling, so to speak, has shown 
that Fehling is never absent. Now my great scheme is 
to conduct a Fehling’s collection campaign. Tet us take 
this chance of a biochemical advance by educating 
ourselves universally to use Benedict and Benedict only. 
Let us save copper by collecting all the misused bottles of 
Fehling’s (blue) solution. A simple process will yield | 
copper. If all the Fehling’s (blue) solutions now 
mistakenly displayed in hospitals and consulting-rooms 
were collected, we should have enough copper to make— 
whatever is made from-copper. Iam sure it would save 


pe 
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several shiploads (vide M.O.I. film passim). 
collection can be worked out locally. The great thing is 
to sacrifice Fehling in a twin campaign of biochemical 
efficiency and copper economy. Who was he, anyway ? 
* * xk 

The great day had arrived at last, and the A.D.M.S. 
was due within the next two hours. He was to inspect, 
of course, the main cook-house of the battalion, and that 
of a small outlying post, after the good lunch we had 
arranged to give him had taken its accustomed place in 
the day’s routine. ` As messing officer I had dealt with 
assistant directors of medical services before, and knew 
just what they liked : the spotless roller towel hanging 
up,.the hand wash-basin with the soap laid out con- 
spicuously and the nail brush. To the cook-house of the 
small outlying detachment I sent a young subaltern, with 
instructions to get the place clean; cleanliness, I 
explained, was the keynote with any A.D.M.S., and it 
did not matter so much how the food was cooked, what 
was being cooked, the qualifications of whoever was cook- 
ing it, so long as everything connected with the cooking 
of it was hygienic. Nor was it vital to see that the 
contents of the swill-tubs had the correct swills in them, 
so long as they were clean outside and had the lids on 
them. I went to my own cook-house for a final look 
round with a feeling of confidence; everything was 
completely A.D.M.S.-shape—tables clean, rims of the 
mustard pot covers shining (a point they are very hot 
on) and the cooks’ faces washed. Those men who seem 
to be incapable of keeping themselves clean had been 
liquidated for the morning by the staff sergeant cook. 
This was going to be a much easier visit to get through 
than one from one of those expert-on-food generals who 
may ask awkward questions about the menu, ot demand 
an exhibition in pastry-making from some poor cook. 
When the victim gets all his quantities wrong from 
nervousness, the general usually suggests kindly that 
perhaps he has not done any pastry-making, but has 
always cooked the vegetables ; and the cook will eagerly 
clutch the straw and agree, whereas he has really been 
making beautiful apple tarts for the past year. Oh yes, I 
thought, this would be much easier than that sort of visit. 

I went into the back-yard to wait ; I should be warned 
when the party arrived by the main road. That potato 
must be moved: 1] bet I can putt it behind the dustbin 
with my stick in thtee. One—that was a useful shot. 
Two—lI do wish these A.D.M.S.s would«come the normal 
way and not arrive suddenly by the back entrance. 
“ Good-morning, Sir,’’ I exclaim with a hollow laugh. 
“ Yes, sir, quite a good putt. I was just going to put it 
in the swill tub.” What? Have all my cooks been on 
a cook’s course ? ‘This isn’t fair, you’re supposed to look 
at my beautifully scrubbed tables. Look at this drain, 
sir; isitclean? Itis! ‘‘ Well, sir, I am not quite sure 
if all the cooks have been on courses or not. I shall have 
to refer tomy files. I beg your pardon, sir? How do we 
make a baked rice pudding ?’’ This is an outrage. What 
about looking at the cook’s spotlessly clean hands, the 
absence of flies in the larder. Hi! you can’t pass that 
meat-store. We’ve spent hours cleaning it and chasing the 
blue-bottles out. Besides there’s the new piece of butter 
muslin over the bacon, specially arranged for you. That’s 
the last straw, passing the mustard pots without picking 
up one lid to see if it was clean. Not one! And then, 
to cap all, asking one of the cooks how to make a jam 
tart. He’s only there to look clean. It’s not fair, I say; 
this Army’s getting too modern. 

A 


* & 

I travelled back from an aunt’s funeral the other day 
with the family solicitor, a judicious, nutty, glass-of- 
sherry-on-the-sideboard little man. We fell naturally to 
discussing the old lady and the indomitable pessimism 
which was her characteristic. Ninety years old in the 
first week of September, 1939, she philosophically 


remarked, ‘“‘ Well, I’m afraid this is the last war I shall 


see”? And so it was. The lawyer quoted to me Sam 
Weller’s words to his father—‘‘ Well, ve must all come to 
it, one day or another ; there’s a Providence init.” And 
the father’s rejoinder—‘‘ Of course there is; wot’d 
become of the undertakers without it, Sammy ? ” 
This led us on to his experiences (copious, it seemed) of 
morticians. He spoke of their tact and their fees. The 
latter, he thought, were stepped up pretty high, but then 
the relatives felt it would be disrespectful towards the 
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he would see what could be done. 


‘to flood again. 
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departed to dispute the bill. “‘ And they always get j 
paid first,” he added feelingly, ‘‘ before the doctors and 
long before the lawyers.’ Then he asked if I’d seen that 
recent prosecution at Liverpool assizes of the two under- 
takers’ men who filled the coffins with sand. In the 
confusion after an air-raid they had been unable to find — 
the bodies in time; the funerals were overdue, the rela- 
tives were waiting and something had to be done. It 
looked an unsocial and unsettling kind of deception, but, 
instead of being tried for a public mischief, they were 
just charged with the offence of making a false entry 
contrary to the burial laws. They pleaded guilty and 


their counsel claimed that they were really public bene- 


factors; they had done a charitable act; they thought 
the corpses must have been interred in a communal 
grave and they carried on with the funeral ceremony so 
as not to disappoint the mourners who had assembled 
to mourn. I asked the man of law how the deception 
came to be detected. He said the bodies were discovered 
afterwards. What happened to them? Was. there 
another funeral ?. He didn’t know. Continuing in this 
macabre vein, he offered me another bit of gossip floating 
round the undertakers’ world. <A patient died of some 
rare disease. His widow acceded to a request from the 
hospital authorities that they should be allowed to make 
an autopsy of such an interesting case. The body, with 
some of the organs removed and rather roughly sewn up,’ 
was eventually deposited at the mortuary. Meanwhile a 
woman in the neighbourhood had given birth to a still- 


‘born child, and, not wanting the fuss of a funeral, asked 


a member of the mortuary staff if he could do anything 
about it. As another of these ‘“‘ charitable acts,” he said 
The sequel was a 
surprise for a most respectable firm of morticians when . 
its representatives came to prepare the corpse of the 
hospital patient for decent interment. They found the 
foetus inside his empty abdomen. What criminal 
offence had been committed and what disciplinary action. 
followed I never learnt, for at this moment, rather to my 
relief, the railway carriage filled up with young men and 
maidens whose chatter was of livelier things. 
* xk "œ ; 

It was the memory that fried tench with mushrooms 
(or at a pinch sliced young puffballs) is no mean dish 
that made Uncle take the boy to a pond which he had 
not fished for thirty-five years. Everything seemed just 
the same as of old—the smell of the water mint, the 
reflecting and expectant stillness of the water, even the | 
same old clumps of Potamogeton natans.. How proud 
Uncle had been when he learnt that name from an elder 
brother forty years ago. The white quill float pointed 
like an uplifted finger, commanding silence; on the 
other side of the pond the boy’s red and green cork one 
stood perkily, almost aggressively, upright, the moor- | 
hen’s lovely yodel came from the rushes at the shallow 
end, everything seemed exactly the same. ‘* Anything 
doing ? ” asked Uncle after’a while, lowering his voice 
for the tranquil carrying water. ‘‘I thought I had a 
nibble just now,” said the boy, louder. Probably a lie, 
a lie in the best tradition, full of hope and optimism. 
How like that other boy, even the voice. ‘“‘ I’ve got 
one, hurrah! By Crumps, it’s a wizard. Come and 
look, Uncle!” ‘* All right, all right, you needn’t make | 
all that noise about it. You'll frighten the others.” 
Uncle didn’t really mind a hoot about the noise, but he 
was repressing emotion and was therefore a bit irritable, 
for that other boy has been dead twenty-four years now, 
waiting in some Mespotamian sand for the tide of battle 
‘ Qui procul binc . . > Uncle admires 
the fat pounder, lying in the grass, the fine mosaic of his 
tiny scales, the gold-green sheen, the ruby eye turned 
down as though to watch the pouting mouth. Uncle 
remembers there was a French master who used to make ` 
the same sort of lip movements when pronouncing 
“ ou,” and they called him The Tench, which degenerated 
unjustly into Stinker. Uncle relates this trivial incident 
to the boy who receives it politely as some Chaucerian, 
or at any rate Edwardian, coarseness. Uncle was about 
to show him how to distinguish the sex by the pelvic 
fins ; better not. He tiptoes back to his rod resting on 
the rushes. Thirty-five years! Tench will probably 
be the same in thirty-five thousand, gobble up brandling, 
hook, and all, then look surprised when they gasp on the 
bank. Poor fish. Few come back to teach them, few 
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come back. But what of us? What was the boy talk- 
ing about coming along here? Hurricanes and Toma- 
hawks, canon or machine guns. What was that other 
boy always reading ? ‘‘ Famous Battles,” ‘‘ The Green 
Curve.” We are all poor fishes. The white quill bobs 
twice and glides under the water. : 


Letters to the Editor 


THE DERELICT SWAB 


SR,—I have read with great interest the annotation 
on surgery and the common law in THE LANCET of June 7 
(p. 729). You very much doubt whether the courts of 
common law will agree with the surgeon’s view expressed 
by Mr. Zachary Cope, that, if he receives an assurance 
from the theatre sister that all the swabs and instruments 
have been accounted for, the surgeon may sew up the 
abdomen and be relieved of responsibility if one remains 
inside. I agree with your view that the precautions the 
surgeon must take to ensure that the swabs are all 
removed must remain a question of fact i in each particular 
case. The theatre sister’s assurance is not a sufficient 
protection even when supported by that of another 


_ member of the theatre team. 


May I relate an illuminating experience ? Many years 


ago, in the course of an emergency operation late at night. 


for appendicitis in a child, I inserted. a protective swab 
into the abdomen. The appendix was removed and the 
incision closed. While driving home in my motor-car 
the thought suddenly struck me that I had left the swab 
in the abdomen. I returned to the hospital and ques- 
tioned the theatre sister, who assured me that the swab 
had'been removed. I then turned to my house-surgeon, 
who gave me the same assurance. I replied that I was 
not satisfied, and asked the theatre sister to count the 
swabs before me. She did so, and one was missing. 
I had the patient returned to the operating theatre, and 
removed the swab. 

This experience led me to adopt the view that it is 
the surgeon’s duty to accept the responsibility ‘for a 
derelict swab. If he makes an invariable practice of 
never putting a ‘‘ loose’ swab into the abdomen, he 
will never leave one there. 

Adelaide. H. S. NEWLAND. 
ENURESIS 


S1r,—Dr. Raymond Greene wonders why I should 
think it relevant to mention cases of exanthemata 
occurring after the onset of enuresis. The answer is 
that enuresis often takes a turn for the worse after one 
of these infections ; this was so in a large proportion of 
my cases. The difference between cases showing much 
dilatation of the upper urinary tract and cases showing 
little was that the greater the dilatation the more constant 
the evidence of infection in the urine. So well does this 
rule apply that in the lesser degrees of dilatation, so 
commonly seen among enuresis cases, it is unusual to 
find evidence of infection in the urine at all; but where 
‘infection does exist it is relatively easy to get rid of it. 
In cases where there is much dilatation, however, it may 
be impossible to achieve sterile urine ; modern urinary 
antiseptics often reduced the degree of infection, but 
failed to clear it up completely. The difficulty in attain- 
ing this end usually seemed to have a direct relationship 
to the amount of dilatation present. The involvement 
of the urethra in the inflammatory process in all the cases 
of vulvitis was a personal observation. Usually it could 
be detected by merely inspecting the external urinary 
meatus. I duly acknowledge the correction concerning the 
sites at which the ducts of the glands of Bartholin open. 

My studies on the calibre of children’s urethras were 
always made under general anesthesia at the termination 
of an endoscopy, on patients whose urinary tracts 
required such investigation. It would be difficult to 
find an objection to such a procedure on psychological 
grounds. The question whether there might be any 


relationship between benefit from treatment and a 


threat of a further instrumentation can be answered 
- finally now and in the negative. Since the treatments 
were carried out under a general anesthetic the patients 
had no knowledge of what was done or of what might be 
done on a future occasion. 

I can assure Dr. Arnold Heymann that in myexperience 
spina bifida occulta, epilepsy or idiocy have no relation- 
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ship to the great majority of cases I went 


of enuresis. 


carefully into the question of spina bifida occulta in a 
number of patients. 


Every case of enuresis with 
threadworms was admitted to hospital and given treat- 
ment to get rid of the parasites. | was never able to 
satisfy myself that they were a causal factor. Since 
enuresis is more common among the under-nourished 
than the well-nourished it would be surprising if an 
improvement in the diet of the former did not reduce the 
incidence of the complaint. The signs of inflammation at 
the neck of the bladder in cases of enuresis are not likely 
to be seen by the cystoscopist unless the child is in the 
lithotomy position, because they are usually present only 
at and adjacent to the internal urinary meatus. It 
would be unreasonable to assume that they are caused 
by the instrument when an inspection of the posterior 
urethra shows more important inflammatory changes in 
the immediate vicinity. The question of how many 
leucocytes in the urine are to be regarded as evidence of 
infection is one I am not prepared to debate. 


Harley Street, W.1. H. P. WINSBURY-VW/HITE. 


SIR,;—Dr. MacLeod’s voluntary and diurnal attack 
from the heights has damped but not drowned me. I 
am sorry that he found ‘“‘ turbid ” a letter which some 
have found lucid to the verge of the brutal, and surprised 
that he should have bothered about a criticism which he 
a little rudely dubs ‘‘ senseless ” and unworthy of a 
serious reply. My question about the relation between 
dilatation and infection, which seems to have caused 
him so much annoyance, may be clearer to him if'I put 
it this way: if patients have both upper urinary tract 
dilatation and infection below, how does one know 
which is primary with enough certainty to divide the 
cases into two groups? As to Bartholin’s glands, Dr. 
MacLeod will, I hope, forgive me if I refuse to embark on 
a lecture on elementary anatomy. It will save us both a 
lot of time if he will refer to Gray’s ‘ Anatomy.” 


' Whitchurch, Aylesbury. RAYMOND GREENE. 


CARLOS FINLAY AND YELLOW FEVER 


Srr,—I am fully satisfied with the general trend of your 
criticism of my book on my father’s work on yellow fever 
(Aug. 9, p. 167), but must clear up some misunderstandings 
in connexion with his experimental cases. Owing to their 
lack of severity and their small number in comparison 
with the inoculated cases you are right in sustaining that 
they cannot, by themselves, be considered as proof of his 
theory—this required the later sanction of the more 
convincing experiments of the U.S. Army Yellow Fever 
Commission—but what I consider unjust is the supple- 
mentary statement, made in most Anglo-American 
writings, that he did not produce any positive experi- 
This statement is based solely on the 
ground that his positive results did not comply with the 
narrow time-limits fixed by the commission, limits which 
later investigations have proved not to be as exact as at 
first supposed. As regards the incubation period in man 
my father’s views have always coincided with those of the 
commission in that yellow fever is only infective in the 
first days of the disease, protracting the infective period 
up to the sixth day. N. P. Hudson and C. B. Philip, 
however, proved in 1929 (J. exp. Med. 50, 5838)- that 
yellow-fever monkeys are ‘‘ mosquito- -infective ” before 
the appearance of fever, all through the febrile period 
and even after death. As regards the duration of the 
extrinsic incubation period, J. H. Bauer and Hudson in 
1928 (Ibid, 48, 147) showed that the yellow-fever virus 
can be transmitted through the bite of the mosquito on 
or after the 9th day. Aragào noted in 1929 (Brazil- 
med. 43, 1481) that one lot of mosquitoes became 
infective as early as 4 days after ingestion of the virus, and 
in 1932 N. C. Davis (Amer. J. Hyg. 46, 163) showed that: 


“1. The extrinsic incubation period of yellow fever in 


` Aëdes cegypit was shortened at high i ratur ‘s and pro: 


ea at low temperatures. 

. The ability to infect was acquired after 4 days at an 
average temperature of 37° C., after 5 days at 36° C., and 
6 days at 31° C. 

3. When stored at room temperatures averaging 25:1° C. 
Culex sltegomyia mosquitoes became infective at the end of § 
days; when the room temperature was 23°4° C. they wero 
infective when tested at the end of 11 days but not at the end 
of 9 days. 
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4, Infectivity appeared after 18 days at 21° C. 


5. Mosquitoes were not infective after 30 days at 18° C.’ 

This shows that the basis of a too short mosquito 
incubation is wholly insufficient to lead us to discard my 
father’s positive cases in the presence of other data such 
as proper preliminary isolation; clinical symptoms of 
mild yellow fever (sudden onset, followed by a febrile 
course with a remission on the second or third day and 
a final defervescence, accompanied by slowing of the 
pulse, bleeding of the gums, albuminuria and jaundice) ; 
- followed by immunity through a span of years of living 
in a country where yellow fever was endemic. It would 
have been more satisfactory if my father had allowed his 
infected mosquitoes to incubate longer, but although he 
realised this possibility as far back as 1891 (p. 78 of my 
book) conscientious scruples held him back, limiting his 


objective to the immunising of his inoculated subjects, 


by mild attacks of yellow fever, even if this meant that 
his findings were not always convincing to others. 


Havana. | ©. E. FINLAY. 
GRADUATION AT AN EARLIER AGE 


Sır, —Dr. Paterson’s article leaves me a trifle perplexed. - 


Surely the bright boy can still matriculate at 16, take 
his first M.B. examination from school or from technical 
college and enter his medical school at 17. Is it true 
that he is now compelled to wait until 18 or 19 before 
starting, his medical training at all? There are some for 
whom it is financially necessary to complete their training 
as soon as possible. Such was my own position and I 
would therefore think it a pity to force those in like case 
to turn to other fields. „But I would not argue from this 
that qualification at or about 21 is a good thing. For one 


thing it involves some sacrifice in general education, and Ž 


for another it forces the individual to assume even during 
his student years responsibilities for which he may not be 
sufficiently matured. 

Dr. Paterson states that it is a ‘‘ psychological fact ” 
that the intellect of a boy of 16 has already been mature 
for two years. I am sorry but I do not believe him 
unless he is using the word in a sense all his own. The 
. term is a hard one to -define ; intelligence, it has been 
said, is what a psychologist measures when he measures 
intelligence, but even adopting this pragmatic definition 
there is evidence to suggest progressive maturation until 
at least 16. If other aspects of mental life be brought 
into consideration (and they cannot be left out) the 
process of maturation continues far longer. Indeed, 
there are matters which one can “ learn ” at 30 which 
would be beyond one’s scope at 20. 7 

In general, therefore, it. would surely be better to 
encourage, though not to compel, the medical student to 
carry his general education a little further and to qualify 
a little later. Apart from Latin and Greek, I should 
think that he would benefit from some knowledge of 
philosophy and statistics which he now sadly lacks! I 
agree that this raises the whole question of late marriage, 
which would surely be better solved by state scholarships 
on an adequate scale. If we are to have in the medical 
profession those who are really suited to it and not just 
those whose finances will stay the course, some such 
subsidy will be necessary anyway. 

The Cassel Hospital. C. H. ROGERSON. 


ACUTE POLYRADICULONEURITIS 


Srr,—The advancement of medicine must necessarily 
be associated with the appearance of new terminology, 
yet today there seems to be a facile tendency for the 
adoption of nomenclature and phraseology, particularly 
if highly sounding or of continental origin, without 
sufficient regard for their soundness or suitability. In 
some instances, this may be due to the inherent inferiority 
substratum in the British character which permits the 
belief that native enterprise is of a lesser quality than that 
of the foreigner. . One seés this feeling prevalent in most 
intellectual spheres, whether music, art, science or 
medicine, and one wonders why. It was probably this 
self-effacement rather than the desire for progress which 
led to the eager adoption in this country of the Basle 
anatomical nomenclature, a scheme sponsored mainly 
by a collection of German booksellers to whom such 
expressions as Astley Cooper’s ligament or Hunter’s 
canal were anathema. — 

The term radiculoneuritis came into prominence about 
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1916 and may have originated in France. 


~ hazardous operation. 
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Recently, it. 
has been used to refer to a condition generally known as 
acute polyneuritis. ‘Those. who employ the new edition. 
do so no doubt because they consider it to be an improve- 
ment, thereby indicating indirectly that involvement of 
the nerve roots is of sufficient importance to warrant its ` 
inclusion in the title of the disease ; whereas in fact it is 
known that the most evident lesion is found in.the extra- 
spinal portion of the nerve tract. Thus, Holmes in his 
series of cases declared that examination of the nerve 
goots disclosed no abnormality whatsoever and this 
finding seems to be general. It should also be remem- 
bered that anatomically the term radicular nerve is often 
applied to the conjoined portion of the nerve roots . 
formed by the junction of the anterior and posterior 
roots. An inflammatory lesion affecting this portion of 
the nerve tract could quite properly be called radiculo- 
neuritis. Thus the term itself can hardly be considered 
an improvement on anatomical or pathological grounds, 
nor does the clinical side furnish any additional support. 
The picture of an acute spreading paralysis may be 
produced by some half-dozen conditions all of which show 
certain changes in the spinal cord. This finding applies 
also to acute polyneuritis in which the toxic process 
shows a selective affinity for the neurone as a whole, so 
that the term polyneuronitis as suggested by Russell 
Brain is in this respect more suitable. But in the absence 
of a more exact knowledge concerning the nature of the | 
malady there seems little point in substituting one 
inadequate designation for another, even though it may 
sound more modern. 
London, 8.W.3. J. H. MULVany. 


LIGATION OF PATENT DUCTUS ARTERIOSUS 

Sm,—To those cardiologists whose enthusiasm has 
been fired by the brilliant exploits of some of our thoracic 
surgeons, I commend the perusal of a thoughtful and 
temperate address on the Newer Surgery of the Heart and 
Large Vessels, by H. M. Marvin (Bull. N.Y. Acad. Med. 
October, 1941). The operation mortality of ductus liga- 
tion in these American cases is astonishingly low—only 4 
operation deaths out of 42 cases. Nevertheless, like Mr. 
Mulvany, I wonder if this operation is often justified. 
Surely the predisposing factor: towards bacterial endo- 
carditis in these, as in other cases, is the presence of an 
avascular bed, on which bacteria and fibrin are deposited 
from the blood-stream. Ligation of the ductus can only 
modify the conformation of this avascular bed, and in. 
any case by the time the diagnosis is made bacteria and . 


‘clot have probably already been implanted in the pul- 


monary artery opposite the entrance of the ductus. I 
agree again with Mr. Mulvany in the possibility of an 
arrest, and perhaps of cure, of bacterial endocarditis in 
these patients without surgical treatment. I have at 
present under my observation a lady who has been symp- 
tomless and working since September, 1940, after treat- 
ment in February, 1940, with heparin and a sulphonamide 
of a bacterial endocarditis implanted on a patent ductus. 

With regard to the non-infected case, it will be 
interesting to see what is the expectation of life where 
ligation has been performed during infancy or childhood.. 
But we may have to wait for many years before evidence 
is convincing that life is prolonged by this somewhat 


MAURICE CASSIDY. 


So VITAMIN E ; 
Srr,—In your leading article of Aug. 23 you reviewed 
the literature on vitamin E in the treatment of muscular 
dystrophy and motor-neurone degenerations. Your 
conclusions were that vitamin E is of little practical 
value, though “‘ that there is something behind this 
no-one can doubt.” The leading article in the British 
Medical Journal this week states : ‘‘ We find nothing yet 
to persuade us that any human disease or any disturbance 
of childbearing or locomotion in man is due to a deficiency 
of vitamin E, or is alleviated by treatment with it.” I 
have read again the papers on which these two leading 
articles were chiefly based, and I cannot agree that they 
justify any statement that vitamin E is of little or no 
value. To avoid repetition I shall only examine in 
detail those papers dealing with muscular dystrophy, 
since the same criticisms are applicable in part to the 
papers on nervous degenerations and, indeed, to the 
treatment of all deficiency diseases. : 


-London, W.1. 
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DAY NURSERIES 
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In muscular.dystrophy some muscle-fibres are normal, 
some are completely replaced by fibrous tissue, and some 
are degenerating but are still present. It is only the 
function of these latter fibres which can be improved by 
any form of treatment. In children . getting worse 
rapidly there are many such fibres, and so a great improve- 
ment is possible. In adults, in whom the disease has 
been slowly progressive for many years, there are only a 
few degenerating fibres present at any one time. The 
muscular weakness is essentially due not to these fibres 
but to the loss of those which have completely degener- 
ated during the long course of the illness. In adults, 
therefore, little or no improvement is ever possible, 
though the disease can be arrested. . Bearing these facts 
In mind the negative results of vitamin-E therapy 
reported from the Mayo Clinic (Eaton, L. M., Woltman, 
H. W. and Butt, H. R. Proc. Mayo Clin. 1941, 16, 523), 
by M. M. Doyle and H. H. Merritt (Arch. Neurol. Psychiat. 
1941, 45, 672), and by G. Fitzgerald and B. McArdle 


(Brain, 1941, 64, 19) lose much of their significance, since . 


in a total of 20 cases treated only 5 were children. 


J. W. 
Ferrebee, W. O 


“Klingman, A. M. Frantz (J. Amer. med. 


Ass. 1941, 116, 1895), however, have also reported _ 


negative results in a series of 13 children, so that there 
are 18 cases in all which have not responded to treat- 
ment. These, numerically, are more than balanced by the 
children who have improved, according to S. Stone 
(J. Amer. med. Ass. 1940, 114, 2187; J. Pediat. 1941, 
18, 310), G. E. Donovan (Lancet, 1940, 2, 162) myself, 
and various personal communications from England 
and abroad. There are several explanations of these 
contradictory reports. N 

- + « împortance of not giving too much vitamin E.—All the 
children who have improved have been given vitamin E 
either as whole wheat germ or as wheat-germ oil and yeast, 
the amounts not greatly exceeding those which could be 
taken in food. The children who have not improved have all 
had synthetic vitamin E as well as, or instead of, the natural 
forms, and the total amount taken has been very large. 
Most of the children, indeed, received so much vitamin E 
that they could only have obtained the same amount from 
their diet had they eaten each day three times their own 
weight of bread from which the wheat germ had not been 
removed. It seems most unlikely that these amounts of 
vitamin E can ever be required, while it does seem likely that 
they are harmful. For the muscles themselves probably 
_ destroy any surplus of vitamin E, and therefore their degenera- 
tion is likely to be hastened when they are confronted with the 


strain of destroying amounts of vitamin E many times as , 


large as could ever be provided by any dict. | 

- importance of giving other vitamins and zinc and 
manganese in their correct proportions.—There should be some 
relationship between the amounts of the various vitamins, 
and also minerals, in the diet. For instance the storage of 
vitamin A is affected by vitamin E, vitamin D needs a certain 
calcium-phosphorus ratio to develop fully its antirachitic 
activity, and there is an optimum ratio between manganese 


and vitamin B for preventing the toxic effects which occur. 


when large amounts of either are taken. It seems that those 
minerals and vitamins which are especially necessary to each 
‘other for their mutual metabolism by the animal body 
generally occur together in vegetable foods. So though we do 
not know enough to give the correct balance of vitamins and 
minerals by synthetic preparations, we can solve the problem 
when treating deficiency diseases by giving foods very rich in 
the particular vitamin the deficiency of which is causing the 
symptoms. In this way we shall automatically keep the 
correct proportions of the related vitamins and minerals and 
avoid the risk of excessive doses. In the case of vitamin E 
whole wheat germ is the best preparation, containing not only 
the B complex but also zinc and manganese, the distribution 
of the last two in foods being the same as that of vitamin E. 
Looked at from another point of view, once one postulates a 
deficiency of vitamin E- one must also postulate a deficiency of 
all those substances chiefly found with vitamin E, and so one 
must give them as well. . 

. importance of treating sepsis—Any mild chronic or 
recurrent sepsis, such as carious teeth or frequent colds, 
completely prevents any response to vitamin-E therapy. 
Probably the absence of any sepsis would have been empha- 
sised in the negative reports on the value of vitamin E had its 
importance been realised. As sepsis is not mentioned in these 
reports it seems possible some children failed to respond 
because of some mild infective focus. \ 


. gap, but we must admit it is only a second best. 


The disordered creatine metabolism of muscular 


dystrophy has been investigated by Fitzgerald and | 


McArdle in 2 children for periads of 26 and 36 days 
respectively, and by Ferrebee, Klingman and Frantz in 
2 children for 10 days. ‚Vitamin E given throughout 
the investigations did not improve the metabolism of 
creatine. This was to be expected, partly because 
clinical improvement seldom occurs in under eight weeks 
and partly because the children were receiving excessive 
amounts of synthetic vitamin E. i 

' Wimpole Street, W.1. FRANELIN BICKNELL. 


DAY NURSERIES 


. SIR, —XY our report in last week’s issue of the conference 
on day nurseries shows that a point was raised there 
which has usually. been ignored in the past, and which in 
my opinion is not being stressed sufficiently even now. 


‘Most child psychiatrists would agree with me that the — 


child’s greatest need during its earliest years is for a 


mother’s affection and attention.. This is essentially a 
strongly personal relationship and cannot be adequately 
replaced by any nursery school however well run. 
Marguerite Dobbing’s experience, as given in her letter to 
the New Statesman, is another discovery (however belated) 
of a truth that has been preached by child-guidance 
workers for some years. Miss Anna Freud hit the mark 
when she said, ‘“ Nursery schools had never been meant as 
a substitute for the home any more than welfare clinics did 
away with the need for the mother’s care or child-guidance 
clinics with the need for education by the parents.” 
The nursery school is not a home, and even a bad home is 
better than no home at all. The intuitive understanding 
on the part of mothers of this relationship with their 
children has a great deal more to do with the slow 


` progress of the nursery-school movement than is gener- 


ally appreciated. Just as many a mother, quite rightly 
in my opinion, clung to her child when the evacuation 
scheme was launched, so today she will only use the 
nursery school as a last, often desperate, resort. The 
care of an aunt or granny, as your report implies, is 
preferred as being more satisfactory. (With regard to 


evacuation, mary a mother, has told me: “I just couldn’t | 


send him away, he would never get over it.’’) 

We must recognise that the break-up of family life 
occasioned by the war is a serious evil and not the least 
serious outcome of war conditions. I agree with Anna 
Freud that the nursery schools are trying to fill a ie 

ere 
is a real danger that they may be used to blanket those 
essential social and economic reforms which are so 
seriously needed to maintain an adequate family life.) 


' With her, I would plead for some place to be found in the 
scheme for the mother herself. For only in the security . 


of the intimately personal relationship between mother 
and child can the child develop a real and stable 
character. 

If further confirmation of these ‘views were needed 
it is to be found in the experiences of the Jewish com- 
munal colonies in Palestine. There both mother and 
father work (on the land) and the children are cared for 
communally by skilled nurses. None the less, it has 
been found necessary, in order to get the best results, to 
allot definite times each day when the parents can take 
charge of their children. I recommend a study of the 
development of these communal nurseries to all interested 
in child welfare. l 

Leeds. H. EDELSTON. 


TOWARDS A NATIONAL SERVICE IN CLINICAL 


PATHOLOGY 


Smr,—Dr. Ponder’s statement that the “ comprehen- 
sive pathological service ’’ now functioning in the county 


` of Kent is ‘‘ very much on the lines indicated ” is hardly 


correct. The view expressed and reiterated by myself 
was that by its very nature clinical pathology can only 
properly be practised. ‘‘ in laboratories forming an inte- 
eral part of a large and active hospital’’; that it can only 
function properly ‘‘ in a laboratory which is part of an 
institution for the treatment of the sick ’’’; and further 
that it can only properly be practised by those in close 
and continuing touch with clinical work. On his showing 
the service described by Dr. Ponder meets neither of 
these fundamental requirements. 

Wolverhampton. S. C. DYKE, 
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Public Health E 


Health of New Zealand 


THE annual report for 1940-41 of Dr. M. H. Watt, 
director general of health, records an exceptionally 
healthy year in an exceptionally healthy part of the world 
where public medicine has reached a high level of effi- 
ciency and is extending towards a complete national 
medical service. The European population of New 
Zealand in mid 1940 was 1,546,312, its birth-rate was 
21-2, the highest rate since 1925, and its death-rate 9°25 
against 9-2 in 1939. Infantile mortality, for which New 
Zealand has long held the blue riband of the world, sank 
to the record low level of 30:2. Of the 990 infants who 
died in the year, 521 failed to survive a week and 630 
failed to survive a month. The neonatal mortality has 
remained almost unaltered at about 22-5 per 1000 live 
births for many years. Rather more than half of the 
deaths within the first month are certified as due to pre- 
maturity alone, but since prematurity is not per se a 
cause of death this means that about half of the neonatal 
mortality is unexplained and in the present state of our 
knowledge is inexplicable. Tuberculosis mortality was 
388 per million, which is a low record for New Zealand, 
and, we believe, for any community exceeding a million. 
Cancer mortality, at 1202 per million, would on standard- 
isation for age and sex work out to be not much different 
from our rate of 1600. l l 

The statistics of the Maori population tell a different 
story. Their birth-rate was 48:9, infantile mortality 
87-2, crude death-rate 17-5 and tuberculosis mortality 
4132 per million. Excluding tuberculosis, the death- 
rate among Europeans would be 8-86 and amongst Maoris 
13°37, so tuberculosis alone accounts for not quite half 
of the higher death-rate among the Maoris. Until 
recently, the native population of New Zealand, unlike 
those of the African dominion, colonies and protectorates, 
was little infected with syphilis, but this has changed for 
the worse in some districts. The health department is 
fully alive to this and is taking active steps to combat the 
spread of syphilis among the Maoris. 

Among the many interesting sections in the report is 
that dealing with hydatid disease, which is probably 
more common in the islands—especially in the South— 
than in any other 
120 new cases with 18 deaths each year, and the incidence 
does not decrease. When we hear that about half the 


sheep and cattle in New Zealand have livers or lungs. 


infected with hydatid cysts and more than a third of the 
country dogs harbour the adult Tænia echinococcus, we 
do not wonder at the frequency of the human disease, or 
why it does not diminish. Measles, which three years 
ago spread over New Zealand in epidemic form of 
exceptional severity for modern times, caused but one 
death in 1940. 


Infectious Disease in England and Wales 
WEEK ENDED NOV. 1 


Notifications.—The following cases of infectious disease 


‘were notified during the week: smallpox, 0; scarlet 
fever, 1204; whooping-cough, 1955; diphtheria, 915 ; 
paratyphoid, 35; typhoid, 20; measles (excluding 
rubella), 624 ; pneumonia (primary or influenzal), 553 ; 
puerperal pyrexia, 118; cerebrospinal fever, 102; 
poliomyelitis, 23; polio-encephalitis, 1; encephalitis 
lethargica, 2; dysentery, 123; ophthalmia neonatorum, 
79. No case of cholera, plague or typhus fever was noti- 
fied during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Oct. 29 was 1296, including 
scarlet fever, 165; diphtheria, 297 ; measles, 22 ; whooping-cough, 
492; enteritis, 21; chicken-pox, 31; erysipelas, 25; mumps, 5; 
poliomyelitis, 6; dysentery, 27 ; cerebrospinal fever, 10; puerperal 
sepsis, 12; enteric fevers, 36; german measles, 1; other diseases 
(non-infectious), 81; not yet diagnosed, 65. 

Deaths.—In 126 great towns there were no deaths from 
scarlet fever, 2 (0) from enteric fevers, 2 (0) from measles, 
9 (3) from whooping-cough, 22 (1) from diphtheria, 59 (3) 
from diarrhcea and enteritis under 2 years, and 11 (1) 
from influenza. The figures in parentheses are those for 
London itself. 


There were 7 deaths from diarrhaa at Manchester, 5 at Liverpool 
and 5 at Birmingham. 


“a 


art of the world. There are about 


The number of stillbirths notified during the week w 
157 (corresponding to a rate of 32 per thousand tota 
births), including 17 in London. i 


MEDICINE AND THE LAW 
- The Diabetic Motorist : 


THE Belfast magistrate has dismissed an application 
by the police that a diabetic doctor should be deprived 
of his driving licence. The police contended that the re- 
actions to medical treatment rendered the patient unfit to 
have proper control of a car. The physician to the bio- 
chemical department of the Royal Victoria Hospital, - 
giving evidence for the motorist, expressed the view 
that, provided diabetes was properly controlled by 
insulin, there was no reason why the patient should 
suffer incapacity from insulin coma; he himself had 
some 3000 patients under treatment, including, along 
with many private motorists, bus drivers and engine 
drivers, and had no reason to suppose them a danger to 
traffic. The magistrate, observing that this was the 
first case of the kind in his experience, was not prepared 
to give effect to the application of the police and, in 
effect, disqualify possibly thousands of drivers who use 
the roads today with as much safety as persons who do 
do not suffer from diabetes. 

-~ The law in Northern Ireland is much the same as in ` 
Great Britain. According to section 5 of our Road 
Traffic Act of 1930 an applicant for a driving licence must 
“make a declaration in the prescribed form as to 
whether or not he is suffering from any such disease or 
physical disability as may be specified in the form... 
or any other disease or physical disability which would be 
likely to cause the driving by him ofa vehicle . . . to be 
a source of danger to the public.” If*from the declara- 
tion it appears that the applicant does suffer from any 
such disease or disability, the licensing authority must 
refuse the licence. The form, as last prescribed in 1937, 
asks the applicant specifically to declare epilepsy or 
sudden attacks of disabling giddiness or fainting, any 
defect in movenient, control or muscular power of either 
arm or leg, or any other disease which would be likely to- 
cause his driving to be a source of danger to the public. 
While the police are quite entitled to prove, if they can, 
that a particular diabetic is unfit to drive, it would not 
seem proper to allow them to insert (in effect) the word 
‘* diabetes ” in the prescribed form along with the word 
“ epilepsy ?” if the Minister of Transport (or his 
equivalent in Northern Ireland) has not done so. 


Obituary 


FRANCIS CHARLES MARTLEY 
M.D. CAMB., F.R.C.P.I., D.P.H. 

Dr. Martley, who died on Nov. 2 at the age of 76, will 
be best remembered for the part he played in the welfare 
of the Medical Sickness, Annuity and Life Assurance 
Society. He was vice-chairman of the society in 1908 
before it became a-mutual assurance company and in 


1930 was elected chairman of the board of directors, 


holding this office until his death. He had a quite 
unusual ability for figures and correlation of facts and 
though the small amount of Irish in his make up was 
occasionally evidenced by a provocative remark, it 
meant nothing for behind it one could see a kindly pair 
of eyes and a hidden smile. No-one could have laboured 
longer or more faithfully than he did for the society, the 
success of which was a source of great satisfaction to him, 
and his wise counsel will be greatly missed. 

Francis Charles Martley was born in Dublin, and was 
educated at Rugby and Cambridge, where he took the 
natural sciences tripos in 1887. He entered St. Mary’s 
Hospital with a science exhibition, qualifying in 1890, 
and later taking many higher diplomas. After being 
house-physician at St. Mary’s and practising for a while 
at Buckhurst Hill, he went back to Dublin as demon- 
strator of chemistry at the R.C.S.I., and anesthetist 
to St. Stephen’s Hospital. In 1908, however, he returned 
to London as assistant in the inoculation department at 
St. Mary’s, where he remained on the active staff for 
thirty years. At first he was largely engaged in teaching 
workers from all parts of the world, who came to learn 
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about the opsonic index. In later years he was chiefly 
interested in blood grouping and carried out some re- 
search bearing on its value in paternity cases, in the 
course of which he made the interesting observation that 
group two (Moss) -corpuscles phagocytose some 25% 
more bacteria than do group four corpuscles. 

Dr. Martley married in 1892 Adelaide Amelia Strang- 
man, who predeceased him in 1935. He leaves a son and 
two daughters. 


STUART ALEXANDER TIDEY 
M.D. LOND., M.R.C.P., S.F.D. 


Dr. Stuart Tidey, who died on Oct. 29, at the age of 84, 
«was born in Reading. His father was an artist and 
his childhood was spent-largely at schools in Corsica, 
Switzerland and Germany. He studied engineering at 
the Crystal Palaee for two years before he entered St. 
Mary’s Hospital, where he graduated in 1886, later taking 
the M.D. Lond., the M.R.C.P. and the Swiss federal 
diploma after further study at Geneva. He had held 
the posts of H.S. and assistant pathologist at St. Mary’s, 
and in 1890 he started practice in Montreux, remaining 
there until 1912 except for a brief interval in Florence, 
where he followed StClair Thomson. At Montreux he 
had a large practice both on the lakeside and at the 
climatic stations on the hills above. But his health 
giving cause for anxiety he went to settle in British 
Columbia where, after farming for a bit, he took 
the state diploma in medicine and joined John Antle’s 
medical mission to loggers. The last war found him, 
though already 56, ready for fresh work, and he helped to 
fit out the hospital ship, St: George and worked there 
till 1917 when he joined the medical staff of the Middlesex 
War Hospital, near St. Albans. Still spoiling for adven- 
ture he served 1920-31 as ship’s surgeon for the Elders & 
Fyffes line. Very quiet and rather rugged in manner, 
L: P. writes, he always knew his job and the latest 
developments in it. He would come almost unobserved 
into a medical board at Napsbury and almost immediately 
he would say the few words making points that were in 
danger of being missed. His writings were few for a 
man of his originality and vigour; apart from some handy 
cuide and travel books he published his experience of the 
use of compression in pulmonary lesions and of the drain- 
age of empyema. He loved to discuss these matters and 
specially enjoyed any argument against his own theories. 

At the age of 73 Tidey retired to Edgware where he 
could indulge his tastes for music, natural history and 
cardening. The progress of parkinsonism curtailed his 
physical activities, but he retained his mental alertness 
to the last. He married Georgiana Booth, who pre- 
deceased him, and leaves two daughters. 


- Medical News 


University of Cambridge l 
During October the title of the degrees of M.B., B.Chir. 
was conferred on E. H. M. Gillieson and R. M. Stevenson. 


Royal College of Physicians of Edinburgh | 


At a meeting of the college held on Nov. 4, with Prof. 
Charles McNeil, the president, in the chair, Dr. Benjamin 


eid (Hellingley, Sussex), Dr. J. L. Cowan (Penicuik, Mid- 
lothian), Dr. A. J. Rhodes (Edinburgh), Dr. A. D. Stewart 
(Edinburgh), Dr. Alexander Joe (Edinburgh) and Dr. J. B. 


Borthwick (Edinburgh) were elected to the fellowship. 


Advisory Tuberculosis Committee 

The name of Dr. Ernest Ward should have been included 
in the Ministry of Health committee on tuberculosis published 
in Tue Lancet (Oct. 11, 1941, p. 437). 
Prisoner of War . 

W.S./Captain J. H. Annan, M.B. Edin., R.A.M.C., has been 
posted as a prisoner of war. 


Royal Society of Medicine 

Short papers will be read at the meeting of the section of 
pathology on Tuesday, Nov. 18, at 2.30 p.m. On Nov. 20, 
at 2 P.M., the section of dermatology will hold a clinical 
meeting. On Nov. 22, the section of orthopaedics will meet 
at Orpington Emergency Hospital, Kent, at 11.15 a.m., when 
Mr. C. Lambrinudi will deliver his presidential address. He 
will speak on the rôle of orthopzdics in medical education. 
Short papers will also be read by other members, and in the 
afternoon there will be a demonstration of cases. 


= 


King’s Physician 

Lieut.-Colonel (temp. Colonel) Sidney Smith, F.R.C.P. 
R.A.M.C., has been appointed hon. physician to the King in 
place of Major-General R. C. Priest who has retired. 


From Strasbourg to Strassburg 
After an interval of twenty-three years the German Uni- 

versity of Strassburg has opened for the winter session (Dtsch. 
med, Wschr. Sept. 19, 1941, p. 1046). Applications for ad- 
mission were received from all parts of the Reich but those 
from Alsace were given preference and Alsatians form the 
bulk of the students. The new university has four faculties— 
law, medicine, philosophy, and science, and of the 100 lecturers 
who have been appointed, 30 hold posts in the faculty of 
- medicine. 

Presentations to Dr. Barnes 

On Oct. 30 Dr. Stanley Barnes, retiring dean of the faculty 

of medicine of the University of Birmingham, was presented 
by the United Hospital with his portrait, painted by Mr. 
. Harold Knight, R.A., in recognition of his many services over . 
many years in the reconstruction and administration of the 
new medical school and hospitals centre. The Lord Mayor, 
who made the presentation, said that Dr. Barnes had been a 
master builder, and Prof. W. H. Wynn, M.D., who also spoke, 
acclaimed him as a brilliant physician, man of affairs and great 
citizen. In reply Dr. Barnes said that he had felt constrained 
to alter the career he had laid out for himself in research 
in medicine in order to take his share in the development of- 
medicine in the midlands. His loss of private practice did 
not matter but he had also had to sacrifice some of his hospital 
work which, he said, “to me was the first element in my 
life.” Dr. Barnes received a George III silver pint pot from 
the council of the university, the senate and the members 
of the faculty of medicine, and the medical students have also 
given him a piece of silver plate. _ 


Appointments 
BROADBENT, BERNARD, M.B. Camb., D.P.H.: deputy M.O.H. for 
Tottenham. 
David, GEORGE, M.D. Berlin, L.R.C.P.E.: temp. asst. M.O. for 
Hounslow. 


Kemp, T. A., M.B. Camb., M.R.C.P.: medical registrar and blood 
transfusion offieer at St. Mary’s Hospital, Paddington. 


Births, Marriages and Deaths 


BIRTHS 


FORRESTER.—On Nov. 8, at Lianelly, the wife of Dr. G. Stuart 
Forrester—a son. l 
FRENCU.—On Nov. 4, at Rawalpindi, the wife of Capt. J. M. 
French, I.M.S. (of Burgh Heath, Surrey)—a daughter. 
HODGKINSON.—On Nov. 6, at Milford-on-Sea, Hants, the wife of 
Dr. H. L. Hodgkinson—a daughter. 
Jok a 


Nov 8, at Frome, the wife of Captain David Joy, 

z .C.—a son. 

LASCELLES.—On Nov. 4, at Farnham, Surrey, the wife of Surgeon 
comupoder W. F. Lascelles, R.N.V.R., Yarm, N. Yorks—a 
daughter. i 

MACDONALD. —On Nov. 7, at Barnt Green, near Birmingham, the 
wife of Captain William Macdonald, R.A.M.C.—a daughter. ~ 

ROBERTSON.—On Nov. 3, at Perth, the wife of Captain R. P. 
Robertson, R.A.M.C.—a son. 

RYDER RICHARDSON.—On Nov. 6, at Whitchurch, Aylesbury, the 
wife of Dr. J. C. Ryder Richardson—a son. 

WELLS.—On Nov. 6, at Oxford, the wife of Dr. L. R. A. Wells, St. 
Olave’s Hospital, London—a daughter. ; 

YounGe.—On Nov. 10, at Woking, the wife of Dr. B. A. Young—a son. 


MARRIAGES 


Beacn—E.iiotT.—On Nov. 8, at Leintwardine. Alan Avery 
William Beach, surgeon lieutenant, R.N.V.R., to Margaret 
Elliott. 

McOwaNn—BACKHOUSE.—On Nov. 1, at Longdon-ormTern, Salop, 
Bernard McOwan, surgeon lieutenant, R.N.V.R., to Margaret 
Clare Backhouse. 

WatTt—MATTINSON.—On Oct. 28, at Carlisle, George Watt, 


M.B., 
to Patricia Mattinson. 


DEATHS 


BARTON.—On Nov. 4, at. Lindisfarne Road, London, S.W., James 
Kingston Barton, M.R.C.P., aged 87. 

Brown.—On Nov. 6, at Cambridge, Alice Evangeline Brown, 
M.D. Brux., L.R.C.P.E., of Upper Park Road, Hampstead. 

Forpyck.—On Nov. 6, at Tillicoultry, William Fordyce, M.D. 
Edin., F.R.C.P.E., F.R.C.0.G., consulting gynecologist to the 
Edinburgh Royal Infirmary. 

McCreaA.—On Nov. & Hugh Moreland McCrea, M.D. 
R.U.I., of Harley House, London. 

Martin —On Nov. 3, John Martin, M.D.Camb., surgeon captain 

N., retd. - 


Moxro.—On Nov. 3, at Richmond, Surrey, James Donald Rae 
Monro, M.D. Glasg. 


O.B.E., 


THE CASE HISTORY IN DIAGNOSIS 
J. PLESCH, M.D. BERLIN, L.R.C.P.E. 


DIAGNostTic methods employed in ‘medicine have 
advanced, but insufficient attention has been paid to the 
importance of the case-history. If we do not discuss his 
case with the patient we bring medicine to the level of 
veterinary medicine. In giving a history the patient 
finds or loses his confidence, and discovers whether he is 
dealing with merely a man who has studied medicine 
or with a real doctor. We are led towards a diagnosis 
by the history of the patient and his illness, by the first 
impression we get of him and by every fact which our 
senses are capable of observing; these put us on the 
right track for deeper exploration of his illness. Diag- 
nosis depends on association of ideas. Neglect ef 
history-taking springs from the rapid development of 
factual knowledge and of objective methods of examina- 
tion by physical, chemical, bacteriological and micro- 
scopic means. We have lost confidence in our intuitive 
abilities and do not use or rely on our five senses suffi- 
ciently: this is regrettable because medicine must 
always remain an art to which science is only the servant. 
In medicine we try to judge the relations of the various 
functions to each other; it is impossible to reach a 
diagnosis according to a mechanical scheme. Our judg- 
ment must depend partly on imaginative intuition, 
and we can only pass on to the student the method 
of making the bricks from which he must builf the 
diagnosis. 


. Even in many teaching hospitals case-histories consist - 
only of notes on age and sex, diseases of childhood, a few . 


remarks on the family, the symptoms of the onset of 
the present illness, and a brief account of a superficial 
examination. 
dity and on significant psychological findings is ignored. 
Usually there is a description of the patient’s height, 
physical development and colouring—in these days of 
_ photography. ven the passport office has replaced 
written descriptions by photographs.: Simple photo- 
graphy, coloured photography and the cinematograph 
can tell more about family likeness, constitution, com- 
plexion, temperament and anomalies than any words. 
They also make it possible to record changes over a 
period. | 

History-taking must be accompanied by inspection 
because the first impression directs investigation. We 
must also note any constitutional and psychological 
anomalies. The conditions of the extremities may 
disclose the duration of the illness: a soft sole of the 
foot indicates long illness, tough palms hard work; the 
wrinkles of the face betray whether the temperament is 
gay, meditative, choleric or depressed ; clothing, jewel- 
lery, or a tattoo mark all give something away. A small 
. telangiectatic mole in the occipital region, a third nipple 
like a wart but erectile, hypospadias, cryptorchism, 
relics of gillclefts, polydactyly and birthmarks all have 
their psychological projections. Illnesses take a different 
course in patients with such embryological anomalies. 
A woman with masculine traits, recognisable by hairs of 
the pudenda reaching up to the navel, has an entirely 
different psychical make-up from a woman whose derma- 
tographia shows her extreme femininity. The family 
history must not be confined to parents and brothers, 
_gisters and children; Mendel’s law demands that we 
should inquire further. It is not so easy to get at the 
truth about relations, since patients generally dislike 
disclosing other people’s secrets ; or the information may 
be inaccurate because the patient takes a flattering view 
of his family. Illegitimacy is seldom admitted. It is 
more difficult still to get at the truth about the patient 
himself. Exaggeration, understatement, distortion are 
not always intentional, they often occur because the 
patient is usually not at all clear about himself; inquiry 
then becomes a psychoanalytical examination. If we 
suspect insincerity, or that the patient is trying to dis- 
guise the facts, we must get at the truth by clever cross- 
examination. When the patient becomes aware of his 


tactical inferiority he will quickly change his attitude - 


and become more confiding. We must, however, make 
use not only of the facts he tells us but of the lies, for they 
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betray his weaknesses and are sometimes more revealing 
than the facts themselves. d 
* -* * 

A history of previous illness is as a rule difficult to 
verify. - Acidity, liverishness, nervousness, indigestion, 
rheumatism and similar ambiguous expressions are used 
freely. Pains are misleadingly related to various organs 
—backache to the kidneys and sensations in the chest 
to the heart. The patient must be induced to describe his 
symptoms and it is pleasing to find how readily even 
uneducated patients choose the right words, how com- 
prehensibly they describe a cramp, the sudden onset 
and gradual fading of a colic, the pain of angina pectoris * 
or the distress of an asthmatic attack. By watching the 
patient closely as he tells his story, by noting his com- 
plexion and his gestures, we may find a short cut to the 
understanding of his trouble. At this stage he tells us 
what he himself thinks important. It may have little 
bearing on the essential disease, but we must pay atten- 
tion to it in order that he may give vent to his feelings. 
“ Les hommes avec le petit papier,” described by Charcot, 
are found not only among the hyperthyroid; we 
must let them make their points, but circumlocution 
ean be avoided by adroitly placed inquiries for other 


symptoms. 


We must, of course, be cautious in accepting the 
patient’s estimates of size or quantity. The appetite is 
always .measured by comparison with the appetite of 
those about him, the state of the bowels by the number, 
not the size, of the actions; sweating is reckoned in 
changes of nightwear ; it is difficult to get any estimate 
of the daily urine ; hæmorrhage will be counted by the 
size of the vessel in which it is emptied ; sputum is always 
a cupful; menstruation is estimated by the number of 
changed towels. 

Few events are more significant in physical and 
psychical development than adolescence. The less dis- 
turbance there is during this transitional phase the more 
likely is the later sexual life to be normal, and vice versa. 
An otherwise incomprehensible illness may be explained 
by hormonal imbalance in those whose adolescence was 
disturbed. Delicacy and skill are needed to get truthful 
information about the sexual life, but a full inquiry will 
often evoke surprisingly rapid improvement in neurotic 
cases. | : 

Have we perhaps overrated the value of objective 
methods of examination? Examination of organs or 
systems will enable us to localise the change in them, 
but it is merely a form of diagnostic sport to be able to 
assert that somebody died from cirrhosis of the liver, 
from pulmonary tuberculosis or from .valvular disease. 


What we ought to find out is how it was possible for the 


patient to go on living at all before his cirrhosis, his 
tuberculosis or his incompetent valves killed him. This 
will teach us what adjustments the body makes to its 
diseased organs, and may point the way to compensatory 
treatment. We are turning nowadays from the study 
of dead pathology to that of living function, from the 
organs to the organism. 

Physiology is only concerned with conditions in the 
normal body, and experiments often deal with such 
extreme states as starvation or of utter repletion—of 
intense activity of functions or of almost complete arrest. 
Experiments on organs ‘and tissues in vitro are still too 
often taken to represent the actual processes in vivo. 
Such investigations cannot mimic the codrdinated, auto- 
matic and compensatory mechanisms which operate in 
the living organism ; they are only the separate stones 
in the mosaic. They do not show what made life possible 
when an organ was grossly damaged. Restitutio ad 
integrum is a rare thing in pathology; our treatment 
must aim at supporting the body’s natural compensating 
mechanisms. eg F = 


Collectively men can be regarded as statistics, but.in 
practice the doctor must know the idiosyncrasies of each 
patient so that, for example, he can tell whether in an 
epidemic of typhoid that patient will be one of the 15% 
of fatal cases or not. In the relationship between the 
individual and the disease it is the individual who varies. — 
For instance, two cases of stomach ulcer of similar size 
and location will not, as a rule, justify the same prognosis 
or treatment. A full case-history may indicate how and 
why the patient fell ill, or incurred an accident. There 


s 
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may be some incipient nervous disorder which delayed 
reaction time, or impaired coördination, or accident may 
be coupled with early signs of tabes or cerebral tumour, 
syringomyelia, arteriosclerosis, arthritis, or ocular or 
aural diseases. The case-history may throw light on 
such integrative functions as complexion, respiration, 
pulse, appetite, sweating, temperature, sleep, posture, 
gait, and weight. 

The best way to assess the state of a function is to 
suggest to the patient an exercise which calls on that 
function and to watch his reaction to the suggestion. 
Thus one asks a man with cardiac insufficiency (even 
though he shows hardly any sign of it when at rest) 
whether he could run up five flights of stairs—the look 
of astonishment on his face will indicate plainly enough 
the presence of cardiac damage. The mere thought of 
the effort makes him profoundly anxious. The informa- 
tion derived from a test-meal is meagre compared to 
that which we may gather by talking to the patient about 
his favourite dishes. Offered a glass of melted butter, 
a man with high gastric acidity would accept it, whereas 
a man with hypo-acidity would register disgust at the 
mere thought. The psychophysical reflex is so graded 
that one might almost speak of ‘‘ psychological titration ” 
of the stomach juice. 

But we must realise that our relation to the patient is’ 
reciprocal ; we analyse him by his answers, he analyses 
us by our questions. It is this psychoanalysis of the 
psychoanalyst which creates mutual confidence and, alas, 
also disappointments. The task of history-taking is too 
important to be left to the younger members of the staff. 
A broad view, readiness to understand and sympathise, 
kindliness, ability to judge without severity, to encourage, 
instruct, advise and attract—all these are needed in the 


taking of a case-history, and in no phase of medical | 


activity are experience and knowledge more necessary. 


POLISH FACULTY OF MEDICINE AT 
EDINBURGH UNIVERSITY 


AT the Royal Society of Medicine on Nov. 5 Prof. 
A. T. Jurasz, dean of the Polish Faculty of Medicine within 
the University of Edinburgh, addressed the history 
section on the foundation and achievements of the 
~faculty. He described the events which led up to the 
creation of this university within a university. The 
occupation of Poland lost the Poles their academic 
institutions, research centres and libraries, and exter- 
minated the cultural life of Poland as a whole. The 


Polish Medical Faculty was to a certain extent symbolic ` 


of the need for all countries to maintain the standards of 
Western culture in the face of the destructive power of 
Nazi Germany. The faculty was formed by the unani- 
mous resolution of the Medical Faculty of Edinburgh, 
followed by the acceptance of the scheme by the senate ; 
the inaugural ceremony, in the presence of the President 
of the Polish Republic, took place on March 22, 1941. 
The first academic year was rather concentrated because 
there were no holidays. It was carried through without 
a break, and the second year has now started. The 
enrolments in the first year were 77 and in the second 
year 120 students. The first person to graduate was a 
Polish officer-pilot in the R.A.F. ; he took part in many 
flights over Germany, but nevertheless found time to 
prepare for his final examination. During the last 
academic year 640 hours of lectures were given for the 
first-year students, and 1160 hours for the fourth and 
fifth years. The laboratories, the lecture-theatres and 
the wards of the various institutions of the university 
are open to the Poles. Professor Jurasz suggested that 
something more than mere chance had determined that 
Edinburgh should become the seat of the faculty. 
There were old cultural links between the two countries. 
In the 18th and 19th centuries Scots came to Poland. 
Later Edinburgh University became a cultural centre 
for many prominent Poles, and they used the experience 
gained in Scotland in founding clinics and scientific 
institutions in Poland, and even in reforming the teaching 
of medical science in the University of Cracow. The 
foundation of the faculty was symbolic of the collabora- 
tion which would exist after the war. 

Dr. J. F. Halls Dally, president of the section, pointed 
out that however much help had been given by others, 
Professor Jurasz was essentially responsible for the 
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success of the enterprise. Dr. E. Ashworth Underwood 
suggested that after the war it might be possible to 
establish a small British faculty of medicine in various 
continental universities, thus permitting certain students 
to finish their studies abroad—and acquire a practical 
knowledge of the language and culture of the people. 
among whom they resided. Sir Alfred Webb-Johnson 
expressed his great interest in the unique Edinburgh 
experiment, and Dr. W. Clarke Trotter discussed the 
historic relations between Poland and the University of 
Edinburgh. 
The address was preceded by a small luncheon. in 
honour, of Professor Jurasz, and after the meeting a 


reception was given by the Polish Ambassador at the | 


Embassy. 


| FAREWELL, CHOCOLATE SOLDIER 


' THE American Army has exchanged the chocolate 
Yation of the soldier in the field for five pieces of hard 
candy, individually wrapped and in assorted flavours 
(J. Amer. med. Ass. 1941, 117, 941). Recent fatigue 
tests at Minnesota University have shown that men have 
a greater energy output if they take sugar periodically 
pee the day rather than in large quantities at meal- 
imes. 
Sugar for the Services, 
Candy for the troops— 
A soldier shorn of sugar 
Invariably droops. 


If you want your soldiers 
a Stiffened at the waist 
Give them sugar candy, 
Flavouring to taste. 


Forget Papa’s instructions, 
Forget Mamma’s appeals— 
The energetic soldier 
Must eat between his meals. 


MIDDLE INCOMES AT BRISTOL 


THEIR honorary staffs have lately asked the Bristol 
voluntary hospitals if they will in future rigidly observe . 


the B.M.A. scale. This means that except in emer- 
gencies nobody above the following income-limits will be 
admitted to the general wards or outpatient departments 
of the hospitals : 


£312 married with dependants 
£260 married without children. 
£208 single without dependants. 


The Bristol Hospitals Fund recognises the doctors’ right 
to fix the line of income-demarcation above which they 
cannot afford to treat patients for nothing, and it also 
recognises the difficulties of those with incomes just above 
the scale, who can afford to pay for most of their medical 


treatment but cannot find the fees of specialist and ` 


surgeon. Anticipating the Nuffield provident scheme 
the fund has devised what it calls an intermediate con- 
tributory scheme. The name is dictated by ambition, 
for it is hoped soon to start yet another scheme for 
those with still larger incomes. The intermédiate scheme 
was launched by Mr. Egbert Cadbury at a meeting of 
the fund last July. The fund has made an arrange- 
ment with the Bristol voluntary hospitals, by which 
intermediate members for the payment of 6d.: a week 
can provide for. consultation, operations and treatment 
for themselves and their dependants. People within 
the following income limits are eligible : 


£416 married with dependants 
£364 married without children 
£260 single without dependants. 


The only exception to this arrangement is the Bristol 
Eye Hospital, and even here a modified scale of fees has 
been arranged for members of the scheme. The scheme 
can only be operated through the fund. 

The fund, as a contributory scheme, has no legal 
power to make grants to medical staffs, and the board 
of each hospital is therefore recommended to make a 
grant to their medical staff fund equivalent to a third of 


` the amount they receive from the fund for treating the 


intermediate contributory scheme patients. The staff 
will also receive a quarter of any surplus that may 
accrue. 


ORIGINAL 


THE COMMON SULPHONAMIDES 
NOMENCLATURE, STRUCTURE AND USES 


DENNIS G@. ARDLEY, M.P.S. 


WITH the inevitable increase in the number of com- 
pounds introduced into clinical practice for the chemo- 
therapy of bacterial infections the need of an accurate 
and uniform nomenclature becomes urgent. Few modern 
British books on general medicine or the specialties 
make any attempt to achieve accuracy in the names 
used for these compounds, and the medical journals and 
encyclopedias tend to pander to the whims of their 
contributors instead of exerting strict control over the 
names employed. As a consequence, for example, all 
- the names which happen to have been employed for the 
same chemical compound by various contributors to a 
textbook may appear in different parts of the index. 
Abstracts of articles from foreign journals often use for 
drugs names which are unfamiliar to readers in this 
country and in this way the chief point of the abstract 
may be lost. Conversely, proprietary names and 
erroneous nomenclature in English articles duly find their 
way into foreign abstracts to the mystification of readers. 
The practitioner who writes a prescription for ‘‘ sulphon- 
amide,” 4 gramme tablets, or the surgeon who orders a 
wound to be dressed with sulphonamide powder, does not 
realise that what he has ordered is meaningless. The 
writer of an article. who describes the treatment of a 
patient with “ Prontosil’’ given by mouth in such and 
such a dosage overlooks the fact that there are three 
distinct chemical compounds to which this name is 
applied, and that all are given by mouth. The limit 
appears to have been reached by the author of an article 
on the use of various sulphonamide compounds who 
calmly announced at the outset that a particular brand 
name for sulphanilamide would be used to describe all 
the different compounds employed! It therefore seems 
opportune to suggest a few rules for general guidance. 
First, about dosage. The common practice of describing 
oral dosage in terms of number of tablets or volume of a 
suspension is inadvisable. A discussion once arose con- 
cerning an article on the treatment of gonorrhea in 
which the dosage of sulphanilamide employed was in 
dispute until it was realised that the author was express- 
ing dosage in drachms of a proprietary suspension. ` 
Dosage should always be expressed in terms of the active 
ingredient. — ° 

Most of the sulphonamides in common use have three 
kinds of name—a chemical name often occupying a line 
of print, a scientific synonym or pet-name, being the 
chemical name in a shortened form, and a various 
number of trade names. The synonym is the one in- 
tended for use in scientific articles, but unfortunately not 
all the compounds have one, and in some cases the trade 
mame is at present unavoidable. Whenever possible 
only the full chemical name or its shortened form should 
be used, though it may sometimes be convenient to 
indicate once in an article which particular brand was 
employed. 


SULPHANILAMIDE AND ITS EARLIER DERIVATIVES 


Para-aminobenzenesulphonamide or  para-amino- 
phenylsulphonamide is the simplest and most widely 
used of these drugs, and being the 

Nix > SO2NH2 amide of sulphanilic acid the name 
aa mane erat oe Ea ee 
Selchanitacnie anilamide is at once both accurate 
ulppauianeee and brief, and the employment 
of proprietary names for this compound in medical 
literature is inexcusable. Of the forty or so trade 
names indicating proprietary brands of this compound 
the commonest ones in this country are Colsulanyde, 
Prontosil album and Streptocide, and sometimes the 
non-proprietary designations sulphonamide-P or P.A.B.S. 
are used. A proprietary brand much used in America 
is known as Prontylin. Some clinicians still do not 
realise that these names all stand for the same substance, 
and it is not unusual to hear of a patient’s treatment 
being changed from one make of sulphanilamide to 
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another, because he did not respond to the brand first 
ordered. Many other proprietary names for sulph- 
anilamide, less commonly used than the four already 
given, are encountered, chiefly in. foreign medical 
literature. In table 1 will be found 42 trade names for 
sulphanilamide, among which collectors may find choice 
and rare specimens. In the case of a few trade names 


- encountered in foreign medical journals there has been: 


no clue to the composition of the drug, or the composition 
has been variously described in different articles so that 
it has been impossible to be certain what the compound 
was. Sulphanilamide was included in the Fourth 
Addendum to the B.P. 1932. | 


TABLE I— PROPRIETARY NAMES FOR SULPHANILAMIDE 


Albosal Gombardol Septamide album Streptocom 
Ambesid Lysococcine Septanilam Strepton ` 
Antistrept Neococcyl Septinal Streptozone 
Astreptine Orgaseptine Septoplix ulfamidyl 
Bacteramide Prontosil album Stopton album Sulfana 
Bactesid Prontylin tramid ulfanil - 
Cepticide Pronzin album Strepamide . ulphanalone 
Colsulanyde Proseptine Streptamid upron . 
. Deseptyl Proseptol Streptazol “*herapol 
Ergaseptine Pysoccine Streptocide 
Erysipan Rubiazol-A Streptoclase 


The simplest and most convenient classification of 
other sulphonamide drugs is to regard them as derivatives 
of sulphanilamide and as falling into two groups accord- 


ing to whether substitution takes place in the amino į 


ot 
Pay 


(NH,) or in the amide (SO,NH,) portion of the molecule 
(table 1). All the earlier compounds belong to the first 
class and are split up with release of sulphanilamide in 
the body. The more active substances intrgduced subse- 
quently, such as sulphapyridine and sulphathiazole, fall 
into the second category, and these compounds do not 
depend for their action on the production of sulphanil- 


amide. os 


The first compound to be employed was sulphonamido- 
chrysoidin, which is 4’-sulphonamido-2 : 4-diamimoazo- 
benzene, introduced into commerce under the-*name 
prontosil after having -NH . 
been caHed Streptozon. 2 


The-namepyontosil NH  YN=NK_ _>SO2NH2 
strictly refers, there- oe. 
Sulphonamido-chrysoidin 


stuff but most English clinicians use it to designate 
sulphanilamide. _ If the word is used at all it should never 
be employed without qualification, so that there is no 
doubt as to meaning. -Sulphonamido-crysoidin is also 
known as-Prdntosil flavum or Prontosil rubrum. A less 
common trade name is Pronzin rubrum. A more soluble 
compound was later introduced for parenteral adminis- 
tration, which consists of a solution of the disodium salt 
of 4’-sulphonamidobenzene-2-azo-1-hydroxy-7-acetyl- 
aminonaphthalene-3 ; 6-disulphonic acid, usually known 

a * OH ae in this country as 


` Prontosil soluble, 
CH3COHN N=NC > 
SO3Na SO3Na_, 


SO2NH2 and sometimes as 
Azosulphamide (Prontosil soluble) . 


Prontosil-S or 
Prontosilm. Occa- 
sionally the name 
. prontosilis applied 
to this compound instead of to sulphonamido-chrysoidin, 
and in America, where it is given by mouth in place 
of the latter, it is known under the proprietary name 
of Neoprontosil, the ‘‘ descriptive non-proprietary 
name ” proposed for this substance by the Council on 
Pharmacy and Chemistry of the American Medical 
Association being azosulfamide. The name streptozon 
has been given to both prontosil rubrum and prontosil 
soluble, the latter having sometimes been distinguished 
as Streptozon 1m or S, and curiously enough the 
designation Prontosil red is sometimes used for prontosil 
soluble rather than prontosil rubrum. The Rubiazols 
include the French equivalents of the German azo 
sulphonamides and rival them in confused terminology. 
It is, however, sufficient to remember that in this country 
the name rubiazol is applied to a compound which 
differs from sulphonamido-chrysoidin in containing 
a carboxyl (COOH) grouping, and hence is conveniently 
described as carboxysulphonamido-chrysoidin. 

In common with most other compounds of the first 
group in which substitution takes place in the amino 


x 
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TABLE IL | 
SULPHANILAMIDE DERIVATIVES, AND SULPHONES 


Synon or - 
cEbrevidted Full chemical name Proprietary 
chemical names 
name 


SULPHANILAMIDE DERIVATIVES, FIRST CLASS 
Sulphonamido-| 4’-sulphonamido-2 : 4-diaminoazo- | Prontosil (fla- 


chrysoidin benzene vum or ru- 
l : brum); Strep- 
tozon; P’ronzin 
l rubrum 
Azosulphamide Disodium Prontosil 
i 4’-sulphonamidobenzene-2-azo- soluble ; _ 
1-hydroxy-7-acetyl-amino- Neoprontosil 
naphthalene-3 : 6-disulphonate ' 
Carboxysul- 4’-sulphonamido-2 : 4-diamino- Rubiazol 
phonamido- 6-carboxyazobenzene o 
chrysoidin 
Benzylsulph- p-benzylaminobenzenesulphon- Proseptasine 
anilamide amide (M. & B. 125): 
Septazine ; 
46 R.P. 


Ambesid sol- 


Sodium »-succinylamino- 
uble: Septinal 


benzenesulphonamide 


Sodium succi- 
. ny) sulph- 


enilamide soluble. 

None Disodium-p-(y-pheny]-propyl- Soluseptasine 

amino)-benzene-sulphonamide-«- | (M, & B. 137); 
y-disulphonate Soluseptazine; 

= R.P. 
» Sulphanilamide lactoside sodium | Sulphanilamide 
formaldehydesulphoxylate L.S.F. 
b Sodium-4-sulphonamido- Sulphonamide 


. L: phenylaminoethane « sulphonate! 4.0.8. 


A 


- SULPHANILAMIDE .DERIVATIVES, SECOND CLASS 


Sulphanilyl- p-aminobenzenesulphonamido- |Uleron; Uliron; 
- dimethyl- . benzenesulphondimethylamide Ulirone; D.B. 
sulph- 90; D.B. 373; 
anilaniide Diseptal A 
Sulphanilyl- p-aminobenzenesulphonamido- Neo-uliron ; 
monometbyl- | benzenesulphonmonomethylamide| Diseptal B 
sulphanil- 
amide 
Sulphanilyl- p-aminobenzenesulphonamido- Diseptal C; 
sulphanil- benzenesulphonamide Disulon 
. amide 
Sulpha- 2-(p-aminobenzenesulphonamido) Dagenan ; 
pyridine | pyridine or 2-sulphanilylamino- | M. & B. 693; 
pyridine ae EKubasinium ; 
Septipulmon ; 
Pyriamid 
Sodium Sodium 2-(»-aminobenzenesulphon- Dagenan 
sulpha- amido) pyridine sodium ; M.& 
pyridine B. 693 soluble 
Sulphathiazole| 2-(p-aminobenzenesulphonamido) | Thiazamide ; 
thiazole or 2-sulphanilylamino- M.& B. 760.. 
thiazole - 
Sodium Sodium 2-(p-aminobenzenesulphon-| Thiazamide 
sulpha- amido) thiazole sodium ; M. & 
thiazole B. 760 soluble 
Sulphamethyl-| 2-(p-aminobenzenesulphonamido)-| M. & B. 838 
thiazole 4-methylthiazole or 2-sulphanilyl- 
amino-4-metbylthiazole 
Sulphadiazine | 2-(p-aminobenzenesulphonamido) ie 
pyrimidine or 2-sulpnanilyl- 
aminopyrimidine 
Sulphacet- p-aminobenzenesulphonacetamide Albucid ; 
amide Sulamyd 
Sodium Sodium y-aminobenzenesulphon- |Albucid soluble; 
sulphacet- acetamide Sulamyd 
amide j soluble 
Sulpha- p-amino-N-guanylbenzenesulph- 
guanidine ! onamide or sulphanilylguanidine 
SULPHONES 
None Diacetyl-4 : 4’-diamino-dipheny]- | ` Rodilone 
sulphone (1399 F.) 
F 4-: 4-diaminodiphenylglucoside 
Promin 


x5 Sodium p.p’-diamino-diphenyl- 
sulphone-N,-N?'-di-dextrose 
sulphonate 


the amino group by a benzyl 


radical of sulphanilamide, these substances owe their 


activity mainly to the release of sulphanilamide itself 
in the body tissues, the coloured compounds being split 
at the azo linkage. Endeavours have been made to 


` show that the azo linkage per se may play a rôle in their 


action, but all the important recent advances concern 
colourless compounds, and the dye-stuffs cannot but be 
regarded as being chiefly of historic interest. n 

Of the sulphanilamide derivatives belonging to the 
first group which are not dye-stuffs, the most commonly 


of the hydrogen atoms in 


used in England is that l 
formed by substituting one <> chant < >soeNte 


Benzylsulphanilamide 


group. This compound is para-benzylaminobenzene- 
sulphonamide or benzyl sulphanilamide. It is known in 
England as Proseptasine or M. & B. 125, and in France as 
Septazine or 46 R.P. The drug is soluble in water only to 
the extent of about 1 in 25,000, compared to sulphanil- 
amide which has a solubility ofabout lin 100. The sodium 
salt of the corresponding succinyl derivative of sulph- 
anilamide—sodium para-succinylaminobenzenesulphon- 
amide or sodium succinyl sulphanilamide—has been 
issued for parenteral administration under the name 
Ambesid soluble. There is also a product Ambesid, and 
it might reasonably be expected that this would be 
succinylaminobenzenesulphonamide itself, but in fact 
this is another pro- 
€ > CH.cHz.CH.NH€ ")SO,NH prietary name for 
l j sulphanilamide, 
SOzNa SO3No A widely used com- 
Solarentacii pound which is much 
RARR a more soluble than 
sulphanilamide and consequently more suitable for 
parenteral administration is Soluseptasine or M. & B. 
137, known in France as Soluseptazine or 40 R.P. It 
is disodium-p-(y-phenyl-propylamino)-benzene-sulphon- 
amide-a-y-disulphonate, the sodium sulphonate part 
of the molecule being the solubilising groups. No con- 
venient non-proprietary designation for soluseptasine has 
come into use. 
A soluble sulphanilamide derivative for parenteral 
administration, and one having a high sulphanilamide. 
content, has recently been placed on the market under 
the name sulphanilamide L.S.F. It is described as 
sulphanilamide lactoside sodium formaldehydesulphoxyl- 
ate. Reference has also been made to a compound called 
Sulphonamide E.O.S. and described as the sodium salt 
of the ethylsulphonic acid of sulphanilamide. It 
therefore appears to be sodium 4-sulphonamidophenyl- 
aminoethane « sulphonate. It has been tried clinically 
in cattle and man. Mutch (1941) has described some 
investigations on its pharmacology and activity and 
Hes given details of its use in 34 cases of cerebrospinal 
ever. i 
H LATER DERIVATIVES 
The first drugs of the second class were three disulph- 
anilamide compounds, known originally as Diseptal A, 


B and C, and intro- | ; 
NH2 _>>SO2NHC__SOzN(CH3) 2 


duced from Ger- 
many. Of these the 
Sulphanilyldimethylsulphanilamide 
(Uleron) ` 


first, and the only 
one to come into use 
in England, is known as Diseptal or Uleron. Itis also called 
Uliron, Ulirone,: D.B. 90 or D.B. 373, and is para-amino- 
benzene sulphonamido-benzenesulphondimethylamide or 
sulphanilyldimethylsulphanilamide. Diseptal B is the. 
corresponding monomethyl derivative, andis now referred 
to in German medical literature as Neo-Uliron. Diseptal 
C contains no methyl groups, being sulphanilylsulph- 


anilamide. Sulphanily]l- 
NH2€ _>SOgNHK > SO2NHz 


sulphanilamide is 
avallable in America 
Sulphanilylsulphanilamide 


and on the Continent 
under the name Disu- 
lon, where it is used in the treatment of gonorrhea. It is 
also known as ‘“‘ disulphanilamide,’’ a name which, unfor- 


' tunately, has also been used for the dimethyl derivative 


(uleron). Claims that uleron is valuable for the treat- 
ment of gonococcal, staphylococcal and anaerobic 
infections have not been substantiated, and the subse- 
quent use of sulphapyridine for the treatment of gonor- 
rhoea and the activity of sulphathiazole in staphylo- 
coccal infections have led to its falling into disuse. In 
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common with most other derivatives of the second class 

uleron is not broken down with the release of sulphanil- 

amide but is eliminated partly oo ADE and partly in 
i conjuga orm. 

NH2 _>SO2NH <D: An event of outstanding 

N importance in chemotherapy 

Sulphapyridine 


was the introduction of the 

| compound derived from sulph- 

anilamide by substitution of one hydrogen atom in the 
amide portion of the molecule by a basic pyridine 
group, giving 2-(p-aminobenzenesulphonamido) pyridine. 
This was first known as T. 693, later introduced as M. & B. 
693 and subsequently called Dagenan, a mutation on 
an Essex place name. To a non-chemist sulphanilyl- 
aminopyridine should not be too long to remember but 
‘the Americans christened the compound sulphapyridine, 
which name, although not accurately descriptive chemi- 
cally, has been generally accepted. Sulphapyridine 
proved to have a much higher degree of activity than 
sulphanilamide, thereby extending the range of chemo- 
therapy far beyond infections by sulphonamide-suscept- 
ible strains of streptococci. Pneumococcal infections 
were brought under control, a more potent weapon 
against gonococcal, meningococcal and gas-gangrene 
infections provided, and the effective chemotherapy of 
plague and staphylococcal infections brought nearer. 
A calcium compound of sulphapyridine has been placed 
on the market in Germany under the trade name 
Orsulon. It is issued in tablets for oral administration 
in the treatment of pneumococcal and other infections. 
In Stockholm a compound of sulphapyridine and salicylic 
acid, known as salicylazosulphapyridin, and marketed as 
Salazopyrin, has been used 


with success in rheumatoid s$ —CH 

arthritis and ulcerative NH2 SO2NH.C il 

colitis. <> \ N— CH 
An even more active com- Sulphathiazole 


pound than sulphapyridine 

is the corresponding thiazole derivative 2-(p-amino- 
benzenesulphonamido) thiazole or 2-sulphanilylamino- 
thiazole, usually called sulphathiazole, and also known 
in England as Thiazamide or M. & B. 760, in Switzerland 
as Cibazol or Ciba 3714, and in France as R.P. 2090. 
It has proved its value in the treatment of infections with 
Staphylococcus aureus, some of the clostridia, Pasteurella 
pestis, and various organisms found in urinary-tract 
infections, including . Streptococcus faecalis. Various 
compounds obtained by replacing one of the hydrogen 
atoms in the thiazole ring have been tried in therapeutics, 
and of these the name sulphamethylthiazole indicates 
the 4-methyl derivative—namely, 2-(p-aminobenzene- 


sulphonamido)-4-methylthiazole, or 2-sulphanilyl-amino- . 


4-methylthiazole (M. & B. 838). Owing to the danger of 
peripheral neuropathy from the use of these derivatives 
(cf. uleron which also contains methyl groups), and their 
N—CH greater liability to deposit 
OR crystals T a Doa Tae 
l compare o sulphathiazole 
NH2< _>SO0,NH—C -CH itself, little more is likely to 
| . 1-1 be heard of them. 
N=CH Another heterocyclic deriva- 
Sulphadiazine tive of sulphanilamide, the 
pyrimidine analogue of sulphapyridine, has recently been 
introduced in America; this is 2-(p-aminobenzene- 
sulphonamido) pyrimidine or 2-sulphanilyl-amino- 
pyrimidine. Sulphadiazine, as it is called, appears from 
the preliminary studies of American workers such as 
those of Finland, Strauss, and Peterson (1941) and of 
Long (1941) and his associates at Johns Hopkins Hospital 
to have about the same degree of activity as sulphathia- 
zole and sulphapyridine on pneumococci and_meningo- 
cocci, to have an activity on Staph. aureus, and to have a 
high degree of activity on Klebsiella pneumonie (Fried- 
lander’s pneumobacillus). It has been tried in pneumo- 
coccal pneumonia, cerebrospinal fever, staphylococcal, 
streptococcal, gonococcal and other infections but the 
data at present available concerning its activity, toxicity, 
absorption, distribution and elimination are inadequate 
to predict its ulthmate place in chemotherapy. 
Sulphapyridine and 
solubility in water are unsuitable for parenteral adminis- 
tration in solution, for which purpose their sodium salts 
are employed. The latter being compounds of weak 
acids with a strong base yield solutions which are highly 
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sulphathiazole being of low- 
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alkaline. If one of the amide hydrogen atoms of sulph- 
anilamide is replaced by an acetyl radical the compound 
p-aminobenzenesulphonacetamide is formed, which is 
known as sulphacetamide and was introduced under the 
proprietary name Albucid. It has been advocated for | 
use in ee ptr an Ta 
purpose it is less effective 
sulphapyridine but rather NÇ ÒS 02:NH.CO.CH3 
strikingly free from toxic Sulphacetamide 
effects, owing probably to its 
low solubility and consequent poor absorption from. the 
alimentary tract. Its sodium salt differs from the sodium 
salts of sulphathiazole and sulphapyridine in not yielding a 
highly alkaline solution. Sodium sulphacetamide is issued 
as Albucid soluble or Sulphacetamide soluble. It is 
employed intramuscularly and as a 30%.solution for intra- 
venous injection, and a 2:5% solution has been advocated 
for application to the eyes in the prophylaxis of bacterial . 
infection following injury by vesicant war gases. Albu- 
= oy aah Sens aoe 
< » placed on the market in Canada 
NH.COCH; SO2NH2 under the 28 S ulamy d ma d 
i amyd soluble. phacet- 
APITI Sulphanilamide amide differs from the acetyl 
derivative of sulphanilamide, into which the latter is partly 
converted in the body, since in sulphacetamide it is a 
hydrogen of the amide group which is replaced by the 


. acetyl radical, whereas . with acetyl sulphanilamide 


substitution takes place in the amino group. . Analogous 
conjugation takes place with sulphapyridine, sulpha- 
thiazole, sulphadiazine and a number of other sulphon- 


amide drugs. Unlike these compounds sulphacetamide 


anilamide. 


CHEMOTHERAPY INSIDE THE BOWEL 


The absorption of a sulphonamide from the alimentary 
tract or from a wound chiefly depends on its solubility in 
wateratbody temperature. Thusthesolubility and absorb- 
ability of sulphanilamide, sulphathiazole and sulphapyri- 
dine decrease in that order. Other factors, however, have 
an influence on degree and rate of absorption, and some 
compounds, much more soluble than sulphapyridine or 
sulphathiazole, have a low degree of gastro-intestinal 
absorption. The idea arose, therefore, of using a sulphon- 
amide which is bacteriostatically active, fairly water- 
soluble and of low absorbability to combat infections 
which are largely confined to the alimentary canal. 
Marshall, Bratton, White and Litchfield (1940), who 
studied various compeunds from this point of view, found 
that sodium sulphanily] sulphanilate, N'-(2-hydroxy- 
ethyl) sulphapyridine, N?-diglycosulphapyridine and 
sulphanilylguanidine fulfilled the requirements of water- 
solubility and limited absorption from the intestine. 
Since sulphanilylguanidine appeared to be the most 
active of these compounds against a number of pathogens 
it was selected for pharmacological and therapeutic 
investigation. (It may be recalled that sodium sulph- 
anilyl sulphanilate once achieved a short-lived but 
world-wide interest for a supposed activity in virus 


g Mie 
a y, 


NH2 SO,N==C. 
\NHe 
«-sulphanilylguanidine 
Sulphaguanidine 


appears to be partly broken down in the body to sulph- 


£-sulphanilylguanidine 


infections.) Sulphanilylguanidine is p-amino-N-guanyl- 
benzenesulphonamide. Marshall and his colleagues sug- 
gest that the formule may both be considered correct 
for the compound as they are probably resonance 
isomers, easily transformed one into the other. 

Fhe blood levels reached after the administration of 
sulphanilylguanidine are low as a consequence of its 
limited absorption, and the concentration in the gastro- 
intestinal tract is correspondingly high. It is suggested 
for trial in bacterial infections which are chiefly localised 
in the intestines, such as bacillary dysentery, cholera 
and the early stages of the enteric fevers, and for reducing 
the hazards of intestinal surgery. In acute bacillary 
dysentery it will have to be established that sulphanily]- 
guanidine has advantages over sulphathiazole and > 
sulphapyridine, those ‘ veritable Excaliburs, with which 
dysentery apparently may be vanquished without fail ”’ 


` 
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(Ravenel and Smith (1941)). Other sulphonamides have 
proved inactive on Vibdrion choleræ at ordinary thera- 
peutic concentrations but Marshall and others have 
found sulphanilylguanidine bactericidal in vitro in a 
concentration of 200 mg. per. 100 c.cm., so that at the 
high levels reached in the gastro-intestinal tract it is 
possible that the administration of this compound may 
be of benefit in cholera. Its use in intestinal. infections 
bears some analogy with the use of sulphonamides in 
infections of the urinary tract, where the concentration 
in the urine is, of course, enormously greater than in the 
blood and tissues. oe 

Various sulphonamides have 
benefit in cases of ulcerative colitis, although the mechan- 
ism of the effect must necessarily remain obscure while 
the etiology of this: condition is unknown, and a few 
experiences in the use of sulphanilylguanidine in ulcera- 
tive colitis are encouraging. The drug is being known as 
sulphaguanidine, by analogy with sulphapyridine and 
sulphathiazole.: 


OTHER SULPHUR COMPOUNDS 


Not all the sulphur compounds which are active anti- 
bacterial agents are sulphonamides; a number are 
sulphones, sulphoxides and sulphides. The sulphones 
(table 11), which have been investigated experimentally 
as well as clinically, may be regarded as derivatives 
of 4: 4’-diaminodiphenylsulphone. This substance has 
proved excessively toxic to mice but not to some other 
_laboratory animals, and its toxicity probably precludes 
its clinical employment in man. McEwen, Pizer and 
Paterson (1941) have reported the rather unexpected 
finding that the compound is of relatively low toxicity 
for cattle, producing no toxic effects in therapeutic 
doses. The di-acetyl derivative of 4: 4’-diamino- 
diphenylsulphone is of low toxicity and has been used in 
France for the treatment of gonorrhcea under the pro- 
prietary name Rodilone (1399 F.). The glucoside of 
4 : 4’-diamino-diphenylsulphone has been studied for its 
activity in experimental bacterial and virus infections, 
and has been used clinically in the treatment of cerebro- 
_ spinal fever, trachoma and lymphogranuloma inguinale. 
A compound known as Promin and described as the 
sodium salt of p.p’-diamino-diphenyl-sulphone-N,-N!-di- 
dextrose sulphonate has been tried in artificially induced 
animal infections with various coccal and bacillary organ- 
isms, and used clinically by mouth and intravenously. 
This drug has been found to possess a retarding influence 
in experimental tuberculous infections of guineapigs 
apparently greater than that conferred by sulphonamides. 
At present, however, the effective chemotherapy of 
clinical tuberculous infections remains, with that of 
‘brucellosis, and the introduction of virucidal agents, 
probable achievements of the future. Despite the 
number of compounds in clinical use and the far greater 
number which have been studied experimentally, the 
tremendous strides made during the past few years con- 
stitute but the beginning, howbeit a highly successful 
one, of a new era in therapeutics. 
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Two footnotes from ‘“‘ The New Chemotherapy in 
Puerperal Infections, ” by G. F. Gibberd (Guy’s Hosp. 
Gaz. Nov. 15, 1941, p. 290). | 

Note for those who think-that curative medicine began 
- with the discovery of sulphanilamide. N.B.—Prior to 1936 
more than half of the patients suffering from hemolytic 
streptococcal septicemia in the puerperium did, in fact, 
recover. 

Note for those who believe in the maxim “ when in doubt 
give sulphanilamide.”? N.B.—One of the deaths in the 1936- 
39 group occurred in a patient whose infection was proved 
at post-mortem examination to have been confined entirely 
to the birth-canal. She died from agranulocytosis, not from 
hemolytic streptococcal infection. She died from sulphanil- 
amide. She died from treatment. 


DR. EVANS ; ACTIVE IMMUNISATION AGAINST TETANUS | 


iven unquestionable 


[Nov. 22, 1941 


ACTIVE IMMUNISATION AGAINST TETANUS 


D. G. EVANS, PH.D. MANC. 
(National Institute for. Medical Research) 


Ramon and Zoeller (1927) originally advocated the 
use of tetanus toxoid for the active immunisation of 
man against tetanus infection, and since then immunisa- 
tion has been practised extensively in many countries, 
especially since the outbreak of the present war. The 
type of antigen to be used, the dose to be administered, 
the number of doses to be given and the interval between 
the doses have been the subject of much discussion and 
research. The methods by which active immunisation 
with toxoid is effected vary in different countries. On 
the Continent it is usual to administer three doses of 
toxoid at relatively short intervals, but Boyd (1938) 
showed that equally good results were obtained by giving 
two doses, each of 1 c.cm. at an interval of not less than 
6 weeks, and this, practice is followed in England, Canada 
and several other countries. Boyd pointed out that 
6 weeks may not be the optimum interval and cs ir 
that wider spacing of the doses might achieve better 
results. His main observations have been confirmed 
by many workers, and Marvell and Parish (1940) have 
shown that when the doses are injected at an interval 


` greater than 6 weeks a larger quantity of antitoxin is 


produced. Maclean and Holt (1940) have recently 
shown that a good response follows the injection of two 
doses of toxoid given at an interval of 4 weeks, and that 
when the toxoid is combined with T.A.B. vaccine the 
response, as judged by the antitoxin formed, is even 
better. They consider that it is unnecessary to prolong 
the interval from 4 to 6 weeks when the toxoid is com- 
bined with T.A.B. vaccine. From the administrative 
point of view there appears to be an advantage in employ- 
ing two rather than three doses and there is a large 
amount of evidence and experience in support of the 
efficacy of two widely spaced doses. On the other hand, 
the administration of three doses of toxoid, each of 
1 c.cm., at an interval of 3 weeks between the doses is 
recommended for the immunisation of the military 
personnel of the United States of America (Bain 1941). 
The procedure finally adopted will, no doubt, be based 
on the results of trials made in different ways. In July, 
1940, active immunisation was offered to members of 
the staff of the National Institute for Medica} Research, 
Hampstead. The method of immunisation was similar 
to that of Boyd, but the opportunity was taken (a) of 
investigating the effect of increasing the interval between 


. the doses of toxoid to 9 weeks, (b) of determining the 


antitoxin content after a single injection of toxoid, as 
well as 4 and 10 months after the second injection, and 
(c) of investigating the effect of giving a third dose of 
toxoid 10 months after the second dose. i 


IMMUNISATION WITH TWO DOSES OF TOXOID 


Two doses of tetanus toxoid each of 1 c.cm. were 
injected at an interval of 9 weeks into 81 subjects. The 
toxoid was given subcutaneously into the left arm and 
blood samples taken on three occasions: (1) immediately 
before the first injection, (2) immediately before the 
second injection, and (3) 17 weeks after the second 
injection. A small group of 16 persons were bled for a 
fourth time 10 months after the second injection. ‘The 
sera were tested for tetanus antitoxin and the results 
are given in table I. , 

Of the 81 sera tested before inoculation, no sample 
showed as much as 0-01 international unit per c.cm. 
Nine weeks after the first injection, 22 of the 53 persons 
whose sera were tested still had less than 0:01 unit of 
antitoxin, while the remainder had developed more than 
0-01 unit and almost a fifth of the persons more than 
0-1 unit. 

These results suggest that some persons had some 
basal immunity, a condition which may exist without 
evidence for it always being shown by the presence of 
detectable amounts of circulating antitoxin. Even if a 
person has not developed any basal immunity previously, 
this is very effectively provided by the first injection of 
toxoid, since after the second injection all the 70 persons 
tested had developed more than 0:01 unit, all but 2 
showed more than 0:02 unit and as many as 59 more 


N 
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than 0-1 unit. It is to be noted that the values were 
recorded `17 weeks after the second injection, indicating 
that a high, and what is usually regarded as adequate, 
concentration of antitoxin had been maintained during 
this period. Moreover, the examination of the sera of 
16 persons 10 months after the second injection showed 
that the lével of the antitoxin had been substantially 


TABLE I—TETANUS ANTITOXIN TITRES OF SERA FROM PERSONS 


BEFORE AND AFTER INOCULATION WITH TETANUS TOXOID 


_No. of sera showing titre 
(I.U. per c.cm.) of 


Blood sample No. of ae Pe es eae a nay cial 
taken less ‘more |more more | more lmore 
i than:| than | than 
2| 0:1 1 i 5 
Before first inoculation | 0 0 0 
9 weeks after first 
culation 10 0 0 
17 weeks after second 
inoculation 59 19 0 
10 months after second | 
inoculation z 14 0 0 


maintained. Comparing the values in table m at 4 and 
10 months after the second injection it is seen that, while 
those persons'who had developed more than 1 unit of 
antitoxin showed some reduction in titre, in 9 of the 
cases the antitoxin content of the serum had remained 
unchanged. 

It may be mentioned that 39 of the 81 subjects noved. 
' in the interval between the injections of the two doses 
of toxoid, two doses of T.A.B. vaccine, and 12 of these 
39 also received an injection of influenza virus A vaccine 
within the same period. It cannot be assumed that 
these additional injections of other antigens were entirely 
without effect on the producfion of tetanus antitoxin, 
but the conclusion may safely be drawn that they did 
not interfere with the active immunisation against 
tetanus. 

EFFECT OF A THIRD DOSE 


It is the practice in certain countries, particularly in 
the armed forces, to give a further injection of tetanus 
toxoid a year after the first immunisation has been com- 
pleted (Ramon 1939, Bain 1940). In this series, the 
opportunity occurred of investigating the effect of a 
third injection of toxoid on the antitoxin content of 
16 of the persons who had been successfully immunised 
by two injections 10 months previously. 


antitoxin content (1) immediately before, (2) 5 days, 
(3) 12 days and (4) 30 days after the third inoculation. 


TABLE II—TETANUS ANTITOXIN TITRES OF SERA FROM 16 
PERSONS BEFORE AND AFTER A THIRD INOCULATION OF 
TETANUS TOXOID 


Antitoxin titre (I.U. per c.cm.) 


Noi he ee = 
of After 2nd inoculation After 3rd inoculation 
serumi | 
4 months 10 months 5 days | 12 days | 30 days 
{ 

1 0°02-0°1 0:02-0:-1 0:02-0°-1 2-5 | 2-5 
0:1- 0-1-1 2-5 10-20 ' 10-20 

31 0-02-0:1 0:02-0-1 0-1-1 2-5 —5 
35 0:1-1 0-1-1 1-2 10-20 5-10 
40 1-2 0-1-1 2-5 20-50 20-50 
44 1-2 0-1-1 2-5 20-50 | 20-50 
48 1-2 0-1-1 5-10 20-50 | 20-50 
52 1-2 0:1-1 2-5 20-50 20-50 
58 0-1-1 0-1-1 1-2 10-20 5-10 
59 1-2 0:1-1 i 10-20 20-50 20-50 
64 0-1-1 0-1-1 5-10 20-50 20-50 
65 0-1-1 0-1-1 2—5 20-50 10-20 
86 0-1-1 0-1-1 2-5 10-20 |! 5-10 
88 1-2 0-1-1 2-5 10-20 : 10-20 
93 1-2 0-1-1 2-5 20-50 |. 10-20 

108 0-1-1 0-1-1 1-2 5-10 2-5 


The results of these tests are given in fables II and IN, 
and the values found 6 months earlier (that is 4 months 
after the second injection) are also included. 
z The response to the third injection, given 10 months 
after the second injection, was well marked. In every 
case but one there was an increase in the antitoxin 
produced 5 days after the injection, and this increase 
continued to the 12th day, when 8 samples contained 
-more than twenty units, 5 more than ten units, 1 more 
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“necessary to 


Fhe effect . 
of the third injection was studied by determining the 
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than five units and 2 more than two units.. This large | 
increase was maintained, unchanged in 10 SS for | 
30 days. 

‘DISCUSSION 


The concentration of antitoxin in the circulating blood 
afford protection against tetanus is not 
precisely known. It may be that, as in the casé of 
diphtheria, the actual concentration of antitoxin at the 
time of infection is not the sole factor in determining 
whether tetanus will develop when an actively immunised 
person is exposed to infection. The responsiveness of 
the i immunising mechanism, established by the injection 
of toxoid, is considered by many authorities to be a 
factor of possibly equal importance. However, from 
the experience gained in the last war, there are good 
grounds for believing that a concentration of antitoxin 
of as little as 0-01 unit per c.cm. is adequate for prevent- 
ing the onset of tetanus in wounded persons, and if this 
is so the results show, in agreement with those of others, 
that this concentration is produced and maintained for 
many months in persons who have received two spaced 
injections of toxoid. 

The results also suggest a point which may be of 
practical administrative importance. Boyd showed that 
the interval between the two doses should not be less 


TABLE II—-SUMMARY OF FINDINGS IN TABLE II 


Blood sample No. of sera showing titre (I.U. per c.cm.) of: 


en 


0-02-0-1 lo- 1-1 | 1-2 | 2-5 | 5-10 |10-20!20-50. 


ee | ge | e 


4 months after second 
inoculation 
10 months after second 


tio 
12 anys after thirå 
inoculation 
30 days atter third 
inoculation š 
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‘than 6 weeks, and these experiments have shown that 


the interval may be extended to 9 weeks. To extend 
the interval may sometimes be convenient ; but in any 
case it is clear that the second dose may be deferred for 
several weeks at least without endangering the efficacy 
of the active immunisation. 

A. striking feature of a further injection of toxoid into: 
actively immunised persons is the rapidity with which 
antitoxin is produced. There seems to be no record of 
the effect produced by absorption of the toxin in an 
actively immunised person infected with tetanus 
organisms; but, in so far as such a condition may be 
regarded as providing a secondary stimulus to the 
established immunising mechanism, these results suggest 
that the actively immunised person is provided, in his 
capacity to produce antitoxin rapidly in response to a 
specific stimulus, with an additional safeguard against 
the onset of tetanus. The administration of a further 
injection of toxoid a year or more after the first 
immunisation has much to recommend it. Although 
tetanus toxoid is remarkably certain in its action, there 
are, as judged by the antitoxin produced, some persons 
who respond better than others, and it is possible that 
in a larger series there might be some cases in which 
immunisation had apparently failed. In the case of 
tetanus there is, as yet, no simply applied test, like the 
Schick test in diphtheria, by which these failures can 
be discovered. If the procedure of giving a third injec- 
tion after a year were generally applied those persons | 
who did not become effectively immunised by the two 
earlier injections, as well as those in whom the antitoxin 
level had fallen, would be more certainly provided for, 
and the chance of an actively immunised person develop- 
ing tetanus, which recent experience suggests to. be very 
small (Perry 1940), would be still further reduced. The 
question whether the extra protection thus afforded 
would be offset by the additional trouble is one for 
administrative decision. 

In view of the fact that actively immunised persons 
respond rapidly to a third injection by the production of 
antitoxin in large amounts, it has been suggested that 
persons wounded many months after immunisation need 
only be given toxoid and not. antitoxin. Recent 


‘persons was followed by a 
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advocates of such a procedure are Kestermann and 


Vogt (1940), and the U.S. War Department, in recently 


issued instructions governing the administration of 
tetanus toxoid and antitoxin to military personnel 
(Bain 1941), state that wounded persons who have been 
immunised are to be given tetanus toxoid, and those 
who have not been immunised are to be given antitoxin. 
There is, however, not sufficient evidence to support an 
assumption that the same dramatic increase in antitoxin 
would necessarily occur in persons in whom infection 
by other organisms had become established, or, as 
pointed out by Marvell and Parish (1940), in seriously 
wounded persons suffermg from shock. ` 


SUMMARY 


Examination of the sera of 81 persons (age 15-60 
years), before active immunisation against tetanus, 
showed that none contained as much as 0:01 international 
unit of tetanus antitoxin per c.cm. 


Nine weeks after the first injection of tetanus toxoid, 


examination of the sera of 53 persons showed that in 
$1 cases the antitoxin content was more than 0:01 unit, 
but that 22 still contained less than 0-01 unit. 

Seventeen weeks after the second injection of toxoid, 
given nine weeks after the first, 
examined had more than’'0-01 unit, 68 more than 0-02 
unit, 59 more than 0-1 unit and 19 more than 1 unit. 

The antitoxin level was substantially maintained for 
ten months after the second injection. 

The administration of a third dose of tetanus toxoid 
ten months after the second injection to 16 of these 
e and rapid increase in 
the antitoxin content of the serum, and the high level 
was maintained substantially unchanged for a month. 
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PLACENTAL BLOOD 
IN THE TREATMENT OF AMENORRHEA 


J. HALBRECHT, M.D. 


DEPARTMENT OF GYNAZSCOLOGY, BEILINSON HOSPITAL, PETAH TIQVA, 
PALESTINE 


THE treatment of amenorrhcea and sterility with 
various gonadotropic hormones has been unsatisfactory 
up to now, owing to the fact that these hormones, 
though showing some effect on the ovaries of rodents, 
have none on the ovaries of women and monkeys. 
Recently positive results have been reported from the 
use of the serum of pregnant mares, but it is too early 
to give a conclusive verdict on its value. 

It seems possible that gonadotropic preparations 
might fail because they contain an incomplete hormonal 
complex: they lack an activator which is present in 
the blood. This would explain the better results obtained 
with the serum of pregnant mares. I therefore decided 
to investigate the effect of placental blood. Vaginal 
bleeding and lactation in the newborn seem. to indicate 
that placental blood is rich in hormones, though no 
exact laboratory estimate has yet been made of its 
hormonal content. If correctly obtained it causes no 
graver reactions than ordinary blood, and by using 
plasma I eliminated the danger of hemolytic crises. 

In order to determine whether placental blood really 
was active I gave injections of it to 34 amenorrheic 
women, with the result that 18 menstruated within 
5-35 days after the end of the course of treatment ; 
in most of them menstruation began between the 15th 
and the 20th days. A further 3 patients menstruated 
on or after the 35th day. Of those I was able to follow 
up, 5 menstruated once only, 8 twice or more; the 
others were not traced. In the light of subsequent 
experience it seems likely that those who failed to 
menstruate may have received too little blood. At 


first I gave only three or four injections of blood. A' 
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all the 70 persons — W 


few patients menstruated after receiving small quantities 
—a few drops—but others required larger amounts. 

In 11 cases the effect of placental blood, or plasma, 
on the uterine mucosa was determined by histological 
examination before and after treatment. 


Method.—Before treatment I dilated the cervix up to 
Hegar 5-6, curetted lightly with the finest curette, and 
examined the endometrium histologically. Treatment by 
placental blood or plasma was begun immèdiately afterwards. 
Each patient received 5-6 injections of 150-200 c.cm.—in 


Patient aged 29 years with amenorrhea for 10 months. 


metrium before treatment, completely atrophic. (6) Endometrium 
14 days after treatment, showing normal appearance. . 


some cases all plasma, in others at least half plasma—given 
intravenously. Treatment was ambulatory and the patients 
received a total of 800-1000 e.cm. Sometimes they developed 
fever, but as a rule there was no reaction of this kind. After 
every injection the patient was given Pyramidon, 0°3 g., 
which I think prevents the milder reactions. The intervals 
between injections depended on how the patient felt, but I 
usually gave one every second day. 


Curettage before treatment produced more or less 
atrophic endometrium. After 3 injections of placental 
blood of 150 c.cm. each, and 3 injections of plasma in 
similar dosage, 5 patients showed a complete. change in 
the endometrial structure from atrophy to the pro- 
liferative or secretory state. All 5 menstruated shortly 
after treatment, though they had been amenorrhoeic for 
periods ranging from 5 months to 2 years. Another 
patient menstruated 20 days after the beginning of 
treatment but the mucosa remained atrophic. The 
remaining 5 patients did not react at all; one had not 
menstruated for 15 years and examination of the uterine 
mucosa showed tuberculous endometritis. I had 
removed the one remaining ovary of another woman 
a year before. She had developed menopausal symptoms 
which were not affected by placental blood, and no 
change was seen in the uterine mucosa. This case 
suggests that the action of placental blood does not 
depend on its folliculin content but on gonadotropic 
substances present in it. The remaining 3 unresponsive 
cases had not menstruated for periods ranging from 
2 to: 5 years, and were suffering from climacterium 
preecox. In all cases which menstruated or showed 


changes in the endometrium the size of the uterine . 


cavity increased from 1 to 2:5 cm. 


SUMMARY 
A series of 34 patients who had had amenorrhoea for 


periods ranging from 4 months to 15 years received’ 


placental blood or plasma intravenously ; 18 of them 
menstruated within 5-35 days of the end of treatment. 

Of 11 patients showing atrophy of the endometrium 
before treatment, 6 had a normal endometrium after 
5-6 intravenous injections of 150-200 c.cm. of placental 
blood or plasma. 

These results indicate that placental blood is rich in 
gonadotropic substances. 


“. .. If colds and their coughs hadn’t made a habit of 
coming and going in precisely the same way regardless of 
what we did for them, man would long since have coughed 
himself off the faco of the earth.’ — THEODORE G. KLUMPP, 
Science, Aug. 1, 1941, p. 99. 
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THE LANCET] 


MENINGOCOCCAL INFECTION 


R. C. DICKSON, D. MAGNER, 
M.D. TORONTO B.SC., M.D. TORONTO 
N. E. McKinnon, N. B. MCGILLIVRAY, 
M.B. TORONTO M.D. TORONTO, M.R.C.P. 
MAJORS R.C.A.M.C. CAPTAINS R.C.A.M.C. 
(Divisions of Medicine and Pathology, No. 15 Canadian General 
Hospital, R.C.A.M.C.) 


Srncg the identification of the meningococcus by 
Weichselbaum in 1887, the clinical concept of meningo 
coccal infection. has been.dominated by its most serious 
manifestation—meningitis. As early as 1899 Gwyn 
' recovered meningococci from the blood of patients suffer- 
ing from meningococcal meningitis, and in 1902 Salomon 
described meningococcal septicemia without meningitis. 
Although of recent years reports (Applebaum 1937, 
Heinle 1939, Stott and Copeman 1940) of similar cases of 
meningococcal blood-stream infection have become more 
numerous, the disease is still regarded by most physicians 
as a Clinical rarity. 7 

A series of 26 patients suffering from meningococcal 
infection were admitted to No. 15- Canadian General 
Hospital in the period July, 1940, to June, 1941, inclusive. 
Of these 11 did not have meningitis on admission 
(though one, case 10, subsequently developed it) but had 
meningococcal septicemia. We thus had an opportunity 
to observe the course of infection in these patients, and 
to compare their histories with those of meningitic cases 
seen in the same body of troops at the same time. The 
cases were sporadic, occurring in every month of the year. 
They came from Canadian troops stationed in England, 
but were not otherwise related to each other or to 
other recognised cases of meningococcal infection. For 
presentation the series is divided into two groups: an 
ameningitic and a meningitic. , | 


THE AMENINGITIC GROUP 

The 11 patients without meningitis came to hospital 
under a variety of diagnoses, including influenza, arth- 
ritis, erythema nodosum and rheumatism. The diagnosis 
in 10 of the 11 cases was proven by growing Neisseria 
meningitidis: from the patient’s blood (table 1). The 
clinical manifestations, however, were such as to render a 
diagnosis possible in most cases. 

The onset was sufficiently definite to enable the patient 
to fix its date with fair precision. Thereafter the course 
was marked by striking remissions, varying greatly in 
length, and by even more striking relapses. The early 
symptoms of fatigue, malaise, feverishness, chilliness, 
occasional true rigor, aching pains in the limbs and back, 
and sometimes moderate intermittent headache, ‘were 
those which characterise the onset of many acute infec- 
tions. Other symptoms and signs, of more particular 


diagnostic value were superimposed on this general. 


icture of infection. These were localised muscle pain, 
ocalised joint pain and skin lesions. 

The localised muscle pain, present in 10 of the 11 
patients, differed sharply from the aching pain common 
in acute infection. Its onset was abrupt, associated with 
fever and general symptoms of infection, and often with 
localised joint pains and with crops of the skin lesions 
described below. While in some it was little more than 
stiffness, it was of sufficient severity to form the chief 
complaint of 5 of the patients. It was increased by 
movement. Its site could be localised accurately by 
the patient and was tender. The calf muscles were most 
commonly affected, less often those of the back, thighs 
and arms. : 

Localised joint pain, aggravated by movement, occurred 
in § of the patients and was a chief complaint in 3. Its 
onset, too, was abrupt and associated with symptoms of 
infection and frequently with a crop of skin lesions. In 
3 cases the pain was associated with redness, swelling and 
increased heat; in 1 of these there was increased joint 
fluid. These 3 patients came to hospital with a diagnosis 
of arthritis. In some patients the joint pain seemed to be 


related to a tender skin lesion overlying the joint, while. 


in others it was not associated with any demonstrable 
abnormality. The pain usually disappeared in a few 
days, only to recur in the same or in other joints. One 
or more joints were involved at one time, more commonly 
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the large joints, but sometimes the small joints of the 
hands and feet. l 

Skin lesions appeared at some time during their illness 
in all the patients except one, case 8, whose illness was 
only of two days’ duration before treatment. The spots 
appeared suddenly, in crops of a few or dozens, at any 
place on the body surface, but most commonly on the 
limbs and trunk. Their occurrence coincided with or 
closely followed the onset or recurrence of fever and ° 
general symptoms of infection.’ The patient’s attention 
was drawn to them, not only by their appearance, but also 
because many were painful and tender. The spots varied 
in colour, size, palpability and tenderness. Most of 
them were clearly demarcated bright pink circular areas, 
5-35 mm. in diameter, the smaller sizes predominating. 
They were regular in outline; some had a central dark 
purplish red spot or streak, and a few of the larger spots 
were darker and resembled somewhat the lesions of 
erythema nodosum. On pressure the pink zones faded, 
but the purplish red centres persisted, indicating heemor- 
rhage. Most of the larger lesions, and all those with 
hemorrhagic centres, were palpable. Some were ele- 
vated slightly above the skin surface, others were deeper. 
Many of the lesions, particularly the larger ones, were 
moderately painful and tender. Often such spots 
marked the site of localised muscle or joint pain. Sub- 
sequent examination revealed changes in the lesions. 
After a few hours, or next day, some which had appeared 
at first as red macules had developed hemorrhagic 
centres and become palpable. In two to four days the 
redness faded and the tenderness disappeared. Slight 
staining from the central hemorrhage, and sometimes a 
small lump, persisted for a week or more. The lesions 
were in no way similar to the blotchy purpuric eruption 
commonly observed in cases of cerebrospinal fever and 
occurring in some of the meningitic cases in this series 
(table I1). i , l io K 
_ The appearance of a crop, or crops, of the skin lesions, 
associated with fever, general symptoms of infection and 
localised muscle and joint pain, usually accompanied by 
leucocytosis, provided a clinical picture which strongly 
suggested meningococcal septicemia. l 

Enlargement of the spleen was not observed in any of 
the cases. The only evidence of endocarditis found was 
that of a pre-existing aortic insufficiency due to rheu- 
matic fever in childhood in case 8. No change in the 
character of the murmur was observed during bis stay in 
hospital, and the course of the disease in this patient did 
not differ from the others. Under treatment he made a 
complete recovery from the meningococcal infection.. 

The cerebrospinal fluid was examined in 6 of the 11 
cases, although none presented any clinical evidence of 
meningitis. In all the fluid was normal in cell and 
protein content and was sterile on culture. 

In this group, 9 patients were treated with sulpha- 
pyridine during the ameningitic phase; 8 made a 
complete recovery after the administration of 34 g. of 
the drug in seven days, 12 g. being given in the first 
twenty-four hours. In case 3 the diagnosis was not 
made, and consequently treatment was not instituted 
until the disease had been present for three months. 
Although the infection was then cured by chemotherapy 
and did not recur, this soldier was left with residual joint 
pain, which necessitated lowering his medical category. 
Case 1 was not given chemotherapy and case 10 was not 
given sulphapyridine until meningitis developed. The 
case-histories of these 2 patients well illustrate features 
presented by most of the patients in the group. They 
also show certain features of special interest, and serve 
to stress the importance of recognition and treatment of 
meningococcal septiczemia. 

CasE 1.—A gunner, aged 39. He had been well until May. | 
23, when he had developed malaise, chilliness, feverishness and 
aching pain in the back and limbs. He was evacuated to a 
military hospital. Temperature was 103° B.;. leucocyte 
count 17,000 with 77% neutrophils. Meningitis was suspected, 
but the C.S.F. was normal and sterile on culture.: On May 
25 he developed pain in the knees, ankles and shoulders. 
He was transferred to an E.M.S. hospital and treated for. 
rheumatism during the next five weeks. During this time 
he noted repeated crops of spots in the skin many of them 
tender, appearing in association with recrudescence of fever, 
muscle pain and joint pain. On July 6 he was admitted to 
this hospital. At that time the right knee and ankle were 
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painful and swollen; movement was restricted by pain. to stress the close association between the ameningitic 


Many red, palpable, tender spots about the size of a sixpence 
were scattered over the limbs and trunk. Some of these had 
hemorrhagic centres. From July 6 to 28 he had repeated 
remissions and relapses. Thereafter he remained free of 
symptoms and was sent to a convalescent depot on Aug. 12. 
A diagnosis of arthritis was recorded. 


In retrospect it appears certain that this patient 
suffered from meningococcal septicæmia, and that the 
diagnosis was missed both by ourselves and at the two 
other hospitals. The two blood samples taken while in 
this hospital did not show any growth, but such evidence 
is quite inadequate (see table I) to exclude the diagnosis 


TABLE I—THE AMENINGITIC GROUP 


No. of | 
“Muscle! Joint | Skin oe blood | Posi- 


l Admitted Duro- 

Ò : cana) pain | pain |lesions| spunt ies tive 
1| July6,1940} 45 | + + + |17,000) 2 0 
.3 | July 31 9 | + ee a eel 
6 | Aug. 30 7 | +} = | + isoo 1j 2 
8 | Oct. 25 2| = i — |.— [23,000] 1 1 
10 | Nov. 23 12 + | + | +000) 2| 1 
12 | Jan. 1,1941| 60 | +j + | + | 9000) 4 | 2 
15|Feb.18 |. 15 + | + + 114,000) 10 4 
17 | Feb. 25 27 + | 4 + | 10,000] 4 1 
20|March15 | 7 | + | + | + |22,000/ 6 | 4 
21|March 24 | 28 | + | + | + {17,000) 21 | 2 
26,| June 14 33 | +°) + | + |10,090/ 14 | 12 


of meningococcal septiceemia in a patient presenting the 

above clinical findings. This patient was still free from 

recurrence about three months later, having made, appar- 

ently, a spontaneous recovery, but he was invalided home 
Canada on account of residual joint pain. 


CasE 10.—A sapper, aged 19. He had been in good health 
until Nov. 16, 1940, when. he became suddenly ill with 
fatigue, malaise, feverishness, chilliness, headache and 
localised pain in the right calf. He felt better for the next 
two days, during which he remained on duty. On Nov. 19. 
he became more ill; temperature 104° F.; a crop of red 
tender spots appeared in the skin; he was evacuated to a 
dressing station where he again had a short remission. On 
the 21st he had recurrence of fever and more spots; and on 
the 23rd, when there was fever again and more spots, he was 
transferred to this hospital. Temperature 103° F.; many 
skin lesions present, some tender and many palpable with 
hemorrhagic centres. Leucocyte count 11,000 with 88% 
neutrophils. Next day his temperature was normal and the 
spots fading. On the 25th he had arigor ; temperature rose to 
104°6° F. He complained of malaise, moderate headache and 
general aching pain with more severe and localised pain in the 
left-elbow. There were many new skin lesions, one of which, 
very tender, was situated over the left elbow. Lumbar 
puncture revealed clear fluid ynder normal pressure; 3 
lymphocytes per c.mm.; Pandy test negative ; fluid sterile. 
A blood sample taken on this day yielded N. meningitidis 
group 1 on Nov. 28. By this time, however, the patient was 
afebrile and symptom-free. No specific treatment was 
instituted. He felt well and was up and about the ward until 
Dec. 16 (18 days intermission). On that day he again had a 
rigor and his temperature rose to 103° F. He complained of 
malaise and aching pains in limbs and back. A new crop of 
spots appeared. He developed headache, which rapidly became 
severe, slight neck pain and stiffness. Blood taken at this 
time was sterile. C.S.F.: 100 neutrophils per c.mm. ; 
protein 40 mg. per 100 c.cm.; no organisms seen on direct 
smear, but culture yielded N. meningitidis group I. Under 
treatment with sulphapyridine the patient made a complete 
recovery, although the C.S.F. cell-count rose to 1200 during 
the first 12 hours of treatment. 


This case was thus observed first in the ameningitic 
phase of the disease. Then, after a period of freedom 
from symptoms, the infection again became manifest, 
but this time meningitis developed. The case serves 


type of meningococcal infection and the meningitic type, 
a relationship that is further demonstrated on considera- 
tion of the meningitic group. 


THE MENINGITIC. GROUP 


The clinical histories of the patients comprising this 
group indicated the presence of infection for periods 
varying from a few hours to several weeks before the 
onset of meningitis. While it is impossible to identify 
precisely the beginning of meningeal inflammation, there 
are grounds for assuming that it approximates in time to 
the onset of severe persistent headache. Although such 
headache was the chief complaint of all the patients who 
were conscious at the time of admission, in no case was 
it the first symptom of the illness. That headache of 
this type may accompany very early meningeal involve- 
ment is apparent from case 10, where lumbar puncture 
was done within four hours of the onset of persistent 
headache, the Pandy test was negative, the C.S.F. cell- 
count was only 100 neutrophils, and culture yielded N. 
meningitidis group I. The premeningitic period shown 
in table Ir refers therefore to the time between the onset 
of symptoms and signs of infection, and the onset of 
severe persistent headache. This premeningitic period 
lasted from one to seven weeks in 5 cases, from one to 
six days in 4 cases, and from three to sixteen hours in 6 
cases. In one case the information was not recorded. 
The early symptoms were, as in the 
those commonly characteristic of the onset of acute 
infection. However, in an appreciable number of the 
patients there weré additional features which indicated 
@ more specific diagnosis. _ l 

In 8 of the 9 cases in which the premeningitic period 
lasted longer than one day, the signs and symptoms 
occurring in this phase of the disease were clearly defined. 
These 8 patients gave a history of localised joint pain, 
associated with localised muscle pain in 6, and with skin 
lesions of the type described above in 5. Further, all 5 
patients in whom this period exceeded a week gave a 
history of remissions and relapses. In short, the illness 


| 
| T ~ IO | Dura- 
4 (Ə |4| 8 a e |8| OSF jtionot 
o| 2 |882| A gia, 387 gives. 
$ E sadlo 8 ZE 2 |a| & | g| 8 jbefore 
BOM) g| a A El BSA Sl F — | = | treat- 
< |AS 5S #7 S | 8| © | &| 8 ment 
| i | = (hr.) 
1940 | 
Q\July 17 ? i? =j = a00 = 12 
4|Sept. 11| 3 hr. ? ? — — 31,000) + 3600| +| +| 12 
` 5|Sept. 29/16 hr. — + — + 23,000! + 40,000 +| +| 36 
7iOct. 24 |15 days + +) — — 14,000) —| 2500| —| +| 10 
~9Nov. 7 | 4days — —, —| — 17,000) — 20,000| +| +| 24 
10|Nov. 23 (30 days + + +) — 12,000) = 100! = | + 5 
11/Dec. 10! 6days ? | + —| — 18,000! — 12,000! =| +| 24 
13\Jan. 2 30 hr. — + = — 19,000! =| 6500| + +| 36 
14\Jan. 13 | 6hr. — — —| + 17,000) — 16,000) = =| 17 
16\Feb. 21112 hr. -—- — +) + 26,000) — ae +|+| 12 
| 
18/Fcb. 27| 3hr. — — + — 24,000| + 9000) +) +; 48 
19/Mar. 11 |11 days + +, + — 14,000) = Saoil — | — | 48 
22|April 2 j12hr. — + — + 20,000) + 250 E + 8 
23/April8 | 2days +| + +) — 22,000) =| sy +| +| 12 
24 April 30 14days + + +| — 16,000| = 9000) +| +) 10 
+ + +) — 10,000) =| 1200) = +| 24 


25|May 7 |49 days 


m “ —— ea 


of these patients before the onset of meningitis was 
essentially similar to those of the patients in the amenin- 
gitic group. In 3 of the 6 cases in which the premenin- 
gitic period was less than one day the symptoms were 
essentially similar to those of the ameningitic group 
—muscle pain, joint or skin lesions either singly or in 
combination. In 2 cases the information was not 


eningitic group, - 
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obtained. In case 14 it is known that such signs or symp- 
toms were not present although the patient was ill with 
general symptoms of infection for six hours before the 
appearance of any headache. The clinical records of 
some of the patients are even more enlightening than the 
tabulated data. For example, in case 5 the soldier first 
reported tc his regimental medical officer because of pain 
in the right ankle and knee, and was evacuated to a 
easualty clearing station with a diagnosis of rheumatism. 
In case 22 the patient complained of sudden severe 
pain in the right shoulder, approximating in time to the 
onset of the headache. It should be pointed out here 
that the patients suffering from meningitis seldom gave 
this history at the time of admission to hospital. ‘The 
more distressing symptoms of meningitis tended to 
obliterate the memory of the milder symptoms of the 
earlier illness. However, with the disappearance, under 
treatment, of the headache, irritability and mental 
confusion the patients recalled their preceding illness 
vividly. ; 

It is apparent from table r that the cases varied greatly 
in severity from mild to “fulminating. i 
were recovered from the cerebrospinal fluid in 13 of the 
16 cases. In 1 the fluid was not cultured, in 2 it failed 
to yield any growth. These 3 were clinically typical 
cases of cerebrospinal fever. The intervals between the 
onset of meningitis and the beginning of treatment were 
-from five to seventy-two hours. -_ 3 

In addition to the usual symptomatic treatment, 
sulphapyridine was used as in the ameningitic cases, but 
was continued for ten days and a total of 40 g. was given. 
In all but the mildest cases the dosage by mouth was 


augmented by the intravenous administration of 2-4 g. 


of sodium sulphapyridine at the onset of treatment. 
Unconsciousness or persistent severe vomiting made 
necessary the continuation of the intravenous therapy in 
cases 5, 14 and 22. Blood levels of 4:2-12 mg. of free 
sulphapyridine per 100 c.cm. and C.S.F. levels of 2:7-10 
mg. per 100 c.cm. were obtained during the first forty- 
eight hours. 

Of the 16 patients, 12 made a rapid and complete 
recovery, all symptoms disappearing in three to five days. 
In these the C.S.F. pressure, cell-count and protein 
content fell rapidly, but in some several weeks passed 
before the cell-count and protein were entirely normal. 
Deafness, present in 3 patients on admission, cleared 
entirely in 2; the third was left with slight nerve deaf- 
ness not sufficient to lower his medical category. This 
patient had mild intermittent headache which persisted 
for ten weeks. One patient continued to complain of 


slight headache and neck pain for eight weeks; in this | 


case, although the cell-count and protein content re- 


turned rapidly to normal, the C.S.F. pressure continued . 


high ; the end-result is not yet known. Cases 5 and 
22 died. 


Case 5, a fulminating infection with severe meningitis, was 
comatose on admission and the cell-count in the spinal fluid 
was 40,000 ;. N. meningitidis was recovered from both blood 
and C.S.F. The patient showed some improvement and 
subsequent samples of blood and C.S.F. failed to yield growth. 
In spite of this temporary improvement, the coma deepened, 
breathing became rapid, stertorous and irregular, pulse and 
temperature rose. Clinically death occurred from respiratery 
failure. At necropsy there was much cedema of brain and 
spina] cord with flattening of the cerebral convolutions, and 
the brain.was compressed downwards with herniation of the 
hippocampal unci through the tentorial notch, and of the 
cerebellar tonsils through the foramen magnum. This 
cerebellar pressure cone was well developed. The pial blood- 
vessels were intensely injected, but practically no meningeal 
exudate was present. Death was apparently due to medullary 
compression consequent on increased intracranial pressure. 


Case 22 was desperately ill on admission, with extensive 
purpura and showed only 250 cells in the C.S.F.; this, how- 
ever, yielded meningococci, as did the blood. With treatment 
there was temporary clinical improvement and both blood and 


C.S.F. became sterile. The early improvement was followed. 


by acute left heart-failure, manifested by acute pulmonary 
cedema and rising pulse-rate. He died thirty-six hours after 
admission. At necropsy, although the pial vessels were 
extremely injected and the brain somewhat cedematous, there 
was “a complete: absence of gross meningeal exudate, and 
microscopically several sections had to be studied before 


Meningococci — 


evidence of scanty cellular exudate was seen. Generalised 
purpuric hemorrhages and an extremely flabby heart, the 
chambers of which were mugh dilated, were indications of the 
severe toxemia. 


BACTERIOLOGY 


Blood samples were planted in glucose broth. C.S.¥. 
was drawn directly at the bedside into: small vials 
containing sloped Ldéffler’s medium. It is evident 
(tables I and 1) that recovery of the organism from th 
blood in non- inating cases was largely a matter of 
chance. For example, twenty-one samples of blood 
from case 21 yielded only two positive cultures. Growth 
was demonstrable in some cultures in twenty-four hours, 
but in others longer periods of incubation up to ten days 
were required. This variation was found in cultures 
obtained at different times from the same patient. 
For instance, one blood sample from case 26 yielded 
growth in twenty-four hours; another. required seven 
a a before growth was demonstrable by film or sub- 

ure. om | 
- All the strains isolated gave typical fermentation of . 
glucose and of maltose. They were tested for agglutina- © 
tion with specific antisera by the late Dr. W. M. Scott 
and Dr. Marion Watson, from whose reports the following 
summary is made : 

Of the 10 strains isolated from the ameningitic group cases ` 
6 and 26 were group 1; cases 12 and 20 were group I, type © 
Im; case 10 was group I, uncommon type ; case 15 was group 
1, aberrant type ; case 17 was probably group u; case 8 was 


' agglutinated by group I and group o antisera; cases 3 and 


31 were not agglutinated by either. So far,as the agglutina- 

tive type was concerned, therefore, the strains exhibited 

considerable variety. Of 10 of the strains isolated from the 

meningitis cases, 5 (cases 16, 22, 23, 24 and 25) were group 1 

type u1;. 3 (cases 9, 11 and 18) were group um; 1 (case 10) 

was group I, uncommon type; 1 (case 13) group 1, aberrant 

type. Strains isolated from cases 5 and 7 were not sent to. 
Dr. Scott, but tests in the laboratory’ of this hospital showed 

them to be group 1. One strain, case 4, was not tested. It 

is to be noted that meningitic cases from whom the same 

agglutinative type was isolated showed widely different ' 
premeningitic periods. For instance, cases 16 and 22, from 
whom group 1, type Im, strains were obtained, each had a 
premeningitic period of twelve hours, while cases 24 and 25, 
from whom the similar group 1, type 1, strains were obtained, 
had premeningitic periods of two weeks and seven weeks 
respectively. 

i DISCUSSION 


The fact that the number of cases of ameningitic 
meningococcal septicæmia approached the number of 
meningitic cases in this series strongly supports Heinle’s 
statemènt that ‘‘ meningococcic septicæmia can no longer 
be regarded as a rare disease.” The character of the 
skin lesions, with their sudden occurrence in crops, 
associated with symptoms of infection, fever and leuco- 
cytosis in the presence of proven bacteremia, provides 
good evidence that they are due to localisation of organ- 
isms in the skin. The isolation? by Kennedy (1926) of 
gram-negative diplococci from what appears to have 
been a similar lesion is strong confirmation of this view. 
So, too, the muscle and joint pain, abrupt in onset and 
often occurring at the same time as the skin lesions in the’ 
proven bacteræmic cases, seems to be due to similar 
localisation of bacteria in deeper tissues. The recovery 
by Still (1898) of a gram-negative diplococcus from a 
tendon sheath—the site, apparently, of a similar lesion— 
is corroborative evidence. | 

The occurrence of skin lesions, localised muscle pain or 
localised joint pain during the premeningitic phase of 
meningitic cases is strong, if not conclusive, evidence 
that the premeningitic illness was really due to meningo- 
coccal septicemia. More of the ameningitic cases might 
have developed meningitis, like case 10, had the infection 
not been interrupted before that incident. The course 
of the infection as exhibited by the patients in this series 


as a whole appears to have been the development of 


bacteremia followed by localisation of bacteria in the 
skin, skeletal tissues and sometimes the central nervous 
system. If the nervous system was not involved early, 
remissions and relapses occurred and chronic. meningo- 
coccal septiceemia developed. ; i 

In some of the meningitic cases with longer premening- ' 
itic periods the diagnosis might well have been made and 
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effectual treatment given before the onset of meningitis. 
This would have resulted in an increase in the number of 
ameningitic cases in the series, and—what would have 
had more significance—a corresponding reduction in the 
‘number of cases of meningitis treated in this hospital. 
In others with a shorter premeningitic phase appreciation 
of the significance of such signs and symptoms might 
have suggested the character of the infection and have 
. Jed to closer supervision and earlier treatment. It is 
still important that cases of meningococcal meningitis 
should be treated at the earliest possible moment ; 
further reduction in mortality seems to depend on such 
early treatment. 

. There is no reason to suppose that a peculiar suscepti- 
bility or resistance of the host was operative in this series. 
Some of the patients had recently arrived in this country, 
others had been here for a year or more. There is 
nothing to suggest that the troops from which they came 
differed in any way from their fellows, or that the 

environment in which they lived affected their reaction 
to the infection. The fact that organisrhs of several 
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. differént agglutinative types were recovered from both 


the ameningitic and meningitic groups goes far to exclude 
the possibility . that a special characteristic ‘of the 
organism was important in determining the course of 
the infection. It appears unlikely, therefore, that the 
findings here reported are peculiar to this group. 


SUMMARY 


A series of 26 cases of meningococcal infection, occur- 
ring in Canadian soldiers stationed in England and 
admitted to a Canadian general hospital between July, 
1940, and June, 1941, is reported. 

Of these patients, 11 did not have meningitis on 
admission, but suffered from meningococcal septicemia ; 
only one of these subsequently developed meningitis. 
The clinical findings in this group include the presence of 
‘characteristic skin lesions and of localised muscle pain 
and joint pain. 

Most of the 16 meningitic patients. had a premeningitic 
phase in which the signs and symptoms were identical 
with those of the patients in the ameningitic group, and 
were no doubt also due to meningococcal septicemia. 
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PARADOXICAL CEREBRAL EMBOLISM 


WITH RECOVERY 


ALAN GRAHAM PORTER, M.B. CAMB. 
HOUSE-PHYSICIAN AT THE EMERGENCY HOSPITAL, CAMBRIDGE 


PARADOXICAL embolism, by definition, is the passage 
of an embolus, usually originating in a thrombus of a 
systemic vein, direct from the right to the left side of the 
heart, without traversing the pulmonary vessels, to 
produce a systemic arterial embolism. The condition 
was first described by Cohnheim (1876), and Zahn (1881) 
demonstrated an embolus in situ astride a patent foramen 
ovale. Von Recklinghausen (cited by Thompson and 
Evans 1929-30) suggested the term ‘“‘ paradoxical,” 
rather than ‘‘ crossed °? embolus which had previously 
been used. From an analysis of 13,234 consecutive 
autopsies, Thompson and Evans found that para- 
doxical embolism was responsible for death in 4% of all 
cases of cerebral embolism, and mentioned that diagnosis 
during life can never be quite certain. The following 
is a case of paradoxical cerebral embolism in which the 
patient recovered. 


A gunner, aged 26, admitted to hospital on March 7, 1941, 
complaining of pain and swelling behind left knee of 24 hours’ 
duration. Had had varicose veins for some years but they 
had never given trouble. Tender and swollen varicose vein 
behind left knee; diagnosis of phlebitis made and treatment 
instituted. On March 1] thrombosis had spread up great 
saphenous vein for several inches. On evening of the 21st 


DR. PORTER: PARADOXICAL CEREBRAL EMBOLISM 


` in the left side. 
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patient was lying on his bed, having been allowed up for a — 


day or two, and when spoken to was found to be unconscious. 
Soon regained consciousness, but speech slurred, both pupils 
widely dilated and generalised tremor of limbs. Next morn- 
ing complete flaccid left-sided hemiplegia, fine nystagmus to 
left, paralysis of left external rectus oculi, left palate and left 
lower face. Incontinence urine, which lasted 24 hours. On 
23rd. paralysis had become spastic, with increased deep 
reflexes and absent abdominal reflexes on left and left extensor- 
plantar response. No alteration of sensation or any other 
abnormal sign in central nervous system. Lumbar puncture 
produced normal, fluid under normal tension. No enlarge< 
ment of heart or cardiac murmurs; blood-pressure 125/85. 
Chest showed no evidence of pulmonary embolism. Tempera- 
ture and respirations normal. X ray of chest at later date 
normal, Urine normal. | | 

By March 27 movement returning to left foot and knee, 
and by end of April patient was moving about ward with help. 
On May 24 examination prior to a medical board revealed : 
slight left-sided lower facial weakness, weakness of converg- 
ence of left eye with bilateral nystagmus on looking to left ; 
some weakness of left hand and arm and very slight weakness 
of left leg and foot; left abdominal reflexes diminished, with 
accentuation of deep reflexes on left and left extensor-plantar 
response. 
was then walking about freely. . 


DISCUSSION 
The embolism had presumably occurred in the right 
middle cerebral artery, in the region of the internal 
capsule—the commonest ‘site for such a lesion though 


~“\Hartfall (1931) recorded a case of paradoxical embolism 


in the basilar artery. 

There are two routes by which an embolus could pass 
directly to the left from the right side of the heart: 
through a patent foramen ovale or through an opening 
in the interventricular septum. Pressure is higher in 
the left than in the right auricle, and the foramen ovale 
is usually guarded, on the left side of the interauricular 
septum, by a flap-valve. The head of pressure on the 
left side is sufficient to keep the flap closed and so to 
ensure the competence of the valve. From’ the 
mechanical point of view an alteration of pressure 
between the two sides of the heart is required to destroy 
the competence of the valvular foramen ovale; thus a 
rise in the right auricular pressure and a fall in that of 
the left auricle would cause the valve to open. Haggart 
and Walker (1923) found that a partial occlusion of the 
pulmonary artery in cats caused a rise of pressure in the 
right side of the heart, accompanied by a fall of pressure 
This mechanism has been supposed to 
operate when an embolus lodges in the pulmonary artery, 
and Thompson and: Evans have advanced three criteria 
for the production of paradoxical embolism : 


1. At least a third of the diameter of the pulmonary artery 
must be occluded by an embolus: less than this is not 
sufficient to alter the pressures materially, while occlusion of 
more than a half results in immediate death, 

2. A second embolus must shortly follow the first and 
appear in the right auricle. 
~ 3. The second embolus must be small enough to pass 
through the foramen ovale, now rendered patent through 
alteration in intracardiac pressure. 


In the case here described there was no clinical evidence 
of a pulmonary embolus; physical examination of the 
lungs was normal, respiration-rate unaltered, tempera- 
ture normal, there was no cough and no sputum, and a 
radiogram of the chest, when the patient was well 
enough to have one taken, was normal. Of Thompson 
and Evans’s 5 cases of paradoxical embolism, only 2 
showed evidence of pulmonary embolus, and it seems that 
though this occurrence is possibly a mechanical necessity 
in the cases of valvular foramen ovale, it is not essential 
to paradoxical embolism. Two other possibilities exist. 
First, a widely patent foramen ovale could allow the 
passane of an embolus without previous pressure changes. 

1100 consecutive’ autopsy records examined. by 
Thompson and Evans at the London Hospital, patency 
of the foramen ovale was found in 35% (29% up to 2 cm. 
and 6% up to 7 cm.). In a further 24 cases dying from 
pulmonary embolism, and found at autopsy to have a 
patent foramen ovale, there was no evidence of para- 
doxical embolism. Sir Thomas Lewis (1934) stated that 


All these signs were less a month later and patient 


_ open the valve guarding the patent foramen ovale. 


.tion, of sulphur, tar, or other medicaments. 


THE LANCET] 


DR. MOLLISON & MISS YOUNG: ISOAGGLUTININ CHANGES AFTER TRANSFUSION 


[Nov. 22, 1941 635 


patency (which he distinguished from mere persistence 


by the size of the aperture) of the foramen ovale was very 


rare; neither condition, he said, gave rise to signs. It 


seems possible that a widely open foramen, giving rise 


to no physical signs, could transmit an embolus in the - 


absence of pressure changes. 

A second theory, put forward as a possible alternative, 
is that the embolus arrives in the right auricle, coils up 
over the tricuspid valve and blocks it sufficiently to 
cause the momentary rise in pressure necessary to oe 

e 
embolus is then swirled through the foramen to the left 
heart and so to the systemic circulation ; the tricuspid 
valve acts normally again, the foramen ovale flap-valve 
closes and the pressures are restored to normal. I do 
not suggest that these alternatives are mutually exclusive, 
but that either may be in operation, according to the 
státe and size of the foramen ovale. 

Diagnosis can never be certain, but Thompson and 
Evans stated that ‘‘ If a patient, the subject of venous 
thrombosis, develops cerebral embolism ... and if in 
such a patient there is no clinical evidence of any 
cardiovascular disease present, then it may be justifiable 
to assume that the embolus is of the paradoxical variety.” 
In my case there were no clinical or radiological signs 
of cardiovascular abnormality. The circulation-rate 
was estimated with the object of demonstrating, if 
possible, the existence of a patent foramen ovale. 
arm-to-tongue method was employed, using Suprachol. 
The time was 12 sec., the normal for young men being 
12—16 sec. Although the result was inconclusive it was 
at least at the rapid extreme of normal range. 

The differential diagnosis lay between paradoxical 
embolism and thrombophlebitis migrans. Ryle (1936) 
says that thrombophlebitis migrans is never due to 
varicosity, that it is essentially migratory, affecting 
multiple small lengths of superficial veins, and is accom- 
panied by fever; hemoptysis, pleurisy and hematuria 
may also occur. Paradoxical embolus, therefore, was con- 
fidently diagnosed in this case. Recovery was virtually 
complete. I can find no record of a previous case of 
paradoxical cerebral embolism which recovered, with the 
exception of case 1 in Thompson and Evans’s series, 
which they described as unique. 


SUMMARY 


A case of paradoxical cerebral embolism is described, 
in a young man who recovered completely. 

There was no evidence of previous pulmonary embolus. 

The embolus may have reached the systemic circula- 


‘tion either by passing directly through a widely patent 


foramen ovale; or (if the patent foramen was of the 
valvular type) by causing temporary obstruction to the 
tricuspid valve so that the pressure in the right auricle 
rose above that in the left auricle, and the embolus was 
swept through the foramen. 


I wish to thank Dr. L..C. Martin, who had charge of the 


- ease, and Dr. Leslie Coie, who estimated the circulation-rate. 
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For the treatment of scabies Messrs. Boots have issued 
a solution of benzyl benzoate called Scobenzol. This 
contains benzyl benzoate 25%, soft soap 25%, and iso- 
propyl alcohol 50%. 


British Drua HovwseEs have prepared a thick cream 
containing titanium dioxide, zinc oxide and small 
quantities of purified silicates in a non-fatty base for 
application in exudative dermatitis and similar condi- 
tions. ‘‘Siccolam ” is said to have dehydrating proper- 
ties similar to calamine lotions but of much greater 
degree, and it can be used either alone or with the addi- 
It is issued 
in 2 oz. and 4 oz. collapsible tubes. | i 
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-of the anti-B agglutinin was as low as 1. 


ISOAGGLUTININ CHANGES 
AFTER TRANSFUSION OF INCOMPATIBLE 
BLOOD AND SERUM l 
P. L. MOLLISON, I. MAUREEN Youna, 
M.B. CAMB., M.R.C.P. B.SC. 
(South-west London Blood-supply Depot) 


LITTLE attention has so far been paid to serological 
changes in the recipient after the transfusion of incom- 
patible blood. There are only 3 recorded cases in which 
such changes have been noted. 

Rø (1937) reports the case of a patient of group O who 
received 500 c.cm. of group A blood. Although preliminary 
cross-matching showed no agglutination of the donor’s cells 
by the recipient’s serum, when the test was repeated with 
serum obtained two days after the transfusion agglutination 
occurred up to a dilution of 1/20. At the end of five weeks 
the agglutinating power of the recipient’s serum for A cells 
had increased further and agglutination occurred in a dilution 
of 1/200. Four weeks later the titre had fallen to 70 (the 
titre being expressed asthe reciprocal of the greatest dilution 
in which agglutination is. noted). Re suggests that the 
recipient’s serum contained only a hemolysin for A cells 
before the transfusion and that the introduction of A cells 
stimulated the production of an agglutinin. In any case, it 
seems clear that the agglutinin titre rose rapidly during the 
period following the transfusion. 

Wiener (1941) has published details of 2 cases, both of which 
had been referred to previously (Wiener 1939). The first 
patient, of group O, received 500 c.cm. of group. B blood. 
Six hours after the transfusion, which was followed by a rigor 
and hemoglobinuria but no serious sequel, it was observed 
that whereas the titre of the anti-A isoagglutinin was 32, that 
Further estimations 
were made at short intervals, and it was found that while the 
titre of the anti-A isoagglutinin remained constant, that of the 
anti-B agglutinin rose steadily, reaching a peak, at the thir- 
teenth day, of 512. The same figure was found when the 
serum was re-titrated on the twenty-fourth day after the 
transfusion. The other case was.less closely: observed. Six 
days after the transfusion of incompatible blood (of group AB, 
the patient belonging to group A), it was found that the titre 
of the anti-B agglutinin was 128; and eight days later 256. 
It is concluded that these changes represent an absorption of 
isoagglutinin by the injected agglutinogen, followed by an 
immune response to the foreign agglutinogen. 

In only one of these 3 cases were frequent titrations of 
the recipient’s serum carried out, and in that observations 
were only extended up to the twenty-fourth day after 
transfusion. It may therefore be of interest to record | 
the following case in which, after the transfusion of 
incompatible blood, the isoagglutinins in the serum of the 
recipient were repeatedly titrated and the changes were | 
followed for some months. The results obtained are in 
substantial agreement with those of Rø and Wiener, 
but changes in the ‘‘ other agglutinin ” were also found, 
—1.e., after the transfusion of group B blood to a person of 
group O not only was the titre of the anti-B agglutinin 
affected but also that of the anti-A agglutinin. These 
changes were traced to the use of a serum of group 


different from that of the patient. 


CASE-RECORD 

A married woman, aged 32, was admitted to hospital at 
l a.m. on Sept. 16, 1940, half an hour after receiving injuries 
caused by a high-explosive bomb. The injuries were mainl 
due to falling masonry and included fractures of both legs. 
She was found to be “‘ shocked ” and was treated with warmth, 
morphia and the transfusion of blood and plasma. After 
receiving 540 c.cm. of citrated stored blood 3 days old (equal 
to 360 c.cm. whole blood) and 250 c.cm. of pooled plasma, she 
improved sufficiently for the doctors in charge to leave her for 
the night. Next morning it came to our notice that the bottle 
of blood that had been given was not of group O, as had been 
assumed, but of group B. The patient was visited by us for 
the first time at 10 A.M., some eight hours after the transfusion 
had been given. She was then in a very poor condition. 
Her lips and nails were ashen grey and her skin very cold. 
No pulse was palpable at either wrist or over either brachial 
artery and no sounds could be heard at the latter site on 


auscultation. We were told that. although no untoward 
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symptoms had occurred during the transfusion, no great im- 
provement had followed ; the patient’s condition had deterior- 
ated since, particularly during the last three hours. . 
After a preliminary intravenous injection of 150 c.cm. of 
3% sodium-citrate, 1500 c.cm. of pooled citrated plasma, 100 
c.cm. of four-times normal reconstituted serum and 2 pints of 
citrated blood (group QO) l 
were transfused. The 
clinical condition im- 26244 
proved steadily through- 
out the transfusion and 
four hours from the begin- 
ning of this treatment, 
when all but the last 500 
c.cm. of blood had ‘been 
given, the blood-pressure 924 
was 116/80 mm. Hg and 
the extremities had be- ` 256 
come quite warm. | 
A quarter of an hour 
after the preliminary 
intravenous injection of 
alkali the patient was 
- catheterised and 95 c.cm. 
of blood-stained urine was 
withdrawn. The urine 0 2 4 6 8 


a R 


: z cipient was group O. 
cordable at -this time. Recipie group 


Very many red cells and some leucocytes but no casts 
were found in the centrifuged deposit of this specimen ; 
the supernatant fluid only contained 0°7% hemoglobin 
(Haldane). The patient was catheterised again at 12.45 P.M., 
when 170 c.cm. of urine was withdrawn ; this was neutral to 
litmus. On centrifuging, it was apparent that the red colour 
was due almost entirely to red blood-cells, the supernatant 
fluid containing only a trace of hæmoglobin as measured by 
the benzidine test. 

A venous sample was first obtained eight hours after the 
initial transfusion and the findings were: hemoglobin 66%, 
serum-bilirubin 2 mg. per 100 c.cm., serum-proteins 4:3%, 
blood-urea 55 mg. per 100 c.cm.; blood group O. Micro- 


scopical examination of a suspension showed fair-sized agglu- - 


tinates which were not increased by the addition of anti-A or 
anti-B serum. A sample of serum was obtained at the same 
time and titrated with A and B cells from the donors normally 
used by this laboratory. The technique employed is that 
recommended by Taylor and Prior (1938); the end-point is 
read microscopically and clumps of 3-5 cells are taken as 
evidence of agglutination. The titre of the anti-A agglutinin 
was 128 and of the anti-B only 2 (see fig. 1). At 12.45 P.M., 
after the patient had received 1500 c.cm. citrated plasma and 
100 c.cm. of four-times normal serum, a second veno us sample 
was taken and examined. The hemoglobin had fallen to 42% 
while the plasma-proteins had risen to 47%. The serum- 
bilirubin was 2:5 mg. per 100 c.cm., and the blood-urea 45 mg. 
per 100 c.cm. (see fig. 2). Microscopical examination showed 
rather bigger agglutinates than in the first smear. The titre 
of the anti-A agglutinin had fallen to 32, while that of the 
anti-B had risen slightly to 4. 

After the further transfusion of two bottles of blood and 
150 ¢@.cm. 
obtained (5.20 p.m.). The hemoglobin was now 49%, 
serum-bilirubin 1-8 mg. per 100 ¢.cm., serum-proteins 4:9% 
and blood-urea 75 mg. per 100 c.cm. The titre of the anti-A 
agglutinin was 64 and of the anti-B again 4. 

From the time when the patient was first seen by us, an 
attempt was made to measure the fluid intake and the urinary 
output. During the first twenty-four hours 3000 c.cm. of 
lemon squash containing 35 g. of potassium citrate was given 
(as advised by Bushby and others 1940), and 2000 c.cm. of the 
same mixture was given during the subsequent twenty-four 
hours. A rather incomplete record of the fluid intake and 
urinary output was kept, but it was clear that there was a 
largo negative water balance up to the eighth day, although 
the urinary output never fell to really low levels. 

The patient was visited again on the morning of the 17th, 
some thirty hours after the incompatible transfusion. Her 
clinical condition was surprisingly good. She was lucid and 
not in pain. Her skin looked faintly yellow. She had been 
catheterised at 5.4.M.,-and 70 c.cm. of urine had been with- 


O 2 4 6 b S2 87 
was slightly acid to litmus 19 DAYS 
and had probably all been 
formed many hours pre- . 
viously, since the blood- 
pressure was still unre- 


Fic. 1—Changes in titre of serum isoagglutinins | 
after transfusion of (1) group B blood (at B), 
(2) concentrated serum of group A (at A). 


of 3% citrate, another venous sample was. 


‘18% of normal and on the 26th, 30% (van Slyke). 


‘drawn. This specimen contained albumin and was neutral 


to litmus. The sediment contained many red blood-cells but 
no casts. The supernatant fluid contained only a trace of 
hemoglobin. On this occasion the temperature was 99° F., 
pulse-rate 120 and blood-pressure 116/80 mm. Hg. The blood 
still contained agglutinates; the blood-urea had risen to 


E = HAEMOGLOBINURIA 
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Fia. 2—Findings after incompatible 
transfusion. 


101 mg. per 100 c.cm., the serum-bilirubin to 3:2 mg. per 
100 c.cm. and the serum-proteins to 5:-1%. The titre of 
er anti-A isoagglutinin was 32 ; ‘that of the anti-B agglutinin 
still 4, 

On the 18th the patient was better, although the blood- 
pressure was 136/102 mm. Hg and the blood-urea 126 mg. per 
100 c.cm. The serum-bilirubin had fallen a little (2-7 mg. per 
100 c.cm.). A smear of the blood showed only a few small 
agglutinates. The titre of the anti-B isoagglutinin had risen 
to 8 and that of the anti-A isoagglutinin to 128. The urine 
was alkaline to litmus, and the sediment contained a few 
red blood-cells and pus and epithelial cells, but once more no 
casts. During the past twenty-four hours she had passed 
only 10-20 oz. of urine, compared with a fluid intake of 
80 oz. 

Until the 22nd (the 7th day) the patient appeared to im- 
prove steadily, despite a consistently raised diastolic pressure 
and a steadily mounting blood-urea. During this period 
agglutinates were found in the blood, but they became pro- 
gressively smaller and actually were last seen on the 23rd. 
From the 18th onwards the titre of both anti-A and anti-B 
isoagglutinins rose steadily, and, as will be scen from fig. 1, 


.reached very great heights during the period Sept. 24-27 


(9th to 12th days). Between Sept. 23 and Oct. 11, when the 
titrations were read, it was noted that hemolysis occurred 
in the first or first and second dilutions with both A and B 
cells. 

On Sept. 23 the patient was much worse. She was very 
drowsy, her respirations were deep and there was a heavy 
brown fur on the tongue; she was considered to be in pre- 
coma. The blood-pressure was 150/100 mm. Hg. On this 
and the subsequent two days the patient was made to sweat 
profusely by giving Dover’s powder and aspirin and heat- 
ing her with electric blankets, &c. Whether as the result of 
the sweating or not, she was much better on the 24th, and the 
urinary output increased from this day onwards. On the 25th 
the improvement was maintained and the blood-pressure had 
fallen to 136/80 mm. Hg. From this time onwards, recovery 
was uneventful from the medical point of view. 

During the ten days after the transfusion, two attempts were 
made to perform renal-function tests. Noither was wholly 
satisfactory, but both revealed an unequivocal degree of 
impairment of renal function. On Sept. 21 the clearance was 
On the 
26th the urine contained a trace of albumin and a few epithe- 
lial and granular casts. The urea-clearance test was repeated 
on Oct. 4 and was then 50% of normal. 

Further examinations of the serum were made during ‘the 
following months. A slow reduction in the titre of both 
isoagglutinins was found. From the abnormally bigh levels 
reached two weeks after the transfusion the titres gradually 
fell towards normal, i 
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DISCUSSION 


The Ginnie res in the titre of the anti-B isoagglutinin - 


will be seen to be of the same nature as those described by 
Wiener ; they consist of an initial reduction, presumably 
due to an absorption by the transfused group B blood, 
followed by a big increase, presumably representing an 
immune response. The first specimen in our case was 
obtained eight hours after the transfusion, and thus may 
be compared with the first specimen in Wiener’s case, 
obtained after 6 hours. The titre of the anti-B iso- 
agglutinin was found, as in Wiener’s case, to be extremely 
low. Thereafter there was a steady rise in titre, and the 
peak was reached on about the eighth day (not before 
' the thirteenth day in Wiener’s case). 
rise, however, seems to have been much greater in this 
case even when allowance is made for individual differ- 
ences in the reading of serum titrations. Thus in our 
case agglutination with B cells could be detected in a 


dilution of 1/500,000 compared with the figure of 1/512 . 


given by Wiener. Wiener (1941) has recently stated 
that with the technique that he employs the average 
isoagglutinin titre is only 16-32. In this laboratory, 
using 
figures are obtained (average 64-128). This difference 
in the normal end-point is insufficient to account for the 
much greater rise in titre observed in our case. The slow 
return to a normal level is in accord with Re’s observa- 
tions. 


The changes in the anti-A pore a small initial 


fall followed by a large rise—at first seemed to be a 
non-specific response to the injection of the group’ B 
blood. Then, however, a more convincing explanation 
suggested itself. At the time when these observations 
were made, Aubert, Boorman and Dodd, of this labora- 
tory, were engaged in confirming and extending the work 
of Schiff (1924) ; an account of their work is in the press. 
Schiff first demonstrated the presence of the group- 
specific substances in soluble form in the serum and 
postulated an equilibrium between the concentration of 
agglutinogen in erythrocytes and serum. With this fact 
in mind, it seemed likely that the rise in the titre of the 
anti-A agglutinin might have been due to the injection 
of group A substance in either the plasma or serum that 
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Fic. 3—Control experiments. Changes in titre of anti-A 
agglutinins in two patients of group O after the 


transfusion of 100 c.cm. of four-times normal 
concentrated human serum of group A, reconstituted 
from the dried product. The serum had been Seitz- 
filtered before being dried. Transfusions given at A. 


had been transfused in the course of treatment.: The 
plasma, however, was taken from a pool of different 
groups. It has been demonstrated that this plasma is 
virtually free of agglutinins, and it may therefore be 
safely assumed that it only contains traces of the corre- 
sponding agglutinogens. The serum, on the other hand, 
‘was found to be of group A and had not been pooled. 
Soon after we had made these observations, Aubert and 
his colleagues demonstrated that it was possible to pro- 
duce an immune response in man to the agglutinogen 
contained in serum of groups A, B or AB. This latter 
work was carried: out with Seitz-filtered human serum. 
Since the serum injected in our case was a four-times 
concentrated solution, reconstituted from dried serum * 
which had been Seitz-filtered before drying, we tried the 
effect of injecting similarly prepared serum of group A 


‘°F rom the 
Cambridge. 
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the technique referred to above, rather higher 


Medical Research Council’s serum-dry ing unit at 
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into two people of group O. The results are given in 
fig. 3.. As will be seen, after a small fall, the titre of the 
anti-A agglutinin rose considerably. Thus a satisfactory 
explanation for the changes in the titre of the anti-A 
isoagglutinin in the patient who also received group B 
blood was reached. 

It will be noted that the rise in titre of the anti-A 
isoagglutinin was also very great and considerably 
exceeds that of the two ‘“‘ controls.” It also exceeds that 
produced by Aubert in any of his experiments (personal 
communication). The fact that the rise in titre of both 
agglutinins was so large suggests the possibility of some 
non-specific stimulation in each case.. Aubert has noted 
slight changes in the anti-A agglutinin after the injection 
of the B agglutinogen in B serum -and vice versa, 
Further, it is well known that the naturally occurring 
anti-A or anti-B agglutinin in the serum of some rabbits 
is aften much increased after the injection of OM or ON 
cells to produce anti-M or anti-N sera. Davidsohn 
(1938) has pointed out that the isoagglutinin titre of 
human serum is increased after the induction of serum 
sickness. In view of these observations it seems reason- 
able to suppose that some reciprocal non-specific stimu- 
lation may have occurred between the one antibody 
response and the other. ` 

Before this explanation for the changes in titre of the 
anti-A. isoagglutinin had suggested itself, the recipient’s 
serum was tested for the presence of anti-M and N 
agglutinin, in case their production had been stimulated. 
No anti-M or anti-N antibodies were found. 

As has been mentioned, agglutinates were detected in 
the recipient’s blood-stream up to the seventh day after 
transfusion. Only until the day after the transfusion, 
however, were these agglutinates fair-sized. From this 
day until the seventh only a few small agglutinates 
persisted, but even on the seventh day a few clumps of 
five cells were seen. No clumps could be detected on the 
eighth day or later. Burnham (1930) found some donor 
cells remaining in the recipient’s blood-stream on the 
third day, but none on the sixth day, after the transfusion 
of incompatible blood. Wiener and others (1941) in 
another case found that all but a few of the incompatible 
cells had been eliminated two days after transfusion. 

The rise in serum-bilirubin is‘a aE finding and is 
too great to be attributable to the transfusion of stored 
blood per se. In our experience the transfusion of blood 
previously stored for three days with a citrate-saline- 
glucose solution normally leads to only small transient 
increases in the serum-bilirubin of the recipient. 

From the clinical aspect the case adds nothing to 
existing knowledge of the syndrome of renal insufficiency 
after the transfusion of incompatible blood, particularly 
because of the complicating factor of severe injury. As 
Grant and Reeve (1941) have recently pointed out, there 
is as yet no precise knowledge of the circumstances in 
which renal function is disturbed in air-raid casualties. 

The passage of many red cells in the urine may have 


. been due to a contusion of the left kidney, since that 


side of the body was very bruised. 

It is interesting to note that there was no immediate 
reaction to the transfusion—540 c.cm. of citrated stored 
blood (containing 360 c.cm. whole blood) was transfused 
in approximately thirty minutes, but no untoward effects 
were noted. The temperature, however, was not re- 
corded. Others have noted that the transfusion of 
incompatible blood is not necessarily accompanied by 
any obvious immediate reaction (Grove and Crum 1930, 
Wiener and others 1941). 

The progress to urseemia and then to recovery was very 
similar to that of some of the cases described by Bordley 
(19381), and the final outcome was in close accord with his 
observation that no patient receiving less than 350 c.cm. 
of incompatible blood died. 

Knowledge of alterations in the titre of the affected 
agglutinin, after the transfusion of incompatible blood, 
has important practical applications. First, if after a 
hemolytic reaction, cross-matching is repeate d with 
serum obtained from the recipient within a day or two 
of transfusion, a false negative result may be obtained 
owing to the temporary suppression of the agglutinin 
concerned. Secondly, when the donor cannot be traced, 
serial titrations of the recipient’s serum will decide 
whether or not the blood given contained an incompatible 
agglutinogen. Thirdly, cross-matching repeated on the 


` 
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tenth to fourteenth day after transfusion is most likely 
to detect the presence of a weak or atypical incompatible 
agglutinin, since the immune response will be maximal 


SUMMARY 


After the transfusion of group B blood to a woman of 
group O, changes.in the titre of the anti-B isoagglutinin 
were observed. There was an initial reduction, followed 
by a rapid increase, and then a slow fall to the original 
level. These findings confirm previous observations. 

Similar changes in the titre of the anti-A isoagglutinin 
were also found. These changes almost certainly 
represent a response to the injection of the A agglutino- 
gen contained, in soluble form,’ in the group A serum 


: transfused in the-course of treatment. 


We are grateful to the medical officers of the hospital 
concerned for allowing us access to their patient and to Dr. 
O. M. Solandt, then director of this depot, for helpful criticism. 
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STAB WOUNDS OF THE HEART AND 
PERICARDIUM 
FOUR CASES WITH THREE RECOVERIES 


THEODORE, SCHRIRE, M.B. CAPE TOWN, F.R.C.S. 
SURG:CAL REGISTRAR AT THE GROOTE SCHUUR HOSPITAL, CAPE TOWN 


Ir has been our practice to explore and do an open 
thoracotomy on all consenting cases of penetrating 
wounds of the chest admitted to our beds at the New 
Somerset and later the Groote Schuur Hospitals. 
Experiences in a series of 17 cases since the procedure 
became standardised were detailed in a previous paper 
(Schrire 1940). In this report 4 cases of penetrating 
wounds of the pericardium and 2 of perforation of the 
right ventricle are described. 


-WOUND OF THE SURFACE OF LEFT VENTRICLE 
Cast 1.—A coloured man, aged 36, was admitted to the 
New Somerset Hospital on March 26, 1936, with a stab 
wound of the chest received in a drunken brawl an hour 
before admission. The Knife had entered the left 6th inter- 


space l in. outside the nipple line and the wound was bleeding 


profusely ; the patient was cold and breathless. Morphine, 
gr. ł}, was given immediately and the wound was temporarily 
plugged with dry gauze. After an hour he had recovered 
sufficiently from his shock to be operated on. Anesthesia 
was induced with chloroform and ether and continued with 
ether. The wound was excised and the interspace opened 
up; to increase the exposure, the costochondral cartilages 
of the 5th and 6th ribs were divided and a rib-retractor was 
inserted. The lung had escaped injury and a wound, } in. 
long, was seen in the pericardium over the left auricle; no 
blood issued from it. The wound was enlarged and it was 
then possible to see that there was a superficial slit on the 
surface of the left wall of the left ventricle which had divided 
the superficial fibres of the myocardium; there was no 
bleeding from this wound and it was left untouched. Two 
interrupted sutures were then inserted to close the peri- 
cardium and the chest was closed. No drain was used. The 
patient stood the operation well. His condition was satis- 
factory till the next day when his pulse-rate began to rise 
and he died 24 hours after the injury. Autopsy showed that 
death was due to hemorrhage from the 6th intercostal artery 
which had bled into the pleura. 


PENETRATING WOUND OF RIGHT VENTRICLE 


Case 2.—A coloured man, aged 46, was admitted to: the 
New Somerset Hospital on Feb. 27, 1937, having been stabbed 


` tho heart beats. 
controlled the bleeding. I decided to enlarge the opening in 


with a kitchen knife half an hour before admission. On 
examination in the casualty department a wound ¢ in. long 
and transverse in direction, was seen l in. inside and 1} in. 
above the left nipple. He was much shocked. The pulse- 
rate was 96. A probe inserted into the wound could not be 
made to enter the thorax. The pulse remained steady for 
2 hours; during this time occasional profuse jets of dark 
blood issued from the wound. . Physical examination showed 
a complete absence of breath sounds and dullness of the left 
side of the chest. No heart sounds could be heard on the 


left side: but distant sounds were found behind the lower half : 


of the sternum. With 1% procaine as a local anzsthetic an 
incision 4 in. long was made in the line of the 5th rib and the 


‘small skin wound was excised. The 5th costal cartilage was 


found to be severed in an oblique direction and 3 in. of it 
and of the 5th rib were resected. A hole in.the pleura about 
1} in. long was found and enlarged. The left lung was seen 
to be partially collapsed but every now and then the patient 
would take a deeper breath, or cough, and the lung would be 
forced into the wound. A slit on the anterior surface of the 
pericardium was now seen from which dark blood welled up 
and overflowed into the pleura which contained about a pint. 
The flow from the pericardium was intermittent, occurring 
about three times a minute. The wound in the pericardium 
was enlarged and a hole was found in the right ventricle $ in. 
to the right of the anterior interventricular vessels. From 
the hole in the heart, which was ł in. long and transverse in 
direction, dark blood issued in large jets synchronous with 
My left forefinger, placed in this wound, 


the chest wall, and, as the patient would not keep still and 
the hemorrhage was under control, open ether was given. 
Using the right hand, I prolonged the skin vertically down- 
wards for 3 in. along the left border of the sternum and divided 
the 6th left costal cartilage. The rib-spreader was now 


' introduced and a good view of the pericardium and heart 


was obtained. A curved needle with no. 1 chromic catgut 
was now used to put in the first suture through the middle 
of the cardiac wound and this was tied fairly loosely so as to 
approximate, but not tear through, the wall of the ventricle. 
Using this suture as a guy, five more interrupted sutures were 
inserted and the bleeding was stopped. The pericardium was 
then closed with three interrupted catgut sutures. The lung 
was found to have escaped injury and the pleura and chest 
musculature were rapidly approximated after the neuro- 
vascular bundles had been transfixed and ligated. The skin 
was then closed. No drainage was employed. Once the 
suture of the heart itself was completed the ether was dis- 
continued and the closure was done while the. patient was 
recovering. The patient left the table in good condition 
with a pulse-rate of 110. we 

Convalescence was long and trying. The superficial part 
of the wound became infected and was treated with hot 
fomentations ; a pleural effusion, which fortunately remained 
sterile, developed in the left pleura and required frequent 
tapping and one small exploratory operation with negative 
findings. Several ‘blood-transfusions helped to maintain 
strength. The patient was discharged to a convalescent 
home 3 months after admission. He was seen a year later in 
good condition and was in full work. , - 


WOUND OF PERICARDIUM AND PLEURA; CARDIAC 
` TAMPONADE . 


CasE 3.—A coloured man, aged 21, was admitted drunk to 
the Groote Schuur Hospital on Oct. 3, 1938. He had been 
stabbed in the chest an hour before, and was cold, clammy 
and shocked ; the casualty-officer noticed that the pulse was 
small and rapid and the respirations shallow. The wound, 
I in. from the right border of the sternum in the th inter- 
spacé, did not bleed to any unusual extent. Under observa- 
tion, the pulse became imperceptible and his general condition 
steadily deteriorated while the apex-beat was neither visible 
nor palpable. Cardiac tamponade was diagnosed and the 
patient was operated on an hour after admission. He was 
wildly excited and quite uncodperative, and anesthesia was 
induced with C,E, and maintained with nitrous oxide, oxygen 
and ether. The chest was opened by a vertical incision 
which ran parallel and 1 in. lateral to the right border of the 
sternum, and the original wound was excised. Three costal 
cartilages were resected to improve the exposure. There 
was some blood in the pleural space, but owing to dense old 
adhesions the lung had not retracted and it was necessary to 
separate the adhesions by means of sharp dissection in order 


to get a working space; the internal mammary artery was : 
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divided between ligatures. There was no wound in the lung 
and the pericardium was now inspected—it was tense and 
blue—cardiac pulsations were only barely palpable on its 
surface and no wound could be found. An exploring needle 
was ‘inserted and blood was withdrawn. The pericardium 
was accordingly opened and about $ pint of blood escaped 
with a rush; the anesthetist immediately reported a con- 
siderable improvement in the quality of the pulse and the 
heart could be seen beating freely. In spite of careful 
search no bleeding point could be seen on the surface of the 
heart or on the pericardial walls and it was decided to close 
the chest. The pericardium, incised as it was for about 3 in., 
was left wide open and the pleura was drained. The chest 
was now closed. One pint of blood was given on the patient’s 
return to the ward. 
The next day the man’s condition was fairly good, but his 
mental state was unsatisfactory. About 10 oz. of blood- 
¿Stained fluid had drained from the tube when the patient 
_ pulled it out and it could not be reintroduced. Repeated 
aspirations were done and a fortnight later an empyema was 
drained under local anesthesia.- By the end of October the 
patient was in a poor way ; he had air-hunger, his respirations 
were laboured, the temperature was swinging and the pulse- 
rate was 140. Radiography showed the pericardial. shadow 
to be greatly enlarged in all diameters, and on screening 
restricted cardiac pulsations wero seen. A diagnosis of 
suppurative pericarditis was made. On Oct. 29, 1938, 
pericardiotomy was done under local anesthesia. An incision 
3 in. long and parallel with the left lower border of the chest 
was made, beginning at the chondroxiphoid junction and 
extending downwards and laterally. The 7th left costal 
cartilage was removed and the perichondrium deep to it 
cutaway. This exposed the internal mammary artery which 
was divided between ligatures. Dissection was carried out 
in the chondroxiphoid angle and the surface of the pericar- 
dium, tense and pale, was found. Owing to the position of 
the incision there was no risk of damage to the left pleura. 
The pericardium was opened and a profuse flow of thick pus 
came out in jets synchronous with the heart beat. A finger 
was inserted into the pericardium and *‘ bread-and-butter ”’ 
adhesion§, such as can be found in old empyemata, were felt 
and separated ; more pus escaped. A drainage-tube was 
placed down to the pericardium and the patient was nursed 


sitting upright to facilitate drainage; 2 pints of blood were 


given immediately. Saline irrigations carried out twice daily 
allowed a profuse discharge of pus to escape. The tempera- 
ture settled and the general condition improved. A pure 
streptococcal culture was obtained from the pus and sulph- 
anilamide was given to control the infection. The patient 
_ was discharged to a convalescent home on Dec. 14, 1938. 
On Nov. 8, 1939, he returned for incision of an abscess at 
the site of the original wound. This cleared up without any 
trouble. 
& packer in a furniture factory and had noticed no ill effects 
as a result of his pericarditis. 


THORACO-ABDOMINAL WOUND PENETRATING THE RIGHT 
VENTRICLE 


Case 4 met coloured man, aged 25, was admitted on 
Nov. 12, 1938, to the Groote Schuur Hospital suffering from 
a stab wound in the left side of the chest, through which 
3 in. of omentum projected. It was thus evidently a thoraco- 
abdominal injury. The patient was in good condition and 
operation was undertaken 2 hours after admission. Under 
open ether anzsthesia, an incision in the 7th interspace about 
10 in. long with its centre surrounding and excising the original 
stab, which was in the mid-axillary line, was made. The 
chest waa opened and the neurovascular bundle beneath the 
7th rib was tied off after it had been under-run. A rib- 
spreader was introduced and the hole in the diaphragm 
identified. This was about 3 in. long; the spleen could be 
seen just under the hole. A moderate amount of blood in 
the pleural cavity was mopped up and the lung was pulled 
down, examined, and being uninjured was released and 
allowed to retract. At this point it was noticed that the 
pleura had once more filled with blood, and this was traced 
to a wound about $ in. long on the posterior surface of the 
pericardium. The pericardium was then seen to be tightly 
distended with blood. Since it was now obvious that a 
cardiac wound was present I decided to close the diaphragm 
and not to explore the abdomen further. The omentum was 
returned to the abdomen and.the diaphragm was sutured 
with two layers of continuous no. 2 chromic catgut. The left 
phrenic nerve was crushed as it passed over the pericardium 
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He had been on full work for the last 8 months as. 


- damage. 
. have been saved many tappings and an exploratory 
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to paralyse the diaphragm and facilitate subsequent manipu- 
lations. The rib-spreader was now removed and another 
incision, at right angles to the first, was made extending for 
about 4 in. upwards and inwards; this gave an inverted 
T-shaped incision. The 7th, 6th and 6th ribs were cut in 
the line of the supplementary incision, and their neurovascular 
bundles divided between ligatures; it was now possible by 
means of strong traction to elevate a sort of flap consisting 
of the chest wall, upwards and outwards. The rib-spreader 
was reintroduced. The pericardium was now opened and 
about $ pint of blood escaped. The heart was delivered into 
the wound, but owing to its movements it was impossible to 
reach its posterior surface. Ano. 2 chromic suture was passed 
through the fibro-fatty tissue at the apex and this acting as a 
tractor, the heart was lifted out and its posterior surface 
exposed. A wound about 4 in. long was found on the posterior 
surface of the right ventricle, close to the posterior inter- 
ventricular vessels and about a third of the distance between 
the auriculoventricular sulcus and the apex. Two sutures of 
no. 1 chromic were inserted and these controlled the bleeding. 
The traction suture was now cut, the heart returned to its 
place and the pericardium was left wide open. A stab wound 
was made in the 8th space posteriorly and a self-retaining 
catheter was inserted. The chest wound was then closed and 
the patient returned to bed. i 

Convalescence was uneventful. The tube was removed i in 
48 hours and the patient left the hospital at his own request 
on Dec. 2, 1938. When seen 2 months later he was fit and 
at work again as a labourer. 


DISCUSSION 


These cases show variable symptomatology. Thus, 
3 were shocked on admission ; the fourth, who had the 
thoraco-abdominal wound, was in good condition. It 
will be noticed that case 2, though apparently shocked on ` 
arrival at hospital, had a pulse-rate of 96 which had 
risen to 110 on leaving the operating table. Only in 
cases 1 and 2 was there any profuse external bleeding, 
which in case 2 came in occasional jets of dark blood ; 
this patient had a penetrating wound of the right ven- 
tricle. In the other case of right ventricular penetration. 
(case 4) external bleeding was not noteworthy. In 
case 2 the heart was saved from pressure by leakage 
into the pleura. Cardiac tamponade, characterised by 
a rapid pulse of decreasing volume with absence of an 
apex-beat, occurred in only one patient (case 3) in spite 
of the fact that the pericardium communicated with the 
pleural cavity; here, old adhesions seem to have 
prevented leakage of blood into pleura. 

Every case was-explored along the track of the wound. 
The original skin incision was excised and the wounded 
interspace widely opened; a view of the damage was 
then obtained, regardless of chest-wall structures. Ribs 
were sectioned with shears, costal cartilages were divided 
with a knife and—except in case 1—interspaces were cut 
across between two ligatures which transfixed and tied 
the neurovascular bundles. The importance of this last 
procedure is measured by the fact that the only death 
in ae series (case 1) was - ‘due to a leaking intercostal 
vesse 

In order to suture the penetrating heart-wounds in 
cases 2 and 4 it was necessary to steady the heart. 
In case 2, a finger was placed in the hole in the heart 
(Elkin’s manœuvre 1936). In case 4, where the stab 
pierced the phrenic surface of the right ventricle, a 
suture was passed through the fibro-fatty tissue at the 
apex and used as a tractor to lift the heart (Beck 1926). 
The chest was closed quickly by bringing the ribs 
together with pericostal sutures. Intercostal muscles 
were disregarded but parietal layers were carefully closed. 

Separate drainage of the pericardium invites ascending 
infection. It is better to leave the pericardium opening 
widely into the pleural cavity and to drain the pleura 
with a large self-retaining catheter passed into the chest 
through a cannula; the end of the catheter dips under 
water. Itis possible to get a wound of the heart without 
penetration of the pleura (Elkin and Phillips 1931), but 
even in such cases it would usually be necessary to open 
the left pleura in order to get sufficient exposure; so’ 
that pleural drainage would entail little extra structural 
If case 2 had been drained, the patient might 


thoracotomy. In case 3 the adhesions appear to have 
prevented satisfactory pericardiopleural drainage. ' 
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Search of the literature has shown only 10 cases of 
thoraco-abdomino-cardiac wounds with 2 recoveries, 
both recorded by Pool (1912). 
of recovery after this rare lesion. 


'I am indebted to my chief, Mr. W. L. Gordon, F.R.C.S., 


for ‘permission to use his beds and for moral support, and to 
Dr. G. A. Elliot, Dr. Arthur Landau and Prof. J. F. Brock 
for assisting in the after-treatment of the cases. 
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_ Recreo book 


Lymphatics, Lymph and Lymphoid Tissue 
= -Their Physiological and Clinical Significance. C. K. 
DRINKER, M.D., D.Sc., professor of physiology, school of 
public health, Harvard University; and J. M. Yorrey, 
M.D., F.R.C.S., senior lecturer in anatomy, University 
College of South Wales and Monmouthshire. Cambridge, 
Mass: Harvard. University Press. Pp. 406. $4.00. 
THis book, appearing at a time when the behaviour 
of the lymphatics is exciting a good deal of attention, 
records what is known and indicates what is yet unknown 
about the lymph and the lymphoid tissue. The first 
half of the book describes the composition, formation 
and circulation of the lymph. It seems clear that, while 
proteins and particles, including bacteria, may escape 
from the blood capillaries together with fluid carrying 
solutes, only solutes with variable amounts of fluid can 
return again through the capillary wall. Protein 
molecules and particles, with the remainder of the fluid, 
must make their way back to the circulation by the 
lymphatics. The conditions governing capillary perme- 
ability under normal and pathological conditions are 
- discussed, and there is a detailed account of the lymph 
flow from the various parts of the body. It seems that 
much is known about the lymph flow from some organs 
and regions of the body and hardly anything about the 
flow from others.. Much work on lymph flow has been 
done in Professor Drinker’s own laboratory. 
Experiments have resulted in lymph being obtained 
from several of the less accessible parts of the body. 
In connective tissues the lymphatics seem to be rela- 
tively permeable, particles and proteins entering them 
-with ease and rapidity. From mucous and serous surfaces, 
fluids and the smaHer protein molecules readily enter the 
lymphatics, whereas the larger proteins and particles as 
a rule. do so only very slowly. Absorption from the 
nasal cavity has been studied in great detail, and an 
account is given of the passage of virulent bacteria and 
` viruses from the nasal mucosa into the cervical lymph. 
The authors think it almost certain that substances will 
only pass through the cribriform plate from within 
outwards. They believe that the lymph, and in particular 
the lymphocytes, may play an important part in the 
dissemination of viruses throughout the body. Although 
the vaccinia virus, which is pathogenic for rabbits, can 
be isolated from the cervical lymphatics soon after 
instillation into the’ animal’s nose, it is apparently 
impossible to detect the virus of poliomyelitis in the 
lymph after it has been dropped into the nasal cavities 
of monkeys. | 
Factors controlling the flow of lymph are discussed at 
length. In the limbs, at any rate, the flow is more or 
less independent of the production of lymph; the 
formation of lymph depends on capillary permeability, 
but the removal from the tissues of the fluid so extruded 
depends almost entirely on extrinsic factors such as 
movement, massage and posture. The authors maintain 
that lymph and tissue fluid are identical; but it is not 
clear how much of the fluid actually exists free among 
the tissues. | 
The second part of the book reviews the many theories 
which have been brought forward to explain the functions 
of lymphocytes and lymphoid tissue. The mystery 
remains complete, but the summary of a very extensive 
- literature is an able one. It is interesting to learn that 
phylogenetically the lymphoid tissue has quite a separate 
origin from the lymphatic vessels. The authors go to 
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some lengths to emphasise their belief that the lymphatics 
play @ very small part in the reduction of cedema in the 
imbs. It is difficult to agree with them since, as they 
point out, it has been clearly shown that the lymphatics 
in cedematous areas are held widely open; thus the 
flow of lymph along them would be greatly augmented 
by movements and pressure so slight as to produce little 
increase of flow in a normal limb. Again, the reader is 
not left with a clear idea of the view the authors take 
about the part played. by the lymphatics in the body’s 


fight against infection. 


Sick Children 
(4th ed.) Donatp Paterson, M.D. Edin., F.R.C.P. 
London: Cassell and Co. Pp. 610. 15s. 

THIs is one of the smaller handbooks of children’s 
diseases, but it is unusually comprehensive. To take 
two examples: mental tests suitable for various ages 
are printed in an appendix; and there is a set of radio-* 
grams showing the ossification of the wrist and hand 
from birth to the age of fifteen. The index is fairly 
good and the illustrations are excellent. A number of 
items are frankly abstracts, references to the originals 
being faithfully given; and the effect of authenticity 
thus produced is maintained by the practical tone of 
the whole book. 

Textbook of the Practice of Medicine 
(6th ed.) Editor: FREDERICK W. Perros, M.D. Edin., 
F.R.C.P. London: Humphrey Milford, Oxford University 
Press. Pp. 2032. -38s. 

AFTER many war-time vicissitudes the new edition of 
this well-established textbook has at last appeared. 
Revision, though widespread and on the whole adequate, 
has been mainly in detail; such innovations as the 
sulphonamide group, the newer insulins, chest-leads in 
electrocardiography, and rupture of the intervertebral 


disc have been introduced. The two war years which 


have elapsed since the last edition appeared have 


witnessed comparatively few advances in medicine, but 


it is somewhat surprising to find no reference to the 
medical aspects of poison gases or of shock, and a 
section on military medicine would not have been out 
of place. More space is allotted to visceroptosis than to 
either carcinoma of the stomach or jaundice and the 
Meulengracht diet is dismissed in a few scathing words. 
The section on diabetes mellitus is more likely to confuse 
than enlighten the reader, and perhaps the editor should 
have made it clearer that his own views on primary 
cardiac strain are unorthodox. Of the 99 illustrations 
all but 22 (of which at least 2 could have been spared) 
fall in one section. These are minor criticisms and the 
new edition is well representative of the teaching of the 
London medical schools. 


Second Yearbook of Research and Statistical Methodology 


Editor: 9. K. Buros. New Jersey: The Gryphon 

Press. Pp. 383. $5. | 

In this second venture, which in minor ways is a 
great improvement on the first, the editor. lists 359 
books, written in English and published since 1983, 
which deal with statistical methods, scientific methods, 
social relations of science and _ similar subjects, 
together with selections from the published reviews of 
them. Any such list is clearly helpful to the research 
worker, the teacher and the taught, but the value of 
“ evaluative comments ” contained in reviews is open to 
some doubt, reviews of the same book being often 
laudatory, derogatory or vacuous according to the 
school.of the reviewer. Many reviews deserve no further 
publicity than they originally received, though Mr. 
Buros rather optimistically hopes that his reproduction 
of them will stimulate editors and reviewers to do better. 
Given sufficient help and money: he would like to extend 
his field to books in other languages and to non-critical 
and critical abstracts of the literature on research and 
statistical methodology. This might be of greater 
benefit to interested workers than the present pages of 
extracts from many reviews of the same book. Inci- 
dentally, the index of names leaves much to be desired, 
the page reference being to the book listed. Mr. A., 
therefore, is mentioned in connexion with book no. 20, 
but since references to book no. 20 occupy 113 pages it 
takes Mr. A. some time to learn what is said of him or 
what he said of it. 3 
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REST FOR INFLAMED TISSUES 


NATURE’s method of healing has never altered ; it is 
our technique of how to assist her that changes. Rest 
has always been the most natural ally of the vis 
medicatrix naturz on which all healing depends. A 
long line of ‘‘ Menders of the Maimed ” in British 
medicine—HuountTer, Hitton, Hucum Owen THOMAS 
and others—taught that inflamed tissue is capable of 
- dealing with its enemies unaided if kept at rest. But 

there are varying degrees of rest. To lie in bed does 
not necessarily keep the whole body at rest, the many 
splints are not always effective, and any fixation by 
traction will exert a pull on diseased structures. 
There is no doubt, however, that strict local rest of the 
injured part is obtained by the closed-plaster treat- 
ment of infected wounds. THomas and many others 
‘would not use plaster because they felt that it im- 
peded the circulation in the diseased part. But a 
properly applied plaster supports rather than con- 
stricts the vessels of supply. The comfort of the 
patient in plaster is our surest proof. Muscles are 
tissues with high vascular demands, and, a8 we know 
from Volkmann’s contracture, when there is com- 
pression of the: main vessel the muscle will die long 
before there is skin involvement, and any shortage 
in its blood-supply is soon demonstrated by exquisite 
pain. In the resting limb the maximal blood-flow is 
determined to a great extent by the diameter of the 
larger supplying arteries. A good blood-supply, and 
therefore an intact major vessel, is the sine qua non 
of the closed-plaster method of treatment. As 
TRUETA has urged, if the blood-supply of the limb is 
jeopardised either by trauma or operation, treatment 
in closed plaster is to be avoided. A trickling stream 
will provide special opportunities for the flourishing 
of organisms, especially anaerobic, and against these 
early operative interference is our most useful aid. 

The theoretical basis of the closed-plaster treatment 


is by no means fully understood. Exactly how does a . 
SAMPSON > 


plaster prevent the -spread of infection ? 
GAMGEE believed that pressure on a wound directly 
benefits the development of the cells in it by prevent- 
ing degeneration and vacuolation; WINNETT ORR 
ascribed a special virtue to the soft paraffin with which 
he packed the wound ; ALBEE suggested that bacterio- 
phage is produced under the plaster; and GARCIA 
ALONSO maintained that a sort of civil war among the 


various types of bacteria confined under the plaster 


prevents the domination of pyogenic organisms. 
Probably all these views hold something of truth, 
but the experimental work of BARNES and TRUETA ? 
offers the most likely explanation of the success of 
complete immobilisation. The flow of the lymph is 
the clue. , It has long been known that the capillary 
endothelium of the blood-vessels is resistant to 
bacteria and that infection reaches the blood-stream 


1. Barnes, J. M. and Trueta, J. Lancet, 1941, 1, 623. 
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via the lymphatic circulation. Anything that dimin- 
ishes the flow in this lymph will therefore help to 
localise the infection, and DRINKER showed and 
Barnes and Trueta have confirmed that if a limb is 
immobilised the flow of lymph almost ceases. It 
apparently does not cease completely, for, as CRESSMAN 
and BLALOCK ? point out, transmitted arterial pulsa- 
tions probably produce some slight movement of 
lymph. This movement CLARK and CLARK °? describe 
as a “‘ bobbing ” back and forth synchronous with: the 
heart beat or respiration, with only a sluggish forward | 
movement. Besides the lymph-trunks, which via the 
glands lead to the blood-stream, the lymphatic system 
consists of a network of anastomosing, interlacing 
vessels. Thus, if there is movement, not only does the 
lymph carry bacteria to the lymph filters, and on rare 
occasions to the blood, but local spread takes place 
because infection is squeezed into the lymphatic 
meshwork. BARNES and TRUETA demonstrated ex- 
perimentally that manual compression of the muscles 
produces no increased flow in the lymph-trunks but 
that full joint movement does greatly increase the 
flow. Hence the importance of immobilising the 
joints above and below an infected wound. Immobil- 
isation has, of course, other important functions. It 
protects the frail capillary endothelium, which tears 
readily and waits with pouting mouths for further 
organisms. A dressing with the gentlest hands is then 
like the tramplings of an elephant’s feet. GAMGEE 
knew the importance of support for tissues which 
through bruising, incision or cedema have lost their 
natural elastic support. Dickson Wriaut taught 
the same in the treatment of varicose ulceration, ` 
where he showed that lack of support interfered with 
the blood-flow and that even pressure was the surest 
way to get .the best blood-supply and healing. 
WINNETT ORR recognised the fragility of capillary 
endothelium and that is why he recommended soft 
parafin. TRUETA realised that, provided the limb 
was at rest, a multiplicity of organisms disporting 
themselves on the wound surface interfered ‘but little 
with wound healing. . 


There has always been the féar of ankylosis of the ` 


associated joints when immobilisation is prolonged. 
For acutely inflamed joints it was even the habit in the | 
last war to insist on the patient moving despite the 
exquisite pain. Over fifty years ago THomas con- 
demned this practice in a forcible manner when he 
wrote: “it is as reasonable to attempt to cure a fever 
patient by kicking him out of bed as to benefit joint. 
disease by wriggling at the articulation.” OGILVIE 4 
has said the same in discussing the treatment of | 
wounds and: sepsis of the knee-joint. He maintains 
that immobilisation must be continued until infection 
is clinically overcome, and that the joint must 
therefore be completely immobilised for a minimum 
of three weeks. The slightest movement, such as 
changing a plaster, will result in a flare-up, and to 
immobilise a knee-joint absolutely nothing less than a 
hip spica will do. To stretch damaged or healing 
tissues by early movements does not loosen them but 
actually results in the laying down of more and more 
scar tissue in the lines of strain. Where it is particu- 
larly important to avoid scar formation, as in septic 


_ 2. Cressman, R. D. and Blalock, A. Proc. Soc. erp. Biol. N.Y., 


“" ~ 1939, 41, 140. 
3. Clark, E. R. and Olark, E. L, Amer. J. Anat. 1932, 49, 441. 
4, Ogilvie, W. H. Lancet, 1941, I; 471. s 
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burns, immobilisation in plaster i is being used to 
keep the healing tissues at rest; and in the deep 
burn it also enables a barrier of granulations to develop 
which seals off important structures =n as tendons 
and joints. 

In the early stage of acute sepsis, except when 
there is lymphangitis, the use of closed plaster to 
secure the essential strict immobilisation does not 
seem desirable. In the closed progressive acute 
lesion, where pus has still to be evacuated, the 
closed plaster will increase the tension in the 
tissues walling the forming abscess and is thus to be 
avoided. : The time for plaster only begins when 


effective drainage has been established. The experi- - 


mental work of TRUETA and Barnes shows that only 
in thé draining, inflammatory limb will plaster 
cause the lymph flow to cease. In the early stage 
of acute sepsis, therefore, strict immobilisation of 
the joints above and below by splintage, either by 
plaster slab or other material, is called for. As soon as 
drainage is established the closed-plaster method can 
be applied. As in wounds of war the closed-plaster 
method is for the open draining wound. FRASER 5 
has used this method in the treatment of acute 
osteitis, where after drilling the bone, as advocated by 
STARR, he packed the wound and encased it in plaster. 
Dopp °’ insists on strict immobilisation in the treat- 
ment of multiple boils. He thinks that any movement 
—squeezing, bathing or fomenting—may detach 


infected thrombi which may settle in the skin, or may - 


form abscesses in the kidney, ischiorectal fossa or bone. 
_ He therefore confines the patient to bed, securing rest 
by infrequent dressings, and by splinting (even for 
boils of the neck, where he uses a long back splint 
with foot piece for the head) and his results have been 
. gratifying. He also? advocates complete rest in the 
management of abdominal distension after operations 
on the gut, and most surgeons would agree that 
immobilisation is the principle to be followed in all 
forms of intra-abdominal inflammation, though they 
might differ as to the method by which rest is best 
secured—for instance, when and in what dosage 
should morphia be given? In the treatment of 
infected fingers there has also been difference of 
, opinion about the value of immobilisation. As 
JEAN PIERRE Davip of Rouen wrote in 1779: “ there 
is a time for rest and a time for motion in the treat- 
ment of most surgical conditions.” Those who, use 
plaster for wounded fingers hold that complete rest 
for two or three weeks does not lead to stiffness, 
and longer periods are harmless if the position of the 
fingers is changed once a fortnight. When the 
inflammation has subsided, they say, and there is no 


risk of tearing capillaries or spreading infection, 


movement should begin. 

Nevertheless in all these cases the disadvantages 
of immobilisation, especially if long continued, must 
be recognised, the inconvenience of the patient 
must be considered and a balanced outlook main- 
tained. The theoretical foundations of the principle 
of complete rest have been established, and in this 
war ‘its application to infected wounds has been 
brilliantly successful; it still remains to extend its 
use and define its indications for the treatment of 
other infections. 


5. Fraser, J. Ibid, 1934, 2, 272. 6. Dodd, II. Ibid, 1941, 1, 558. 
7. Ibid, 1940, 2, 98. 
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THE HAY-BOX REDIVIVUS 


Since the beginning of this century the hay-box 


has enjoyed a deserved reputation among connoisseurs 
of cookery, and also among lazy amateur cooks who 
prefer ather activities to standing over the cooking 
stove. ‘It is well known that cooking is possible below 
the boiling point of water. Indeed it is doubtful if the 
interior of a roast joint ever reaches such a tempera- 
ture. The juiciness, palatability and digestibility of 


the inner cuts are largely due to this fact. Many - 


high-class restaurants use the plan of raising the 
temperature of the outside ‘of their joints to a high 
point for a short time in the oven and then removing 
them to a place where the temperature is lower, so 


that cooking may continue slowly for a considerable - 


time. This not only produces a more tender cut but 
is economical in that not so much of the juices of the 
meat are lost to the exterior. Cooking is much slower 
by these means, but much less attention is needed 
after the initial stage, and where time is of little con- 
sideration slowness is no disadvantage. A similar 
principle underlies the cooking of food in a hay-box. 
Food is brought to the boiling point and then after a 
few minutes’ exposure to that temperature is trans- 
ferred in its container to a heat-insulated box and left 


for hours to cook in its residual heat. For many years. 


there: have been on the: market “‘ fireless cookers ”’ 
which work on this principle. Foods are boiled in 
highly polished saucepans, which, when their contents 
are hot throughout, are removed, tightly sealed, to a 
metal-lined container into which the saucepans fit 
snugly. This container is insulated from heat loss 
by a packing of kapok, asbestos or some other non- 
conductor of heat. Some hours later, when the 
container is opened, the food is found to be admirably 
cooked and may still be smoking hot and ready to 
serve. An amateur apparatus can easily be con- 
structed from a packing case with hay as the non- 
conductor, using a weighted cushion also stuffed 
tightly with hay as a lid. Hence comes the term 
“ hay-box cookery ” for all such methods of propating 
food for the table. 

Hay-box cookery comes to the fore in wartime: 
It saves fuel. It needs little attention. It releases 
a person for other duties. When, as at present, 
married women are at work on munitions, it may solve 
the problem of the hot meal on the return home at the 
end of the shift. Also foods can be cooked overnight 


so that little preparation is needed in the morning be- 


fore an early start for the works. Earnest amateurs 
therefore rush in to instruct the working-classes in 
hay-box cookery, and this naturally arouses the 
inhibitory instinct of other earnest amateurs who ask 
“ What about killing (sic) the vitamins ? ” The hay- 
box has sundry disadvantages. The home-made 


apparatus is not easy to make or to keep sweet and 


there is a considerable destruction of vitamin C 
varying with the length of time the foods remain in the 
box. Experiments on brussels sprouts, kale and 
potatoes show a diminution which in the two last 
named is really serious. Brussels sprouts, with 123 
mg. per 100 g. in the raw state have this reduced to 
66 after boiling far 15 minutes. Two hours cooking in 
the box, after this, reduces the amount to 29 and 
six hours to 24. The sprouts have thus lost two- 
thirds of their original content, though even so they 
are still a valuable source of vitamin C. The potato, 
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starting with 13-27 mg. per 100 g., has this amount 
_ reduced to 1 or 2°mg.—a “worthless amount. Kale 
suffers a reduction from 155 mg. to 7, this making it 
almost useless as a source of vitamin C, though still 
valuable for vitamin A and probably for calcium and 
. iron. There can be little doubt that similar facts 
would be discovered with other sources of vitamin C 
such as swedes, turnips and spinach. 


None the less, the hay-box used with discretion is an: 


- extremely valuable addition to cooking appliances 
even in peace-time and may be invaluable in war- 
time. It will cook most vegetables, stews, meats for 
. boiling, and most cereals and milk puddings, though it 
is not very successful with rice. And foods left to 
cook in it are usually hot even after a lapse of 6 hours, 
_ depending on the efficiency of the heat insulation and 
the initial volume of the food. The discretion neces- 
sary can be taught and learnt unfortunately only by 
those with a modicum of dietetics and a knowledge 
of where to turn for information. It is a gross pity 
that there is a dearth of trained dietitians to educate 
the public in hay-box and other cookery, and that, 


though the need has been outspoken for the last - 


decade and more especially since the war began, little 
or nothing has been done by any ministry or public 
educational body to supply such teachers. 


IMMUNITY TO TETANUS , 


Teraxnvus is, like gas gangrene, a rare infection in 
civil practice ; both need the opportunity of wounds 


peculiar to warfare if they are to flourish. The deep. 


penetrating wound soiled by infected earth or clothing 
and left unattended for twenty-four hours or more 
provides the ideal conditions for the anaerobic growth 
of Clostridium tetani, and it was only when such 
wounds were surgically excised and the patient given 
prophylactic tetanus antitoxin that the incidence of 
tetanus in the 1914-18 war was reduced from 8-9 per 
1000 to less than 1 per 1000. . Since then, active 
immunisation with tetanus toxoid has passed from 
the experimental stage and the protection of army 


horses against lockjaw to its clinical application for . 


the protection of the armed forces. Boyp! showed 
that immunity to tetanus, taking 0-01 unit of anti- 
toxin per c.cm. as the effective lower limit, could best 
be obtained by giving two injections each of 1 c.cm. 
of tetanus toxoid at an interval of not less than six 
weeks. The injections produce little or no upset ; 
the only undesirable complication is the rare occur- 
rence of an anaphylactoid reaction after the second 
dose, apparently due to a protein derivative in the 
culture-medium,? and readily countered by an injec- 
tion of adrenaline. That this risk is very rare is borne 
out by the absence of systemic reaction noted by 
PESHKIN * in the immunisation with alum-precipitated 
_ diphtheria and tetanus toxoid of 186 allergic children. 
- The efficacy of Boyp’s method of immunisation 
‘was largely substantiated by the absence of tetanus 
among the 80°, or so of the B.E.F. in France who 
were actively immunised, for circumstances prevented 
a large proportion of the wounded from getting in 
addition the recommended dose of tetanus antitoxin ; 
yet cases of tetanus were reported only among those 
who were not actively immunised. Confirmation of 


— 1. Boyd, J. 8. K. J. R. Army med. Cps, 1938, 70, 289. 


2. Parish, H. J. and Oakley, O. L. Brit. med. J. 1940, 1, 294. 
3: Peshkin, M. M. Amer. J. Dis. Child. 1941, 62, 9, 309. 
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sources’ in this country. MARVELL and PARISH, 
who recommended intramuscular rather than sub- 
cutaneous injection, found that in 116 persons given 
two l c.cm. doses of tetanus toxoid at an average 
interval of six weeks the titre was less than 0-01 unit 
per c.cm. in only 13 out of 187 blood-samples tested 
at intervals ranging from one to nine months after 


- the second injection; 11 of these 13 samples were 


examined six to nine months after the second dose. 
It. was noted that women responded better to immuni- 


sation than men, whereas staff (stablemen and 


technicians in the tetanus laboratory) whose work 
might bring them into contact with tetanus toxin 


gave no better response than other male staff. Those - 


with low titres after the second dose were given a 
third “‘ boosting °? dose which was most effective in 
raising the titre if given after a long interval (seven 
to nine months); PrsHKr noted the same pheno- 
menon among his immunised children. These find- 
ings have been substantially corroborated by Evans. 
On another page he records an investigation of blood- 
samples from staff of the National Institute for 
Medical Research who were given two doses of tetanus 
toxoid at an interval of nine weeks. While none of 
81 subjects had 0-01 unit of antitoxin per c.cm. before 
the first injection, nine weeks later a fifth of them 
developed more than 0:1 unit in response to the first 
dose, which suggests that some of them already had a 
low basal immunity. The second injection brought 
every person above the 0-01 threshold, and the level 
of immunity noted seventeen weeks after this dose was 


largely maintained ten months later; MARVELL and ' 


PARISH, and PESsHKIN, on the other ‘hand, noted a 
waning immunity in a proportion of cases with the 
lapse of time. 
dose given after an interval of ten months produced a 
striking rise in titre. Thus, the “ injection de rappe 
of the French, given a year or so after primary immun- 
isation, has much to recommend it, for it boosts up 
an already existing immunity and gives the necessary 
additional stimulus to those few people who do not 
respond to the first injections. An alternative, and 
apparently effective, method of immunisation against 
tetanus is that recommended by Ramon and lately 
supported by MacLean and Horr *—the combination 


of tetanus toxoid with. T.A.B. vaccine in two doses | 


given at a month’s interval. With this combina- 
tion the immediate antibody response to the tetanus 


toxoid was much greater than when toxoid was used © | 


alone, but the subjects were not followed up to find 
if the immunity was maintained. Another point 
which is still at issue is whether it is better to give 
a wounded and immunised man a further injection of 
toxoid, as French and American authorities advise, 
or a dose-of tetanus antitoxin as is the recommenda- 
tion of our Army Medical Service. It is conceivable 
that in a shocked and unattended soldier infected 
with Cl. tetani the sudden liberation into the circula- 
tion of toxin accumulated at the site of injury might 
do irreparable damage before the host’s protective 


` mechanism could be stimulated to produce antibody ; 


in such cases artificial antibody seems desirable. 
Where infection occurs in a healthy non-shocked 
person, the toxin produced in situ should provide the 
a stimulus without artificial aid from outside. 


. Marvell D. M. and Parrish, H. J. Ibid, 1940, gA 891. 
- MacLean, I. H. and Holt, L. B. Lancet, 1940, 2, 581. 
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A MINISTRY. OF MEDICAL SERVICES 


THE demand for a reorganisation of our medical and 
health services grows increasingly vocal, the , latest 
exposition being contained in a booklet! published 
by the British Association for Labour Legislation, and 
written by Dame Janet Campbell and Dr. H. M. Vernon, 
both of whom have long experience of public administra- 
tion as well as of clinical work. Written mainly for the 
lay public, the greater part of the book is occupied by 
a summary of the recognised merits and defects of the 
_ health. services as they exist and function at present— 
facts with which most medical readers are now familiar. 
The authors agree that the main object to be borne in 
mind in reconstructing our medical services is to secure, 
for every man, woman and child in proportion to their 
several needs, all the medical skill, knowledge and 
institutional amenities available, independently of 
individual ability to pay for them. As to method, 
Dame Janet Campbell apparently favours a great 
extension and expansion of the panel service: first 
because it is a system in being; and secondly because 
it goes a long way towards satisfying the democratic 
ease for freedom of choice. She would also make it 
include necessary consultant, specialist and hospital 
services. The approved societies would cease to have 
any connexion with the medical services, beyond 
accepting the doctor’s certificate of sickness and 
incapacity—though, as a matter of fact, apart from 
what are now called extra benefits, there is little 
other connexion at the present time. But the novel 
suggestion of the booklet is that the medical and nursing 


services should be altogether dissociated from the \ 


Ministry of Health, a new ‘“‘ Ministry of Medical and 
Nursing and Social Services ” being set up to organise 
post-war medical reconstruction. It may well be 
doubted, however, if it would be wise from a national 
point of view, or in the long run from the narrower 
point of view of the profession, to dissociate doctoring 
and nursing from other organised state activities which, 
we are coming to realise, have a direct bearing on national 
and personal health. 


SURGERY FOR SYRINGOMYELIA 


WueEn the nature of a disease is imperfectly known the 
response to various forms of treatment carried out more 
or less empirically must be the principal guide to its 
management. For this reason the paper in which 
Worster-Drought, Wakeley and Shafar? record their 
experience of surgical treatment in ten cases of syringo- 
myelia is of considerable importance. 
good reasons for operation when cavitation causes 
distension of the cord so gross as to block the subarach- 
notd space. One is that the pressure on the long tracts 
in the cord can be most effectively relieved by draining 
the cavity; the other is the possibility that the signs 
and symptoms may be due not to a syringomyelic cavity 
but to an intramedullary tumour. It must be recognised, 
however, that cavitation rarely progresses to this extent 
—in the present series, for example, only one out of the 
ten cases showed signs of a subarachnoid block, though 
it may be added that, as one might expect, considerable 
improvement followed operation in this case. Three 
other patients, however, derived similar benefit from the 
opening up of cavities which had neither obstructed the 
subarachnoid space nor produced symptoms in the legs, 
though changes in the reflexes did indicate some inter- 
ference with the long tracts. Under such circumstances 
the permanent clinical manifestations must be due to 


1 “National Health Services.” From the Secretary, 21, Claireville 
Grove, London, 8.W.7. Pp. 46. é ; 

2, Worster-Drougcht, C., Wakeley, C. P. G. and Shafar, J. Brit. J. 
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local destruction of the cord, while the signs which clear 
up after the cavity has been drained may be attributable 
to cdema and vascular’ changes in its immediate 
neighbourhood. These changes seem to be caused by 
the pressure within the cavity, which Worster-Drought 
and his colleagues consider the most important factor 
influencing the response to surgical treatment. This 
pressure does not necessarily vary directly with the size 
of the cavity, but should it be low little can be expected. 
from operation, since signs and symptoms then depend 
entirely on destruction of nervous tissue and glial over- . 
growth, neither of which can be affected by myélotomy. 
Unfortunately it is not possible to distinguish clinically 
between the two pathological varieties of syringomyelia 
—the “‘dry ” form in which gliosis predominates and 
surgery is useless, and the “ wet ” in which cavitation is 
the chief feature and removal of the fluid may be 
beneficial. In addition to draining a cavity an attempt 
may be made to prevent its refilling either by making the 
drainage opening a permanent one or by obliterating the 
cavity. The former may be achieved by fixing silver 
clips to the edges of the opening, by placingsmuscle 
tissue between them, or by suturing the lining membrane 
to the arachnoid on each side. In the present series the 
walls of the cavity, which had fallen into apposition after 
escape of the fluid, were painted with tincture of iodine 
in the hope that the resultant inflammatory reaction 
might lead to their permanent adhesion with oblitera- 
tion of the cavity. It is to be hoped that other surgeons 
will record their experience so that some estimate may 
be formed of the proportion of cases of syringomyelia 
which may be expected to benefit from operation. 
Unfortunately it will not be possible to foretell the result 
in any individual case until the distinction between 
gliosis and cavitation can be made on clinical grounds 
with a greater degree of accuracy than is now possible. 


MAN-POWER OF THE DISABLED 


AN injury which disables a man for the occupation he 
has been following does not necessarily incapacitate him 
for other useful work. The Minister of Labour has pre- 
pared a plan? for training people disabled while on war . 
service or in civil life and for settling them again in 
industry. He believes that large numbers of disabled 
men and women could hold good jobs on their merits. 
and not simply because of considerate treatment. For 
the time being preference in training may be given to 
war-service or air-raid victims, but the scheme will form 
the basis for a post-war resettlement scheme covering 
all persons over 16 disabled in road, industrial or factory 
accidents. The value of rehabilitation is not only that 
it fits a man to earn his living but that properly used it 
can restore power to damaged muscles and joints and thus 
reduce disability. This was proved during the last war, 
and remains a principle at Enham Village Settlement ; 
it was recently illustrated by the report in our columns 
on 40 cases treated at the Allendale Curative Workshops.® 
The Minister of Health is favouring hospital schemes for 
the rehabilitation of injured people, and Mr. Ernest 
Bevin’s plan is designed to work in with these schemes. 
The patient will be interviewed by a representative of the 
Ministry of Labour while he is still in hospital and the 
choice of suitable training for him will depend on his own 
preference, on the nature of his disablement and on the 
opportunity and demand in particular trades. By 
conferring with the physicians and surgeons in charge 
of the case it should be possible to arrange work within 
the patient’s capacity, and such early contact with him 
should enable the ministry to plan ahead and ensure that 
a job is available when he is ready to take it. No doubt 
many patients will be able to resume their former or 


1. Interim scheme for the training and resettlement of disabled 
ersons. Pp. 8 From the Ministry of Labour, St. James’s 
quare, S.W.1. o F 

2. Lancet, Nov. 1, 1941, p. 516. 
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another occupation without training. Information about 
their capacity, obtained from the hospital, will be passed 
to their local employment exchanges and they will be 
invited to seek help there if they find difficulty in getting 
employment. 

The Ministry recognises how important it is for the man 
to achieve the fullest possible physical restoration both 
during the time he is in hospital and when he begins 
work, and that if he is to keep his job when peace 
returns he must be fitted to do not any job passably 
but one-particular job better than most ; and it must be 
a job which will still exist in peace-time. It may well 
be true, as the Minister of Labour says, that 75% of 
disabled people are fit to take up some kind of work 
again, and that they could master many of the processes 
now being taught at Government training centres and 
technical colleges. The scheme puts such training in the 
forefront. Since it will not be easy in such centres to 
give curative as well as technical training, courses are 
also to be provided at institutions which already have 
special experience of preparing the disabled for industry. 
In addition it is hoped that some employers will agree to 
provide training for disabled men. But there is some 
evidence that people who have qualified at Government 
training centres are not always being used, at present, 
on the work for which they have been trained. It would 


need much closer supervision of the factories than is now 


customary to ensure that the disabled employees are 
never given work detrimental to their condition. If a 
return to work produces a loss instead of an advance in 
power and function, it will be a disaster to the injured 
person instead of a benefit. All this applies with special 
force to patients boarded out of the Army, many of 
whom at present flit uneasily from unsuitable job to 
unsuitable job before finding one within their compass, 
or too often lapse.into the ranks of the unemployable. 
Possibly, too, the official attitude to the question of 
reabsorption into industry has been too narrow, harping 
too much on surgical conditions, which though they 
cover most of the air-raid casualties represent only some 
20% of the conditions compelling discharge of men 
from the Army. Medical conditions are probably respon- 
sible for almost as many incapacities among the civil 
population as among soldiers. Nicoll? has discussed 
the rehabilitation of the injured with reference to the 
coal-mining industry, and much of what he says holds 
for a range of disabilities stretching far beyond the 
results of injury. | 

Mr. Bevin plans that training allowances of 42s. a 
week shall be paid to men, 33s. to women, 17s. to boys 
and 15s. to girls. This wide discrimination between 
the rates to the sexes seems scarcely necessary, since 
dependants’ allowances are to be paid to those in training 
at the rate of 7s. 6d. for a wife and 3s. for each child. 
The principle of Mr. Bevin’s plan, however, is so good 
that we must hope to see it put speedily into force ; 
minor defects can be put right once it is working. 


OPERATION FOR HYPERTENSION 


THE experimental finding that in animals renal 
ischemia will produce persistent hypertension has 
clinical implications which are now being explored. 
At a combined meeting of the sections of medicine and of 
therapeutics and pharmacology of the Royal Society of 
Medicine on Nov. 11, Prof. G. W. Pickering gave it as his 
Opinion that experimental results will in due course 
explain most of the human cases of hypertension. Dr. 
Clifford Wilson had produced renal lesions in rats by 
partially occluding one of the renal arteries ; pathological 
changes were found only in the kidney with an intact 
circulation and were completely absent in the clamped 
kidney ; they consisted of fibrinoid arteriolar necrosis 
and endarteritis' with occasional involvement of the 


3. Nicoll, E. A. Brit. med. J. April 5, 1941, DP- 501. 
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glomeruli, and closely resembled those in sections from 
human cases of malignant hypertension. He suggests 
that the histological. changes found in the kidney 
in the terminal stages of Brights disease are 
produced by hypertension. Since the lesions in experi- 
mental animals only affect the unclamped kidney the 
most obvious explanation seems to be that they are 
caused by the hypertension, and this suggests a vicious 
circle : renal ischæmia leading to hypertension which in 
turn produces renal vascular lesions with increased renal 
ischæmia, and so on. 

In the last year or so there have been a number of 
reports of hypertension associated with non-nephritic 


kidney disease, and in cases where the lesion was uni- 


lateral removal of the affected kidney has given encourag- 
ing results. Dr. Robert. Platt, at the same meeting, 
described such a case in a girl of 8 who had a blood- 


. pressure of 220/120 mm. Hg and bilateral papilledema 


and retinitis. A year before, investigation for Bacillus 
coli infection had shown a functionless left kidney. The ` 
prognosis at the time of the second examination was so 

grave that the affected kidney was removed and proved 

to be small and hypoplastic. The day after operation 

the blood-pressure fell to 155/95 mm. Hg and five months 

later was only 125/70. The child has remained well and 

has now no swelling of the discs or retinal cedema. 

Similar cases of unilateral nephrectomy were summarised 

recently in our columns by Richardson and Smart, 

who added 2 cases of their own to those recorded. One 

of these was a case of tuberculosis of the kidney and the 

other of hypernephroma; in both, removal of the 

damaged kidney caused a dramatic fall in blood-pressure 

maintained for several months, up to the time of publica- 

tion. Barker and Walters? have reported successful 

results of operation in 5 cases of unilateral pyelonephritis. | 
All the reported cases are readily explained by analogy 
with experimental results ; they are generally associated 

with oeclusion of the renal artery or vein, diminished — 
urinary outflow, or disease of the kidney substance. 

The biochemical aspects are being investigated by 
several groups of workers, intent on isolating the active 
substances produced by the damaged kidney and causing 
the rise of blood-pressure. Their findings up to the 
present were reviewed in our issue of Nov. 8 (p. 575). 
In the meantime it is evident that the renal function 
must be investigated in all cases of hypertension. - Pre- 
sumably many cases of hypertension with unilateral 
renal dysfunction might be saved by operation, provided 
removal of the damaged kidney was carried out before 
vascular changes have been produced in the contralateral 
kidney. An example of such a case is to be found in the 
report by Davson® of an autopsy in which one kidney 
showed a hydatid cyst and the other the typical histology 
of malignant hypertension, presumably secondary to the 
partial occlusion of the renal vessels of the opposite side 
by the growth of the cyst. i 

It remains to be seen what proportion of cases of hyper- 
tension are due to renal ischæmia. No certain correlation 
has been shown between non-nephritic kidney disease 
and hypertension, but Goldblatt’s experiments do not 
suggest that the renal damage necessary to cause hyper- 
tension need be gross; in fact as a rule renal function is 
normal in his animals during ` experiments. Slight 
degrees of blockage in the renal arteries of man cannot 
necessarily be demonstrated during life by methods so 
far evolved, and at present the only certain way of 
proving that hypertension is not associated with such 
minor degrees of occlusion is to. wait for the autopsy 
report. A series of such reports has been recorded by .| 
Blackman‘ who investigated the renal arteries of 50 
cases of so-called essential hypertension and found the 


1. Richardson, G. O. and Smart, G. A. Lancet, Nov. 15, 1941, p. 594. 
2. Barker, N. W. and Walters, W. J. Amer. med. Ass. 1940, 115, 912. 
3. Davson, J. J. Path. Bact. 1941, 53, 207. 

4. Blackman, S. S. Bull. Johns Hopk. Hosp. 1939, 65, 353. 
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extraordinarily high proportion of 86% with some degree 
of stenosis. He also found that clinical and histological 
evidence of vascular nephritis was present in only 56% 
of cases. In all 50 he found arteriosclerotic plaques in 
the intrarenal arteries. It is noteworthy that Goor- 
maghtigh claims 5 to have demonstrated endocrine cells, 
similar to the chromophil cells of the anterior pituitary, 
in the walls of the renal arterioles of. animals, and he 
states that during clamping of the renal artery these cells 
become hyperplastic. If his findings are confirmed 
pathologists may be able to demonstrate similar cells i in 
human kidneys from cases of hypertegsion. 


RENAL COMPLICATIONS OF CHEMOTHERAPY 


H#MATURIA is now established as an important 
complication of treatment with sulphapyridine and the 
more recent chemotherapeutic drugs. The clinical 
picture produced has been described by Laird® in 
- three stages. In the first stage, hematuria is micro- 
scopic only and pain is sometimes present; in the 
second, the hematuria is gross and usually accompanied 


by pain, but clears up rapidly on withdrawing the drug . 


and giving ample fluids; and, in the third, despite such 
remedial measures, there is impairment of renal function 
which may lead to nitrogen retention, anuria and death. 
Treatment is straightforward, withdrawal of the drug 
and the pushing of fluids producing rapid improvement 
in cases in the first and second stages. Where it is 
impossible to administer abundant fluids by mouth 
because of vomiting or unconsciousness, 4:28% sodium 
sulphate with 10% glucose in ‘normal saline should be 
given by the intravenous drip method. In the third 


stage, with anuria, ureteric catheterisation has proved a 


life-saving measure. Hematuria due to chemotherapy 
‘should be diagnosed in the earlier stages in which the 
simple measures are uniformly successful. It results 
from the deposition of crystals of the acetylated com- 
pounds in the renal tract, and Lehr and Antopol,’ in- 
vestigating the influence of urine on the crystal shape of 
acetylated sulphanilamide compounds, observed that the 
characteristic urinary crystals were not formed in highly 
dilute urines (sp. gr. 1014 or less). Macroscopic hema- 
turia is thus most likely to develop in patients in whom 
the daily urinary output is allowed to fall below 1500 
c.cm. Itcan be prevented by maintaining the daily fluid 
intake above 3000 c.cm., and it would be regrettable 
if the importance of this simple preventive measure be- 
came minimised by reports on the effects of the concur- 
rent administration of alkali. Sunderman and Pepper § 


and Climenko and Barlow ® have determined that acetyl- 


sulphathiazole is more soluble in alkaline than in acid 
urine ; while Schwartz and others’® have demonstrated 
a greater number and incidence of crystals of the drug in 
the urines of 50 pneumonia cases treated with sulpha- 
thiazole than in 50 comparable cases receiving the same 
drug in similar dosage but in which the concurrent use 
of sodium bicarbonate had rendered the urine less acid. 
In this investigation the urine was tested with litmus 
only and those giving a neutral reaction were included 
with those classed as alkaline ; in addition, no record is 
given of fluid intake or the specific gravity of the urine 
specimens. The ‘validity of the conclusions must be 
viewed with reserve until the work is repeated under 
more carefully controlled conditions. Furthermore, 
Loewenberg and his colleagues 11 have described a case 


F: Gadeachtich. N. Compt. sad Soc. Biol. 1939, 132, 465; Arch. 
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of pneumonia, treated with equal amounts of sulpha- 
thiazole: and ‘sodium citrate, in which calculi of 
acetylsulphathiazole were found, .although the urine 
was alkaline. Similarly with sulphapyridine there is 
evidence that the administration of alkali will not by 
itself prevent renal complications and that acetyl- 
sulphapyridine may crystallise out in alkaline urine.” 
Haviland and Bratton, in a personal communication to 
Sadusk and his colleagues have stated that the solubility 
of acetylsulphapyridine in urine remains essentially the 
same for a range of pH 3-3-7-4 and that its solubility at 
pH 7-9 is not significantly greater. 

Alkalisation of the urine, then, cannot be counted on 


to prevent renal complications during chemotherapy, 


and any benefit that does result from alkalis is probably 
due to the diuresis they produce. But the fundamental 
requirement for adequate diuresis is an adequate fluid 
intake. We can take the patient to the water easily 
enough, but there is the familiar difficulty in making him 
drink. He must have the reason for the procession of 
glasses of water explained to him, and something can be 
gained by presenting the fluid in more attractive form, 
though even this is difficult now that citrous fruits are 
scarce. When the patient is vomiting other routes 
must supplement fluids by mouth. Much ingenuity will 
in fact be required on the part of the attendants if the 
necessary five pints a day are to go in, but if they are 
taken and retained we can be as sure as anything is 
in medicine that there will be no crystallisation of the 
drug in the renal tract. 


RADIOGRAPHY OF THE HEART 


In the examination of the heart radiography is still 
widely regarded as a poor second to electrocardiography. 
This is partly because the latter method is older and the 
necessary apparatus more compact. A more substantial 
reason however is that the information given by the 
electrocardiogram is usually clear-cut whereas the shape 
and size of the heart are subject to wide normal variation 
according to body-weight, shape of the thorax and move- 
ments of respiration, which must be discounted before 
any deductions are drawn. The value of radiology has 
recently been emphasised by Denstad,'* whose work brings 
into prominence the pathological conditions which, 
hidden to clinical and electrocardiographic examination, 
can be revealed by radiology. Although electrocardio- 
graphic changes and enlargement often run parallel, 
considerable enlargement can exist with a normal e.c.g., 
while severe changes, such as branch block or inverted T 
wave, may exist with little if any enlargement. From 
the diagnostic point of view radiography is of great valuein 
mitral disease where the characteristic murmurs may be 
indefinite. In auricular fibrillation the heart is always 
enlarged, and Denstad believes that fibrillation can only 
occur after a certain degree of dilatation has been 
reached. In hypertension enlargement is generally 
commensurate with the severity of the symptoms and is 
a more reliable index of the prognosis than the blood- 
pressure. In this as in degenerative conditions 
radiology is of special worth since the enlargement 


cannot always be determined clinically. In pericarditis 
radiology gives invaluable information in revealing 
the size of the heart itself, the degree of calcific ation 
and fixation and hence the advisability of operation. 
The work of Denstad and others shows that without 


radiology the examination of the heart cannot be 


regarded as complete. 


12. Toomey J. A., Reickle, H. S. and Takacs . J. Pediat. 1940, 
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INJURIES AND DISEASES OF WAR 
A NATIONAL PATHOLOGICAL COLLECTION . 


So far no steps have been taken to replace the 
specimens illustrating injuries and diseases of war which 
was made between 1914 and 1918 and housed at 
the Royal College of Surgeons. These were mostly de- 
stroyed in the air-raid of May 10-11 although, as noted 
in the college annual report, Tonks’s famous pictures 
of the facial injuries of the last war are intact. The 
college and the War Office have asked the Medical 
Research Council to make a new collection and a sub- 
committee of the War Wounds Committee has been 
appointed to consider how this might be done. The 
three fighting Services, the Ministry of Health, the 


Department of Health for Scotland, the Royal College | 


of Physicians of London and the Royal College of 
Surgeons of England are represented on the subcom- 
mittee, and they hope that the whole profession will help 
in the task of collecting material. This should include 
specimens, pictures, photographs and radiograms illus- 
trating lesions produced by missiles, war gases, explosion 
gases, secondary missiles (such as fragments of masonry 
or debris), crush injuries, the effects of blast in air or 
water, and burns from any causes ; there should also be 
material illustrating repair, infection and the results of 
treatment. 


PRELIMINARY CARE OF SPECIMENS 


The value of pathological specimens when mounted 
depends on discriminating choice of material, the care 
taken in collection and the preliminary treatment. The 
subcommittee offers the following advice. 

Only those specimens should be chosen i in which the lesions 
can be clearly displayed. 

The collector should take every care to maintain the shape 
and form of the specimen during fixation, when the greatest 
amount of shrinkage and distortion is liable to’ take place. 
_ A hollow viscus or any tubular structure should be suitably 
packed with absorbent cotton-wool soaked in formol saline, 
before the specimen is immersed in the fixative. Structures 
such as nerves, arteries, segments of bowel or slices of solid 
organs should be fixed in position on a suitable frame, to 
prevent shrinkage, bending and distortion. 

Fixation should be carried out in a convenient receptable 
such as a bucket (only if enamelled or tinned), a basin or a jar ; 
the volume of the receptacle should be at least twice and 
preferably three times that of the specimen. This ensures 
that the greater part of the weight of the specimen is sup- 


ported by the fluid, but. cotton-wool should be placed at the , 


bottom of the receptacle to prevent flattening. Bottles with 
relatively narrow necks, through which specimens would 


need to be forced, should be avoided. The receptacle should 


be covered with a lid, but need not necessarily be tightly 
corked. 

The fixative used should be 4% formol saline. Stronger 
solutions do not give better fixation and tend to inhibit 
penetration of the tissues. In the case of solid organs, with 
the exception of the hrain, the fixative never penetrates more 
than about ł in. For this reason all dissection and orunroine 
should be c ar ried out before fixation is completed. 

The fixative is made up of: sodium chloride 9 g. ; com- 
mercial formalin (40% formaldehyde) 100 c.cm.; water 
1000 c.cm. Formalin solutions tend to become acid by 
oxidation to formic acid, and it is important that any acid 
formèd should be neutralised. This can be done by adding 
a small quantity of carbonate of magnesia (mag. carb. pond.), 
chalk or marble chips to the stock solution, which should be 
stirred occasionally. The clear neutralised fluid for fixation 
can then be decanted as required. 

The specimen should remain in the fixative until it is suffici- 
ently hardened for safe dispatch by post to the receiving depot, 
where fixation will be completed if necessary. The time 
required varies considerably with the nature of the specimen. 
Small delicate specimens will be adequately fixed in a few 
hours, whereas larger, fatty specimens may require a week for 
fixation. Since glycerin and other mounting fluids are now 
no large-scale attempt will be made at 
present to restore the colour of specimens. The specimens 
will be stored in separate containers to prevent crushing and 
distortion, and they will be mounted when supplies of mount- 
ing fluids are available. 


MEDICAL WAR RELIEF FUND 
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For dispatch by post, a specimen should be taken out of the 
fixative, drained of excess fluid, wrapped in lint moistened in 
fixative, and covered with jaconet. The parcel should then 
be packed in dry wood wool or sawdust, in a suitable box. 
The dry packing should be sufficient to prevent leakage 
during transit, and the box should be clearly labelled 
“ Pathological Specimen.”’ A precise history should be sent 
with each specimen, giving the cause of the injury, treatment 
and clinical progress, and emphasising any pathological point 
that the collector regarded as important. The name and age 
of the casualty, the hospital concerned, and the name of the 
collector should be stated. The history may be sent by 
separate post, or in the box with the specimen, provided that 
the papers are protected from damage by moisture. An 
acknowledgment, with comments on the condition of the 
specimen on arrival, will be sent to the collector. 


Specimens are to be sent in the first place to one of 
two receiving depots where they can be temporarily — 
classified and stored. For Scotland and the north the 
depot is the pathological department of the University 
of Leeds, and specimens should be addressed to Prof. 
M. J. Stewart. The depot for the south is at Hill End 
Hospital, St. Albans, Herts, and specimens should be 
addressed to Prof. Geoffrey Hadfield. 


MEDICAL WAR RELIEF FUND . 


SINCE this fund was set up just over a year ago over 
£34,000 has been contributed by the medical profession 
at home and overseas to provide immediate help for 
British doctors and their. families to whom the war has 
brought financial hardship. The need is sometimes 
temporary but it is almost always urgent; and within a 
few weeks of the fund’s beginning the distribution com- 
mittee had made its first awards, and during its first year 
44 applicants have been helped with a total call on the 
fund of nearly £5000. ‘They include the dependants of 5 
doctors killed on active service ; 16 doctors whose homes 
or consulting-rooms have beet damaged by bombing; 7 
who have lost their practices as a result of evacuation ; 
8 whose incomes dropped when they joined the services 


or who needed ‘help to set up in practice again after 


resigning their commissions because of ill health. An 
award was also made to the wife of a doctor who has 
remained in one of the Channel Islands after the German 
occupation. The following three cases ilustrate the 
scope of the work : 


Dr. G., a senior general practitioner, lost his life in a raid‘in which 
his house was completely destroyed. His only child was killed at 
the samo time. The widow lost her clothing and other possessions, 
and although the doctor’s estate would eventually furnish her with 


a modest income, she was temporarily without means. She was 
awarded a suitable sum as a gift to provide for her immediate needs. 

Dr. M., a specialist serving in the R.A.M.C., was killed on active 
service, leaving a widow and child. Mrs. M. has been awarded a gift 
(to be administered by the Royal Medical Benevolent Fund) which 
will supplement her small income during the child’s remaining years 
at school. As Dr. M.’s elderly mother had been partially dependent 
on him a similar arrangement has been made in her case; and Mrs. 
M. senior has been introduced to two other benevolent societies, 
one of which has awarded her a small grant while the other has given 
more permanent assistance in the form of a small pension. 

Dr. K. is an elderly consultant. His consulting-rooms were 
bombed and destroyed with the furniture, instruments and books 
which they contained. Theincomefrom his practice had diminished 
owing to the war and, although he had no debts of any magnitude, 
neither had he the means to acquire new premises and equipment ' 


He was 
awarded a substantial sum for this purpose—the greater part as a 
loan and the remainder as a gift. 

These cases show grants to widows and dependants 
which have béen made as gifts, but where the applicant 
was a doctor whose troubles seemed to be temporary 
part of the help was given as a loan and some of these are 
already being repaid. The gifts amounted to £4795 
and the loans to £3040. The distribution subcommittee 
of the fund has worked in close coöperation with the 
Royal Medical Benevolent Fund and acknowledges its 
debt to the accumulated wisdom and experience of that 
body. Not only has the R.M.B.F. provided applicants 
with persuasive introductions to other funds which have 
granted supplementary awards, but it has undertaken 
the administration of long-term educational grants, an 
arrangement which will assure widows with young chil- 
dren of continued counsel and help when the work of the 
war fund is happily accomplished. 

The generosity of the B.M.A. and R.M.B.F. has made it 
possible to keep the administrative costs of the fund for 
the year down to £150, or less than 0-5% of the amount 
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contributed. Economical administration and discerning 

distribution are necessary, for the greater part of the 

fund’s work is believed to lie ahead. Contributions may 

still be sent to the hon. secretary at B.M.A. House, 
Tavistock Square, London, W.C.1. 


OUTPUT AND THE WORKER 
‘ APPLY EXISTING KNOWLEDGE ”’ 


THE 21st report of the Select Committee on National 
Expenditure ! dealt with labour problems and war output, 
and the Government has now published as the 25th 
report ?.of the committee a detailed commentary on 
these recommendations. The replies are divided into 
broad categories such as hours of work, wages, manage- 
ment, discipline, industrial relations, transport, food, 
lighting in factories, and incentives to output. In the 
main the Government finds itself in agreement with the 
views of the committee but differs on some details. 
For instance, it is implied that the committee did not 
have a clear idea of the functions of the Industrial Health 
Research Board when it recommended that the board 
should work in the closest coöperation with, and advise 
the production departments. The responsibility of 
advising these departments on factory conditions and the 
health of the workers belongs to the Ministry of Labour— 
presumably through its -Factory Department lately 
transferred from the Home Office—and the function of 
the board is to investigate general scientific problems. 
Another recommendation was that the board should 
carry out investigations to determine the best length cf 
the working week for a wide range of different kinds of 
work and for men, women, and juveniles ; but the board 
has been doing this kind of work for many years 
—its first emergency report? was a summary of its 
findings since the last war—and as it has indicated that 
weekly hours of work should not exceed 60 for men and 
55 for women, it appears more useful to apply existing 
knowledge than to undertake further investigations 
which would be unlikely to produce different results. It 
is proposed, however, to carry out further inquiries into 
the conditions of some sections of industry and of 
particular kinds of work and to ask for the board’s help. 

The recommendation that workpeople should have 
one day’s rest in seven has, in the Government’s view, 
been confused with the question of Sunday labour. The 
committee is reminded that they said in their 17th report 
that the general atmosphere of Sunday is not conducive 
to the maximal effort, and with the object of maintaining 
production at its highest level most of the departments 
- concerned agree that Sunday work should be restricted 
to essential maintenance or repair work and emergencies. 
Some aircraft firms have reported that Sunday work has 
been given up with beneficial results on output. Some 
workers have resisted the abolition of Sunday work 
‘because they receive double pay for that day, and the 
Government cannot accept the committee’s recommenda- 
tion that the loss of the extra payment for Sundays 
should be taken into account when fixing wage rates for 
week-days. It seems that 5} or 6 days a week on pro- 
duction work is the best system which can be arranged 
and that rota systems are not easy to run because of the 
additional labour force required and inherent difficulties 
in organisation and supervision. The policy of the 
Government is, however, that factories should be 
employed for as much of the 24 hours as possible, and an 
increasing number are working round the clock. 

In addition to the committee’s recommendations 
employers have been urged to adapt women’s working 
hours to allow them reasonable time for shopping and 
in some factories this has been done. Discussions have 
been held with, retail trade organisations and with the 
Ministry of Food and shopkeepers are to be asked to keep 
their premises open for longer hours on one more day a 
week and: to adjust the shop lunch-hour to suit the 
industrial workers, who may also leave written orders for 
goods to be collected after closing time. 

-= The Government fully endorses the policy that manage- 
ments should, where possible, take workpeople into their 
confidence and both groups are encouraged to come 
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together for the exchange of information and experience. 
We said recently 4 that if workers are treated like children 
they will act like them and it is encouraging to see that 
the lesson is being slowly and painfully learnt. It is 


- agreed that men should be appointed to positions of 


authority in industry, particularly as charge-hands and 
foremen, for their qualities of leadership and organising 


. ability as well as for their technical skill. Publicity has 


been given to the established training courses. for per- 
sonnel managers, welfare supervisors, and foremen, and 
also to the work of the conciliation officers of the Ministry 
of Labour whose maih function is to intervene when dis- 
putes arise between unorganised sections of industry and 
employers who do not recognise trade unions. It is 
emphasised that any publicity which created an impres- 
sion that the services of the conciliation officers were 
immediately available to settle disputes by direct 
intervention would tend to undermine the constitutional 
authority of employers’ organisations and trade unions. 
In reply to a recommendation that a persistent offender 
who refuses to obey a direction under the Essential Work 
Order should be dereserved, the Government states that 
it has always been made clear that men are kept out of 
the forces for the purpose of working assiduously and 
those not doing so will not be allowed to remain reserved. 


But the specific proposal that military enlistment should. 


be regarded as a penalty for industrial offences is open to 
objection and it would not meet with the support of the 
workers, nor, it might be added, of the armed forces 
themselves. | i 
Transport difficulties and the measures needed to 
overcome them are discussed at length. The arrange- 
ments for supplying food to the workers are described 
and the Government cannot accept the recommendation 


` that the Factories (Canteens) Order, 1940, should be 


applied to all factories doing work for the Crown, and 
not only those employing more than 250 people. For 
the smaller factories the policy is to establish British 
Restaurants nearby and the workers can either go to 
them or have meals sent to the factories.. The committee 
pointed out in their report that speeches congratulat- 
ing workpeople on their efforts make for complacency, 
but the Government says there is no need to stimulate 
them to greater output on the basis that their best efforts 
have been feeble and unsatisfactory. It probably 
should have been stated more definitely that if a worker 
is praised he will respond and will not become slack 
because he has been made to feel that he has done his best. 
There are varying types of complacency or states of 
euphoria. Report answers report on the whole satis- 
factorily and shows that constructive thought is being 


given to constructive criticism. 


Infectious Disease in England and Wales 
WEEK ENDED NOV. 8 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1366 ; whooping-cough, 2029; diphtheria, 1069 ; 
paratyphoid, 31; typhoid, 12; measles (excluding 
rubella), 747 ; pneumonia (primary or influenzal), 731 ; 
puerperal pyrexia, 108; ‘cerebrospinal ‘fever, 113 ; 
poliomyelitis, 33; polio-encephalitis, 4; encephalitis 
lethargica, 3; dysentery, 148; ophthalmia neonatorum, 
84. No case of cholera, plague or typhus fever was 
notified during the week. an 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Nov. 5 was 1315, including 
scarlet fever, 166 ; diphtheria, 298 ; measles, 23 ; whooping-cough, 
5053 enteritis, 32; chicken-pox, 28; erysipelas, 22; mumps, 6; 
poliomyelitis, 6 ; dysentery, 23 ; cerebrospinal fever, 22 ; puerperal 
sepsis, 8; enteric fevers, 45; german measles, 1; other diseases 
(non-infectious), 62; not yet diagnosed 69. 

Deaths.—In 126 great towns there were 1 (0) deaths 
from enteric fevers, 1 (0) from scarlet fever, 1 (0) from 
measles, 2 (0) from whooping-cough, 24 (6) from diph- 
theria, 41 (2) from diarrhcea and enteritis under 2 years, 
and 20 (0) from influenza. The figures in parentheses 


are those for London itself. 


Bristol reported 1 death from an enteric fever. There were 3 , 


fatal cases of diphtheria at Liverpool. 

The number of stillbirths notified during the week was 
164 (corresponding to a rate of 32 per thousand total 
births). including 13 in London. 


4. Lancet, 1941, 2, 566. 
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In England Now 


A Running Commentary dy Peripatetic Correspondents 


Ir the G.P. of the future is not to be a martyr to 
writer’s cramp, ambidexterity must be forthwith intro- 
duced into the curriculum. Certificate-writing has a 
great future. At present it is only in its infancy and 
probably does not occupy more than a quarter of the 
doctor’s working day. I don’t think that I am ever 
called on to sign more than 35 different kinds of certi- 
ficate. Let’s have them all in during one surgery hour 
(as well we may) and tot them up. First, then, we have 
A, @ farmhand with an infected toe. That’s easy. 
Obviously he can’t work till his toe is better,so I give him 
a weekly panel certificate. In totters old B with paraly- 
sis agitabs. He gets a pink certificate, so that I don’t 
have to write another one for him for a whole month. 
. Ah, wait a bit—he belongs to two private clubs which 
pay him a few shillings and he might as well have them, 
so I sign them for him. Total so far, 3. Mrs. C brings 
in her little boy with a cough. He is, she tells me, on the 
natural deposit and produces the appropriate form—only 
diagnosis and initials to be written on that one. -Her 
husband has also looked in because he has broken his- 
plate, so he gets a certificate stating that he requires 
dental treatment. In comes Miss D; she gets head- 
aches, worse after sewing or reading, and she thinks, 
quite rightly, that she needs glasses. I give her an 
ophthalmic certificate and call for the next patient.. It 
is Mr. E, big, fat and elderly, to say that his truss is 
almost wear’d out and he needs a new one. I give him a 
certificate for a surgical appliance and mop my brow. 
Total to date, 7. Mrs. F. has sent up her little girl with a 
certificate claiming maternity benefit. The nurse could 
have signed this, but Mrs. F forgot to ask her when she 
was attending, so perhaps the doctor will oblige. He does. 
Oh, and Mrs. F wants an extra milk certificate for nursing 
mothers ; and Auntie, who is expecting, wants one too— 
10 up. The wife of a sailor wants a form signed so that 
she can draw her separation allowance; she is followed 
by the wife of a soldier and the wife of an airman in 
similar circumstances. Total, 13. Old Mrs. G and her 
widowed daughter, Mrs. H, come in together. Mrs. G 
wants her O.A.P. paper signed and Mrs. H one for the 
widows’ pension. A J.P., lawyer, minister of religion 
or other responsible person could sign these, but the doctor 
is unfortunately so much more accessible than other 
responsible persons. Hello, here comes young I, the 
telegraph boy, with an almost invisible dog-bite. There 
is a regular questionnaire to fill in about this, but it is 
done at last and I makes way for his father, a postman, 
with lumbago. He can’t work with lumbago, poor chap, 
so I give him a post-office certificate. 17. Mrs. J’s 
husband is a diabetic so needs a certificate for the food 
office ; and could she have a certificate so that she may 
get glucose for the baby? You know how he needs 
glucose, doctor. And you said little Charlie wasn’t to 
go back to school till his throat was quite better—well, 
the school attendance officer keeps badgering her, so 
could she have a note to show him No. dig in my 
toes. If the school attendance officer won’t take her 
word for it that little Charlie is under the doctor, let him 
come and see me. That settles the school attendance 
‘officer and gets me out of writing one more certificate. 
Mr. K is still far from right in his stomach in spite of 


the operation which I said would cure it. I didn’t, but. - 


agree that he should have extra milk and write a certi- 
ficate accordingly—20 up. Miss L is a nice, bright girl 
and won’t keep mea minute. Just sign this to say that 
she is fit for work in the NAAFI. I examine her, 
answer the questions and sign. Mr. M is going to work 
in the dockyard and has a special form for me to fill in 
and sign—I examine him and do so. At this point the 
relieving officer creates a diversion by looking in to say 
that old Miss N who was always a little odd, has identi- 
fied herself with Hitler, and, in a state of nature, is 
haranguing the delighted multitude from an upstairs 
‘window. Islip out and certify her. Back again, I find 
Mr. O in great distress. He lost both legs in the last 
-war, has mitral stenosis and has been called up. The 
man at the labour exchange agrees that Mr. O is probably 
unfit for national service but must just have a line to that 
effect from his doctor. Mr. P really does not take long. 


He is recovering as quickly as he can from a number of 
bomb wounds and blast effects, but has to have a weekly 
certificate of unfitness to work. It’s all a lot of red tape,, 
he says, but I rebuke such levity. Mrs. Q says that my 
partner has ordered her daughter to go under the X rays 


.in hospital and she has brought the hospital-aid form 


or me to sign. Mrs. R’s old father has passed away 
at last. We agree that it’s a merciful release for all 
three of us. Even in death he is a nuisance, requiring 
not-only a death-certificate but a cremation-certificate 
as well. 28. Only two more patients I see. Here’s 
Mr. S who has been pulling turnips and got a teno- 
synovitis ; that means an industrial diseases-certificate. | 
And Mr. T ‘has been knocked over by a car. He isn’t 
badly hurt, but I must fill in a road-accident form. 
Apart from sending off a throat swab, a sputum, a 
blood for W.R., a specimen of urine and a request for an 
X-ray report, all of which require certificates, that seems 
to be all. Yes, I make it 35 kinds. When I get home, 
if ever, I can fill in the antenatal examination, emergency 
midwifery and vaccination forms and write letters to the 
county council recommending children for T’s and A’s. . 
* k, | 

It is not altogether surprising that from time to time 
the less sensational elements of the lay press look with a 
tinge of suspicion at successive blasts of semi-official 
eulogy in praise of this or that source of vitamins. It 
may sometimes appear that the changes are rung a.trifle 
freely on the virtues of many things as they happen to 
hang heavily on the official hands—sometimes carrots, 
sometimes rose-hips. We have recently succumbed to 
the rose-hip propaganda, and have organised expeditions 
of our nursing staff into the country lanes in search of 
berries, ‘‘ vivid red and slightly soft’’ to quote the official 
instructions. There is no dearth of volunteers for these 
outings, despite the fact that the collection of rose hips is 
known to be prickly, devastating in its effects on stock- 
ings and sometimes rather dirty. By way: of com- 
pensation, it involves a not-too-smooth ride a few miles 
into the countryside, a picnic forenoon and a departure 
from everyday routine. Raiment of ancient vintage is 
pulled from obscurity,and the party sets out in a gay 
spirit of adventure, though scarcely, perhaps, a very 
fashionable gathering. The instructions for picking are 
explicit enough. The fruit is not to be bruised or in any 
way damaged, and the berries brought back as soon as 
possible after picking in suitable containers—‘‘ baskets 
not tins.” v = 

Back at the hospital the work of extraction begins. 
The hips are placed in a pan, covered’ with water and 
subsequently mashed with a wooden spoon, and the mass 
squeezed through a jelly bag to obtain the juice, care 
being taken to filter out the sharp, stiff hairs on account 
of their reputed capacity to produce gastric irritation. 
Our instructions were that the fruit should be boiled for 
about a quarter of an hour until tender, which seemed a 


little odd in view of the known properties of vitamin C ; 


and we found when we tested the vitamin content of 
brew prepared in this way that the prescribed boiling 
for a quarter of an hour was highly prejudicial to vitamin-C 
content, reducing it to about a third of what it had been at 
the boiling point. On the other hand, nothing short of 
boiling succeeded in extracting any considerable quantity 
of vitamin front the fruit, so that we were driven to com- 
promise by slow raising to the boiling point, with dis-: 
continuance of heating as soon as that was reached. We 
were able in this way to obtain an extract of fairly stable 
vitamin content, though it fell considerably short of the 

impressive figures issued with the official instructions. 

From the juice we prepared a syrup by the simple addi- 

tion of sugar, and hope piously that the resultant product 
will keep with us for a period of three months. We 
estimate that it will be necessary to take 3 oz. of the 

syrup daily to produce any appreciable effect. — 

The next problem was to determine how best it could 
be used. In our early enthusiasm we had hoped to carry 
out something in the nature of a controlled experiment 
that would enable us to record any improvement in health 
among the rose-hip takers, but we soon found that an 
experiment of this sort on any worth-while scale was out. 


_of the question, and we had to content ourselves with the 


selection of a score of nurses who seemed to experience 
habitually more than their share of the ills of this world. 


These unhappy people were singled out as experimental 
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animals and elaborate precautions taken to ensure that 
they duly consumed the syrup. Whether it will do 
them any good we are not yet in a position to say; it 
can scarcely do them. much harm, unless some of the 
“ sharp, stiff hairs” have eluded us. But, almost 
irrespective of the outcome, we have come to the 
conclusion that the game is scarcely worth the candle 
and that the chief virtue of our essay in rose-hip extrac- 
tion lies in its significance as a gesture of benevolent 
interest. We have had much the same feeling about the 
outcome of our attempts to grow oats and potatoes ; 
but in war-time we do, with the official blessing, many 
curious things. Rose-hip jelly as a jelly may be quite 
good, even appetising, but the treatment of rose-hips 
on the domestic hearth as a source of vitamin C seems to 
be rather an overrated amusement. 

* * % 

After several false starts traceable to the water-pipes 
or to the singing of high-spirited colleagues and military 
policemen Wailing Willie really got going the other night, 
warning us of the unpleasant proximity of Hitler’s 
young friends. Our siren is no ordinary one. Its voice 
is well and truly broken and in full cry resembles a byre 
at milking time or the ear, nose and throat ward on tonsil 
morning. Like the heating system its efficiency depends 
on the steam pressure and varies accordingly. When the 
fires are banked up well and there is no other claim on 
its motive power its roaring is echoed and re-echoed from 
the hills like the wail of the last of the banshees, but ón 
one famous night when the fireman had fallen asleep and 
let the furnace go down all that Willie could do was to 
give an apologetic gurgle such as follows removing the 
stopper from a bottle of flat ginger beer. As ill luck 
would have it that very night the all-clear came within 
five minutes and the raiders-past signal lacked its usual 
triumphant ring. 

. The garb in which’ the various members of the staff 
parade on such occasions is to me a never-ending source 
of interest and amusement. I myself am sufficiently 
hidebound in the fetters of convention to regard the 
absence of a collar and tie as the last infirmity of noble 
mind and dress accordingly. Such opinions are not held 
by my colleagues. The Physician, as all good physicians 
should, upholds similar ideals to my own but the very 
fountain head of orders has been known to appear wear- 
ing a lounge suit on top of his pyjamas; in extenuation, 
however, it must be said that the occasion in question 
was the third of three successive nights. Some version 
of engineers’ dungarees which our female friends assure 
us is termed a shelter-suit seems to be favoured by the 
junior members of the medical staff of that sex and I 
have found it in my heart to envy them when searching 
half asleep for a lost collar-stud at two in the morning. 
The nursing staff, however, are allowed no such easily 
put on garment, but they are probably well used to 
dressing in the earlier stages of coma at 6:30 A.M. and little 
deserving of our sympathy. They at least can put a cap 
over their curlers when rudely awakened,but the mere male 
who appears with untidy hair is frowned on by all alike. 

The wail of Willie is the signal for action stations for 
the fire-watching parties, who proceed armed with stirrup 
pump and sand to their appropriate places. The selec- 
tion of one’s appropriate locus is not as simple as it sounds 
since our firemaster, one Sir Thomas Tucker, erstwhile 
leading light of the brigade in a provincial town, has an 
engaging habit of changing this about once a week with- 
out notice. He has even been known to go off on holiday 
and take his beloved stirrup pumps with him for a change 
of air. It is true he left us the hoses but according to his 
own teaching these are an invention of the devil only 
to be used by experts (for which read “ himself ’’). 
Despite these interesting diversions it is always with a 
grievance that I leave my warm and comfortable bed 
to watch for incendiaries which never fall or'to shelter 
from high explosive dropped fifty miles away. 


Messrs. T. J. SMITH and NEPHEW have issued a second 
edition of their booklet ‘‘ The Preparation of Plaster 
Casts,” which includes patterns and directions for a spinal 
jacket in addition to the six plasters described in the 
first edition. The booklet can be obtained free of charge, 
and a set of master patterns made of stiff paper is supplied 
with the first order for wide ‘‘ Cellona ” material. 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS M.P. 


ON Nov. 11 Parliament was prorogued. It was, to 
quote Hansard, ‘‘ End of the Sixth Session (opened 21st 
November 1940) of the Thirty-Seventh Parliament of the 
United Kingdom of Great Britain and Northern Ireland 
in the Fifth Year of the Reign of His Majesty King 
George the Sixth.” But it was only a winding up on 
Nov. 11 in order to open a new session on Nov. 1 2, so the 
Speaker suggested that the custom of all members 
filing past him, shaking his hand and bidding him 
farewell, should be dropped: “ On this occasion I bid 
you farewell from this place and hope soon to meet 
again.’ 

The King’s speech on the prorogation of Parliament 
referred to the Atlantic Charter as 
radiating resolution, justice and unselfish purpose ” and 
to conferences with the prime ministers of Canada, 
Australia, New Zealand and South Africa. The King’s 
. speech on the o oP oE of the new session on Nov. 12 
referred to consideration of ‘‘ the urgent problems which 


~will face them when the nations now enduring the 


tyranny of the oppressor have regained their freedom ” 
and further welcomed the restoration of the Emperor of 
Ethiopia to his throne as the first country to be liberated 
and re-established. 

The content of these two statements of policy do not 
satisfy the House of Commons. There is a widespread 
feeling that changes in policy are required—with regard 
to production for war purposes, with regard to the 
direction of our military efforts, with regard to interfer- 
ence with individual liberty centring round the use of 
the powers of Defence Regulation 18B, with regard to 
the allowances of wives, children and other dependants 
of men in the forces. All members support the war 
effort of the Government but many think it should be 
intensified and that it should take cognisance of those 
larger issues of political and economic change that loom 
in men’s minds in prefigurement of the future. Sir 
Richard Acland, the wealthy landowner who is serving 
in the ranks in an Army Unit, emphasised these larger 
issues. Contrasting this war and the last he said, ‘* In 
this war there is a positive and passionate longing on the 
part of the overwhelming majority of the people not to 
go back to the miserable world which they knew in 1939. 
We want to move on to a new way of living where the 
motive of service will transcend the motive of individual 
gain.’’: Acland referred to a meeting he had had with a 
very ‘ tough set of successful business men ” who all 
wanted “a Britain without property owners” and 
ended by what was in elfect an appeal to Winston 
Churchill to take the lead in a complete renewal of Great 
Britain’s economic and social structure. 

* xk * 


Major E. E. Gates, in a well-delivered maiden Speech 
dealing .with the anomaly of the difference in pay 
between the services and industtial workers, ended, 
“ Unless the Prime Minister devotes himself closely and 
immediately to our pressing domestic problems with 
the same brilliancy that he has so far devoted to the 
grand strategy the war may be lost in these islands.” 

Mr. Austin Pe kinson said this war was ‘really 
Armageddon ” that it would from the biological 
point of view decide the future progress of the human 
race. He regarded the present war as the climax of 
human history and as embodying the conflict of pr ops 
which had been perceived clearly for 3000 years. ‘ 
one country after another, in Northern India, in ecn 
and finally in Palestine one man after another has 
arisen and said that the whole human race is going to 
ruin—and that until men really believe, and act upon the 
belief, that it is better to give than to receive , there is no 
hope whatsoever for the future of humanity.’ : 

x x xk 


Mr. D. N. Pritt, K.C., criticised the continued presence’ 


in ‘the Government of men who were “extremely 
lukewarm ”? towards our alliance with the U.S.S.R. 
Mr. Shinwell reaffirmed the essential unity of the nation 
and our. determination to elfect the speedy destruction 
of Hitlerism but made a powerful and sustained criticism 


i 


“a beacon in history: 


THE LANCET] 


of Government policy urging better organisation and 
more speed in work. ‘‘ The essence of victory lies in 
speed, in audacity, in taking risks, and in dauntless 
courage. Unless the Government can supply these 
virtues, they will, in the opinion of the country, have 
outstayed their welcome.” Mr. Lloyd George went over 
to Shinwell after the speech and congratulated him— 
Conservative, Liberal and Labour M.P.s did so too. 
Mr. A. V. Alexander’s reply to the debate in which he 
dealt largely with Shinwell was on lines of personal 
attack and produced a bad impression on the House 
and he passed over the big questions raised by other 
members without remark. 


* * x 


The Prime Minister had stated earlier in the day that - 


a full debate on the address might, if desired, extend 
over 2 or 3 weeks. Parliament is awake and a succession 
of debates on big issues of policy is certain. Mr. Churchill 
does not now propose to make any changes in member- 
ship of the Government. | 


Obituary 


HUGH MORELAND McCREA 
O.B.E., M.D. R.U.I. 


By the death of Hugh Moreland McCrea a very 
remarkable man is lost to our profession. The qualities 
in the aggregate required to make a great clinical 
physician are much more rare than those needed to make 
a great surgeon, for the problems presented to the latter 
are solvable chiefly by touch, 
sight and personal dexterity, 
whereas those with which 
the physician has to cope 
require, not only the piecing 
together in order of import- 
ance of a number of data 
obtained from various sources, 
but the correct deduction 
from the whole assemblage. 

The power of doing this 
varies with individuals, but 
from time to time men appear 
who, possessing a faculty for 
retrieving and marshalling in 
surprising context impressions 
latent in subconsciousness, 
have it in remarkable degree. 
The term flair is commonly 
used to describe this faculty 
and McCrea was one of 

those gifted persons. To the 
gift was added an insatiable zest for professional 
knowledge which was continually added to by acute 
observation and voluminous reading. The result was a 
many-sided physician without one weak facet, so that 
whatever the nature of the case he brought to it the 
ability of an expert on that particular malady. He 
was at first in general practice, surely the best of all 
preliminary schools for a career of pure medicine: but, 
like certain other great physicians who began that way, 
' the call to consulting work at last assumed imperative 
proportions. His outstanding professional qualities 
became so widely recognised that he may justly be 
termed the consultant’s physician, so many of them 
were numbered amongst his patients. 

His energy and kindness matchéd his abilities, for he 
threw his whole heart into every case, great or small, 
to which he was called and a multitude is in his debt. 
His passing enhances a regret, often felt before, that he 
was never on the staff of a teaching hospital where the 
high ideals and deep mine of clinical lore of which he 
stood ‘possessed cowd have been passed on to the 
younger men coming after him. Amongst those of us 
who knew him he will always be remembered as 4 
beloved physician and an unfailing help in time of 
trouble. V. B. 


Vandyk 


McCrea was born in 1877 at Belfast, where his father’ 


was a medical man of considerable distinction and his 
maternal grandfather was Dr. R. Dill, professor of mid- 
wifery at Queen’s College. Ie was at school at the Royal 
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Academical Institution before entering Queen’s Univer- 
sity on a science scholarship. He took the Malcolm 
exhibition and the Coulter clinical scholarship, qualified . 
M.B. in 1901 and for two years held resident appoint- 
ments at the Royal Victoria Hospital. In 1903 he. 
settled in general practice at Wargrave, whence he moved. 
to London four years later. He combined a rare acumen 
with a profound knowledge of modern tendencies and 
of the various branches of medicine. He was specially 
familiar with the many problems which ophthalmology 
presents to the practitioner of medicine and the ophthal- 
moscope revealed much to him which would have been 
hidden to many. He was for long on the outpatient 
staff of the Paddington Green Children’s Hospital and 
during the last war acted as senior physician to the City 
of London Military Hospital. He became chairman of 
the Final Medical Appeal Board and he organised the 
emergency medical corps under the auspices of the Royal 
Society of Medicine. For these serviceshewasmade0O.B.E. 
The idea of forming a vast private hospital where 
private patients would have at their service the same 


. advantages as those enjoyed by patients in the voluntary 


hospitals early took root in his mind and soon after the 
war finished he set about, with indomitable energy, to. 
realise his dream. The result was the London Clinic of 
which he was the originator and principal promoter. 
When in the years to come such institutions have grown 
up in all the great centres of population, working either 
independently or in association with the voluntary 
hospitals, it should be remembered that McCrea pioneered 
the way. | 

For some time his health had given rise to anxiety 
but the end came on Nov. 8 with unexpected suddenness. 
He married Kate Rose, daughter of Charles Hannen of 
the Chinese Customs, and leaves his widow with two 


daughters. 
7 MILLICE CULPIN 
L.R.C.P.E. 


Dr. Millice Culpin, who died at Brisbane on Sept. 1 
at the age of 95, was Queensland’s oldest doctor. He | 
was born in this country and began his schooldays at 
Alleynes Grammar School, Stevenage, shortly before the 
outbreak of the Crimean war. He qualified L.S.A. from 
the London Hospital in 1877 and took the Scottish 
conjoint qualification five years later. He set up in ~ 
practice in.Brisbane over sixty years ago and soon all- 
his interests were centred in his new home; except for 
one holiday many years ago he never returned to 
England. He represented Brisbane in the federal 
parliament from 1903 to 1906, but public life was to him a 
duty, faithfully performed, and his real interests were his 
work, his books and chess. He was also a member of 
the Rationalist Society of Queensland. Dr. Culpin leaves 
three daughters, and his two surviving sons are both 
members of the medical profession—Prof. Millais Culpin 
of London and Mr. Ernest Culpin of Brisbane. ; 


TRAINING THE LUFTWAFFE DocTorR.—The medical 
officer of the Luftwaffe seems to be a true son of the 
winged Hermes, for he is trained to be both doctor 
and flier (Dtsch. med. Wschr. Sept. 12, 1941, p. 1018). 
After taking his Abitur—which is the equivalent of our 
matric—the candidate does six months’ military train- 
ing before joining the medical academy of the Luft- 
waffe, which is at present housed in a suburb of Berlin. 
Here he is taught the principles of aviation and at the 
same time begins his medical studies. But his military 
training also continues, and is considered an important 
part of his curriculum, for in spite of the Geneva conven- 
tion the German medical officer ‘‘ often has purely 
military tasks of leadership to fulfil.” So that he may 
lead medical flying units and cope with the problems of 
aviation medicine and flying in high altitudes the student 
must himself learn to fly gliders and planes, and he must 
be able to manage not only the larger types of aircraft 
used for the transport of casualties but also the smaller 
makes such as the ‘‘ Storch’? and ‘‘ Weihe,” for they 
have the advantage of being able to land in a confined 
space. He is also taught to use a parachute, for if he 
joins a company of paratroops he must be able to jump 
with his men. Institutes for research in aviation 
medicine have been set up in Hamburg, Freiburg-i-Br., 
Jiiterbog and Berlin. 
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- Letters to the Editor 


WORKING HOURS 


Sir,—In September, 1915, Mr. Lloyd Goe then 
minister of munitions, appointed a Health of Munition 


Workers Committee, ‘‘ to consider and advise on the ` 


question of industrial fatigue, hours of labour and other 
matters affecting the physical health and physical effici- 
ency of workers in Munition factories and workshops.’ 
The committee recognised that if men are asked to work 
for fifteen hours a day for weeks and months on end, as 
was the case in 1916, one of two results must follow : 
either the health of the workers will break down or they 
will not work at full pressure. In either case output must 
suffer. The committee made the provisional recommen- 
dation that hours of work for men should not exceed 
65-67 per week ; for women and girls 60, with no night 
work for girls under eighteen; and for boys under 
sixteen, 60 hours with no night work. In 1917 the 
committee stated that -they were convinced that the 
maximum limits of weekly employment provisionally 
_ suggested were too high except for quite short periods 
and that the time was then ripe for a further reduction 
in the hours of work. They were satisfied that reduction 


could be made with benefit to health and without injury ` 


to output. 

It is some 120 years since Robert Owen ran his New 
Lanark Mills for only 104 hours a day instead of the usual 
15-16 and found that output did not sensibly fall below 
its previous level, while there was marked improvement 
in the cheerfulness of the operatives and in their vigour. 
The events of the last war demonstrated beyond question 

that there was a point beyond which it was folly to extend 
hours of employment and that that point was much lower 
than had been accepted previously. Subsequent work 
carried out under the auspices of the Industrial Health 
Research Board has all. pointed in the same direction. 
Vernon in his book ‘‘ The Health and Efficiency of 
` Munition Workers ” suggested that the optimum working 
hours for women are between 48—54 per week, and girls 
under 18 should not be required to work more than 48 
hours per week. It is only after two years of war that 
these well-established principles have received some 
measure of official sanction. The Government comment 
on a recommendation in the 25th report of the Select 
Committee on National Expenditure, issued recently, 
recognised that investigations by the Industrial Health 
Research Board have established that, over an extended 
period, weekly work hours should not ‘exceed 60 for men 
and 55 for women, and the Government is satisfied that it 
is more useful to restrict weekly hours now within the 
limits mentioned than to make further investigations. 
It is officially agreed that, to maintain maximum pro- 
duction, Sunday work should be abolished in industry, 
except to meet the most compelling emergency and 
except in those plants where workers have a break of at 
least 24 hours per week under a rota or relief system. 

It is a matter for profound regret that it has taken so 
long to relearn such an essential lesson of the last war, 
and it is to be hoped that never again will there be a 
temptation to succumb to some of the follies in this 
matter of working hours that have been perpetrated 


d h 
| uring the last two years. ER EEEN 


PNEUMOCOCCAL MENINGITIS 


Sir,—So many reports of the recovery of isolated 
cases of ‘‘ pneumococcal meningitis ” have now been 
made that one would gain an impression that the outlook 
had very materially altered since sulphapyridine was 
introduced. I am sure there must be many clinicians 
like myself who feel that this scarcely reflects the true 
state of affairs, and who are therefore grateful to Dr. 
Cooke for his significant paper in THE LANCET of Nov. 1. 

There are two observations I would like to make on 
your annotation of Nov. 8. When assessing the results 
of treatment is it satisfactory to lump all cases under 
the generic term of pneumococcal meningitis? My own 
experience leads me to subdivide those cases into three 
groups. First the septicæmic case where meningitis is 
a Jate, often terminal, complication of a pneumococcal 
infection distant from the meninges; second,. the 
invasive case where meningitis is a result of local spread 
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from a focus of infection close to the meninges; and 
third, the traumatic case where the infection is caused 
by the passage of organisms from the nose or throat 
through a breach of bone (this last including 
the postoperative case). Such a subdivision has, I 
think, considerable importance in relation to chemo- 
therapy. Septicæmic cases occur even during the course 
of sulphonamide therapy, and presumably this indicates 
that either the organism is insusceptible to the drug or 
the patient is unable to utilise it ; the fatality-rate in this 
group is still high. In the invasive case sulphonamide 
therapy may, for the time, discourage further inyasion, 
but wiJl almost certainly not eradicate the primary focus, 
for which surgery will still be required if recurrence of the 
meningitis is to be prevented. In the traumatic case, 
however, sulphonamides may be expected to show 
optimal results, for the organism is here probably of low 
virulence and its invasiveness may therefore be promptly 
checked. The clinician’s assessment of the value of 
chemotherapy will thus depend on the kind of case he is 
called on to treat. 
My second point is to ask for the evidence which 
supports the statement that type mr is the ‘* most 
common single type in this infection.” I cannot 
recollect having seen a single type III infection of the 
meninges. My earlier records are unfortunately not 
readily available, but I have seen twelve cases since 1938 
in which the types were: n (4), v (1), Vr (2), vir (1), Xm 
(1), xxi (2) and one where the pneumococcus did not 
agglutinate with any of Cooper’s 32 types. None of 
these cases recovered despite the administration of 
sulphapyridine. Only three of them did not belong to 
the septicemic group. The type VI was caused by an 
antral infection, while the type XIII was secondary to a 
mastoiditis. There was no apparent primary focus in 
the case from which the untypable strain was obtained. 
(It is at least arguable that the comparatively rare 
primary pneumococcal meningitis should be included in 
the septicemic group.) I can readily understand that 
type m1, which is so often present normally in the nose or 
throat, might be most frequently encountered in the 
traumatic group : but I can see no reason for supposing a 


‘high incidence of this type in the septiceemic or invasive 


group. In these groups one would expect the type 
incidence to correspond to that peculiar to the district 
from which the cases were drawn. 
Knightswood Hospital, Annicsland. 


WHEN TO TIE THE CORD 


Simr,—I was interested in your leading article of Nov. 8 
on when to tie the cord.’ It always seems to be taken for 
granted that the baby will gain extra blood if delay is 
made before applying the ligature until pulsation in the 
cord has ceased. I suggest that this is contrary to the 
truth and that the baby is liable to lose blood by this 
delay. In any case I think the following argument is 
worth consideration. From the point of view of the 
welfare of the babies the matter is of importance. It is 
obvious that the only force propelling the foetal blood- 
stream, and hence that part of it going to and coming 
from the placenta, is the foetal heart beat. This force is 
of only moderate power and yet it is the only force 
available for the return of blood from the placenta to the 
fœtus. This is a great task for a comparatively weak 
organ to fulfil. Intermittent uterine contractions during 
the third stage obviously can be of little or no account 
in this process. Consider the work that the heart must 
do and the conditions prevailing. The placenta is an - 
inert body and is, in the third stage, largely unsupported. 
Therefore, before any blood returns to the fœtus the 
placenta must fill up and form what is equivalent to a 
heavy lake of blood.. The foetal- heart must take on the 
strain of overcoming the resistance of this inert and 
heavy lake in order to force any blood at all back to the - 
foetus through the umbilical vein. It is practically 
certain that the task is too great and that far more 
blood remains in the placenta than ever returns to the 
foetus. Thus the foetus will lose more and more blood 
the longer the flow continues to go into the placenta. 
But the foetus may lose blood in another way as well. 
There may be a certain amount of separation of the 
placenta and there may thus be direct fostal blood loss 
through the separated placental surface. It is true that 
anatomically the placenta separates from the uterus 
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through maternal tissue and so it may be said that the 
placental surface is sealed in such a way as to prevent 
loss of blood through the separated placental surface. 
But where such a very thin covering is involved there is 
bound to be much tearing and it is likely that the 
adherence of this thin maternal remnant does little to 
prevent loss of foetal blood. Personally I believe that 
the cord should be tied at once in order to conserve the 
foetal blood-volume. 


- Dundee. A. E. CHISHOLM. 


WHAT’S IN THE LOAF? 

Sim,— Your timely leader discloses a situation nearly 
incredible but so obviously in accordance with the ugly 
facts that further action is required. 

When the Medical Research Council issued their 
memo on national flour last spring it was under- 
stood that it contained the specification of national 
wheatmeal flour which we were asked to eat. Any 
doubts about this were dispelled when Lord Woolton, 
addressing the bakers at their national conference at 
Leicester in June, said he had been at great trouble over 
the bread question but had been ‘‘ advised by the most 
eminent scientists in the country ’’ and mentioned the 
Medical Research Council by name in this connexion. 
Everyone understood that one of the two 85% extraction 
flours specified in that memo was a specification of the 


wheatmeal bread to be introduced by the Ministry of. 


Food. It did not matter which; the millers were 
for their convenience to make one of these and then pass 
on to the other. No other specification was issued nor 
any information given by the Ministry of Food casting 
any doubt; we knew what national flour was to be. 
The specification was therefore examined and found 
good, especially when reports were issued by various 
nutritional laboratories as to the B vitamins, minerals, 
&c. this flour could be relied on to supply. I therefore 
started a campaign to popularise wheatmeal bread, 
explaining to patients how they would thus get a generous 
supply of the essential B vitamin as well as four times 
- the anzmia-preventing iron they got from white flour. 
How by this means the Ministry had made a cheap pro- 
tective food available. That it contained even less 
indigestible flbre than white and would be more digestible. 
I was confirmed in these views when Circular 2470 was 
received from the Ministry of Healthin June. This was 
sent to me in my capacity of M.O. to the local infirmary 
and asked me to make the new bread available to patients 
and staff. This circular is so illuminating that I quote 
one passage in full. 

‘* The Minister has been in consultation with the Minister 
of Food on this matter and he is advised that national wheat- 
meal flour is now available to bakers. This flour contains the 
greater part of the germ of the wheat, with some of the. finer 
bran, but excludes the coarser bran. It thus contains not 
only most of the vitamin B,, but also most of the remainder 
of the vitamin-B complex, as well as valuable minerals 
removed in producing white flour. National wheatmeal flour 


‘is therefore of high nutritional value and is particularly 


valuable at times when there is restriction upon the avail- 


ability of other foods from which these vitamins and minerals 
-could be obtained.” | 
Can anyone doubt that the flour specified by the 
Medical Research Council was under consideration ? 
There was no other published, or known, and the refer- 
ence to the fineness of the fibre left in is itself sufficient 
evidence if any were needed. You now call attention to 
an order of the ministry regulating what national wheat- 
meal flour really is to be, and which was issued only two 
months after the consultations between the ministries 
on the same subject. As you explain it this order simply 
makes fun of what the Minister of Health was told. Or 
perhaps I had better say of what he informs us he was 
told by the Minister of Food. Instead of containing 
the greater part of the germ of the wheat the flour need 
not contain any. Instead of containing most of the 
B, vitamin it need not contain more than white flour from 
ich most of it has been removed. Instead of con- 
taining most of the remainder of the B complex this will 
be absent as will the valuable minerals. For it may be 
nothing more than white flour to which some bran has 
been added! 
So all that I have been telling patients, on the word 
of two ministries, has been without justification. I 
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object to being misled at any time, but particularly on a 
matter of such importance to us all in war-time. 

It will only be fair to the M.R.C. if I state that a 
letter from the council informs me that the policy of the 
country as regards the production of white and brown 
bread is decided entirely by the Ministry.of Food and 
that they have nothing to do with this ; the letter con- 
cludes (italics mine): “No doubt, IF the Medical 
Research Council had to give advice without taking into 
consideration any other body, they would recommend 
85% extraction flour with added calcium....’? Compare 
this situation with that at the Air Ministry and ask 
where we should be today if Sir Archibald Sinclair had 
adopted the same attitude towards his scientists, and left 
planes to be made in ways giving most profit to manu- 
facturers. Because can anyone doubt that financial 
interests have a connexion with the change of front on 
wheatmeal ? Or is it simply the dullness shown by the 
previous representative of the Ministry of Food in the 
House of Commons who declared there ‘‘ We want no — 
scientific stunts on the Kitchen Front ’’ ? The Ministry 
of Food have able men who understand nutrition at their 
service. Why are they not being used ? 

All should be grateful to you for raising such a vital 
though unpleasant question. 

Grimsby. 


PERINÆAL SUTURE UNDER LOCAL ANZSTHESIA 


Sir,—In your annotation last week (p. 611) you 
rightly emphasise the value of repair of the perinzeum 
under local anesthesia and refer to a paper by B. 
Williams and to another by Neal Smith, the latter 
reporting its use with good results in 17 cases at Charing 
Cross Hospital. en years ago in your columns. 
(Lancet, 1928, 1, 1281) I described an exactly similar 
method even to the insertion of the needle through the 
skin surface and stressing, as Dr. Smith does, the import- 
ance of infiltrating the tissues immediately under the 
skin or mucous membrane. The only difference between. 
Dr. Smith’s method and mine, so far as I can see, is that 
I advised the addition of adrenaline chloride solution 
(1 drop of a 1 : 1000 solution to each drachm of Novocain) 
and pointed out that it spared the patient any pain from 
insertion of the needle if a swab soaked in the solution 
was placed for 5 minutes beforehand against the raw 
surface. The method as described by me has since been 
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_in routine use by the students and staff in the obstetric 


unit of University College, both in the hospital and on 
the district, and during these 13 years it must have been 
used in several thousand cases. The results have been 
so uniformly satisfactory that no omne. has suggested 
that it should be discontinued. To my knowledge the 
method is now routinely and successfully used in at least 
three other London hospitals. 
University College Hospital, W.C.1. 


STUDENT AND SCREEN 

Sir,—ThRe comments in your issue of Nov. 8 draw 
attention to the neglected possibilities that lie in the 
film for teaching medical students. The increasing 
amount, that has to be learnt in a limited time makes it 
surprising that no request for use of films has yet been 
made by medical students. Though academic circles in 
this country have hardly noticed this weapon, there 
are a number of good scientific films that could be more 
widely used in teaching—films on mathematics, physics, 
chemistry, biology, anatomy and physiology, and films 
illustrating operative technique in surgery and obstetrics. 


F. J. BROWNE. 


‘Medicine has not yet been filmed so much, though the 


on malaria which you reviewed is of very high 
quality. There are films on subjects ranging from oxygen 
therapy to the treatment of war neuroses, there are 
health education films for children and adult audiences, 
and the relation of medicine to the community is illus- 
trated in films such as the British Commercial Gas 
Association’s excellent nutrition film ‘‘ Enough to Eat,”’ 
and the Ministry of Information film ‘‘ Health in War. di 
The chief reason why a wider use has not yet been 
made of available films is probably ignorance either of . 
their existence or of how to get hold of them. The 
Scientific Films Committee of 30, Bedford Row, W.C.1, 
have viewed a large number of scientific films and are . 
continuing to do so. A list of scientific films with an 
independent evaluation of their merit for showing to | 
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expert and to general audiences and for teaching purposes 
has been prepared. Detailed critiques of these films 
and their contents are also available. The S.F.C. has 
arranged a number of film shows at the request of various 
medical societies, and also shows of health films (similar 
to the public health show given by the London Scientific 
Film Society last winter) for more general audiences. 
It is important that films should be used widely in the 
health education of the public, and a start has been made 
with ‘* Defeat Diphtheria ” and “ Breath of Danger,” 
The committee will be glad to give information to those 


who wish to know more about or to arrange shows of 


films of medical interest. 
London, W.0O.1. 


DISPOSAL OF STILLBORN CHILDREN 


Str,—The sequel to the story of your peripatetic 
correspondent, or one like it, about the foetus in the 
abdomen of a man, was that the mortician rather un- 
necessarily reported it to the coroner. As the body had been 
removed some miles away from-the hospital the coroner 
was concerned that the body should have got into his 
jurisdiction and did not quite know what to do about it. 
So he reported to the Home Office who sent one of the 
Big Five from Scotland Yard to see me on a Sunday 
morning to suggest that the mortuary keeper had been 
aiding and abetting the offence of concealment of birth. 
Of that it was shown that he was not guilty. However, 
the chief inspector’s visit was followed by a documentary 
admonition to which I was able to reply that the procedure 
of placing a baby’s body in the coffin of an adult had 
written authority from the Home Office, given some years 
before. Whereupon there was some flutter in the official 
dovecote.\ The hospital changed its procedure but the 
disposal of stillborn children still gives trouble. n 

ETA. 
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Appointm ents 


ALCOCK, WILLIAM, M.B. Sheff., B.Hy. Durh., D.P.H. : M.O,H. and 
school M.O, for Burton ong rah 
COKKINIS, A. J 


and West Middlesex eae ‘hospi 

CooPER, J. D., L. . L.D.S.: tenp. asst. M.O. at Forest Gate 
Hospital, West Ham 

FERRIS, R. D., M.B. Melb., F.R.C.S.E. : deputy R.S.O. at Coventry 
and Warwickshire Hosp 

NELSON, MART; L.R.C.P.I. : temp. asst. T.O. for Sheffield. : 

POLLEY, S. F., M.R.C.S. : R.S.O. at Rugby Hospita 

PUTEO, = -R.C.S.: temp. asst. M.O., Whipps Orois Hospital, 

est Ham. 


Colonial pe .—The following appointments are announced : 
BOWYER, J. H., M.B. Dubl., D.P.H., D.T.M. & H.: superscale 
officer (grade A), Malaya 
SHIRCORE, J. O., Eain., M.R. O. P.E.: M.O., Nyasaland. 
WAEPIELD, T. C., M. UB. Edin., L.M.: superscale officer (grade B), 
alaya. - 


Births, Marriages and Deaths 


. BIRTHS 


BABINGTON.—On Nov. 12, at welcenters the wife of Major G. O. 
Babington, R.A.M.C.—a so 

CLARKSON.—On Nov. 11, at Witney, wine a wife of Major 
Patrick Wensley Clarkson, R.A.M.C.— 

Ase eA CH eee Nov. 8, at Bath, the wife of Dr. nhares Hagenbach 
—a daughter 

HAYWARD-Butr.—On Nov. 11, at Crail, Fife, tho wife of Surgeon- 
Lieutenant Peter Hayward-Butt, R. N.—a so 

KEKWICK.—On Nov. 13, at Mursley, accent Bucks, the wife of 
Major Alan Kekwick, R.A.M.C.—a 8 

LEISHMAN.—On Nov. 14, 1941, at Alresford; Hants, the wife of 
Dr. Hugh Leishman—a son. 


. MARRIAGES 


WILKIE—DUFFY.—On Nov. aa p PV A Essex, Duncan 


Richard Primos. Wilkie, M captain R.A.M.C., to 
Mary Duffy, S.R.N. 

| | DEATHS 

GOLLAND.—On Nov. 14, Alfred Golland, M.R.O.S., of Holly Mount, 


Bosbury. 
GRAHAM.—On Nov. 11, at Edinburgh, Frederick Maurice Graham, 
af M.D. Pur F. BC. Si pera de ia phar Oy eae 
ORRIS.—On Nov. at Bognor. Regis, He ec 
M.D. Brux., M.R.C.S. B OAOE 
WRAITH.—On Nov. 13, Oswald Samuel Wraith, M.D., F.R.C. S. E., 
of Bournemouth, aged 83. - 


In a recent casualty list W. S./Captain L. Maclean, R.A.M.C., 
was posted as a prisoner of war. | 
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Medical News 


-Royal College of Surgeons of England 


At a meeting of the council held on Nov. 13, with Sir Alfred 
Webb-Johnson, the president, in the chair, the following 
were re-elected members of the court of examiners far one 
year from Dec. 11: Mr. R. Milne, Mr. R. Davies-Colley, 
Mr. G. T. Mullally, Mr. V. Z. Cope, Mr. C. E. Shattock and 
Mr. E. W. Riches. 

Diplomas of membership and public health were’ granted 
(with the exception of F.-X. Darne, J. D. C. Gowans,‘D. K. 
Sambrook, A. L. H. Smith, and Glenys Wade) to the candi- 


_dates named in the report of the comitia of the Royal College 


of Physicians in THe LANcET of Nov. 8, p. 585. Licences in 


dental surgery were granted to the following :— 


Denis Abraham, J. E. L. Armitage, Barbara M. Barnes, Rolf 
Bergmann, R. D. Bookless, N. A. Bostock, J. A. Boyd, B. G. Brown, 
A. E. Cadman, M. F. Caton, Philip Cohen, R. F. Cutmore, C. I. 


De Silva, A. W. Donald, John Dunnett, W. J. Ford, J. H. Forrester, 
R. M. Gillies, A. P. Gimson, A. E. G. Goodfellow, F. fj. Hall, T. J. Han- 
cock, M. H. Holmes, Eric Horne, De Pi Howes, A. V. Hurst, M. A. 
Kettle, D: E. Laurie, J. F. Leggett, T. A. Lock, John mors 

Wilson, Esther M. Myers, Pe D: Nahaboo, D. A. T. Payne L. 
Renouf, Gwendolen M. Rodgers, Allan Ross, D. F. Soul, ALAT 
Stacey, Henry Stooke, R. V. Tait, J. R. H. Williams, J. T. Wilmott, 


H. J. W. Wilmshurst and F. M. Wood. 


Society of Apothecaries of London 

The following candidates, having completed the final 
exaraination, have been graríted the diploma of the society. 
entitling them to practise medicine, surgery and midwifery : 
G. M. Pearson, Guy’s; J. S. Taylor, Leeds; H. A. Worthy, 
Sheff. ; and S. S. Zoha, Osmania and N.E. Lond. Post.-Grad. 
Hosp. 


University of Wales 


At recent examinations for the degrees of M.B., B.Ch. 
A. A. Edwards satisfied the examiners in the subjeot of 
medicine. 


University of Sheffield 

The following appointments have been made: medical 
tutors, Dr. H. P. Brody and Dr. J. Pemberton; surgical 
tutors, Mr. A. W. Fawcett and Mr. H. Blacow Yates; obstet- 
rical tutor, Dr. W. J. McCord; hon. lecturer in applied 
anatomy, Mr. J. T. Chesterman ; and research assistant to the 
department of pathology and to the cancer research labora- 
tories: Dr. M. J. Pivawer. 

The following external examiners were appointed in the 
faculty of medicine: anatomy, Prof. R. D. Lockhart ; physio- 
logy, Prof. R. J. S. McDowall; medicine and therapeutics, 
Prof. L. G. Parsons ; pathology and bacteriology, Prof. S. L. 
Baker; obstetrics and gynecology, Prof. A. L. Robinson; 
forensic medicine, Prof. Sydney Smith ; pharmacology, Prof. ` 
W. J. Dilling; and public health, Dr. J. A. Charles. 

The following were appointed representatives on the 
committee of management of Sheffield Hospitals Council: 
The junior pro-chancellor, tha vice-chancellor, Mr. H. J. W. 
Marsh, Prof. H. N. Green, M.D., and Prof. E. J. Wayne, 
¥F.R.C.P. 


Royal Society of Medicine 


On Monday, Nov. 24; at 2 P.M., Surgeon Lieut.-Com- ` 


mander John Bunyan, L.D.S., will read a paper to the section 
of odontology on the treatment of mouth infections with 
particular reference to the use of electrolytic sodium hypo- 
chlorite. On Nov. 27, at 2.30 P.M., at the section of urology 
Mr. Clifford Morson, Mr. Charles Wells and Mr. Hugh Barry 
‘will open a discussion on rupture of the urethra and its 
treatment. On Nov. 28, at 2.30 P.M., the section of disease in 
children will discuss the effects of war-time rationing on child 
health, and the openers will be Miss E. M. Widdowson, Ph.D., 
Dr. Dagmar Wilson and Dr. W. W. Payne. At 3 P.M., on the 
same day, at the section of epidemiology and state medicine. 
Dr. Melville Mackenzie will read a paper on the control of 
louse-borne typhus and Dr. G. M. Findlay and Prof. P. A. 
Buxton will also speak. 


Vitamins for Babies 


From Dec. 8, the Ministry of Food in coöperation with the 
Ministry of Health will distribute fruit juices and a cod-liver 
oil compound to all children born after Jan. 1, 1940. THe 
first issue of fruit will be blackcurrant syrup or puree but later 
concentrated orange juice from America will be available. 
The ration wil ensure an adequate intake of vitamins C, A 
and D to some 1,360,000 children. Distribution will bə made 
through maternity and child-welfare centres and food offices. 
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Medical Society of London 


A meeting of this society will be held at 11, Chandos Street, 
W.1, on Nov. 24 at 3.30 P.m., when Dr. John Parkinson will 
read a paper on heart attacks, Mr. V. E. Negus on congenital 
shortening of the esophagus, and Mr. Guy Blackburn on 
regional ileitis. 

Royal Medico- Psychological Association 

A meeting of this association will be held on Nov. 26, at 
11, Chandos Street, London, W.1, at 2.15 P.M, when Dr. 
E. Lilian Hutton will read a paper on the investigation 
of personality in patients treated by prefrontal leucotomy. 


Biochemical Society 

A meeting of this society will be held at the Courtauld 
Institute. Middlesex Hospital, London, W.1, on Saturday, 
Nov. 29, at 11 A.M., when Dr. G. M. Findlay will open a dis- 
cussion on the modes of action of chemotherapeutic agents. 


Medico-Legal Society 

A meeting of this society will be held at 26, Portland Place, 
London, W.1, on Thursday, Nov. 27, at 4 P.M., when Dr. 
H. Neville Stafford will read a paper on the coroner and 
civilian war deaths. 


Socialist Medical Association 

At a meeting of this society on Saturday, Nov. 22, at 12, 
Great Newport Street, London, W.C.2, at 2.30 P.M., Sir Albert 
Howard and Mr. Frederick Ridley, F.R.C. S., will speak on 
agriculture and health. 


War Wounds Committee in Scotland 


The Medical Research Council has set up in Scotland a sub- 
committee of their war wounds committee. The members 
are Prof. J. R. Learmonth (chairman), Dr. A. B. Wallace 
(secretary), Prof. J. S. Young, Prof. R. C. Alexander, Prof. 
D. F. Cappell, Prof. C. F. W. Illingworth, Prof. C. H. Brown- 
ing, Dr. D. P. Cuthbertson, Sir John Fraser, Prof. T. J. 
Mackie, Mr. C. P. Stewart, Ph.D. and Dr. J. M. Johnston. 


Domestic Staff in Hospitals 

In recognition of the national importance of domestic work 
in hospitals the Minister of Health has decided to issue a 
badge to all those employed on domestic work in hospitals, 
who give at least 96 hours regular service each month. 
Women who aro whole-time hospital helpers on registration 
will not be called for interview. 


Calls to the Bar ; 
On Nov. 17 the follcwtign were called to the bar: 
Colonel Ralph Brooke, F.R.C.S., R.A.M.C, (Inner Temple) ; 
Dr. F. H. Blackburn and Mr. E. A. Butterworth, F.R.C.S. 
(Middle Temple); and Dr. A. P. Cogswell (Gray’s Inn). 


Control of Scabies 

The Minister of Health has issued a new regulation giving 
medical officers of health authority to inspect premises in 
which verminous people have been accommodated and to 
examine and treat other people on those premises. They 
may also order the cleansing or destruction of articles on the 
premises, 


International Hospital Association 
At 2 p.m. on Nov. 25 at B.M.A. House, Tavistock Square, 
W.C.1, the United Kingdom council of this association will 
hold a conference to discuss the positión of hospitals in the 
post-war world. Prof. A. T. Jurasz, dean of the Polish 
medical faculty in the University of Edinburgh, will read a 
paper on the international position of hospitals after victory 
the coming of peace. Representatives of 54 countries 
have been invited to attend, and the Minister of Health will 
be present. Admission will be by special ticket only, and 
further information may be obtained from the hon. secretary, 

17, Bloomsbury Square, London, W.C.1. 


Anglo-Soviet Medical Committee 

The aims of this committee are to form a liaison between 
the medical professions of Great Britain and the U.S.S.R., 
to exchange the latest clinical and scientific knowledge, to 
facilitate visits of medical specialists between the two coun- 
tries, and to give specialist advice on medical aid to the 
U.S.S.R. It is proposed to make the minimum annual 
subscription for associate members 5s. A bulletin on the 
committee’s work will be issued from time to time and a 
general meeting will be held early in the new year. Those 
who wish to become associate members should write to the hon. 
secretary of the committee, 1, Wimpole Street, London, W.1. 


Lieut.- 
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HOME VISITING 


_ OF DEFAULTING VENEREAL-DISEASE PATIENTS 


. J. °L. BURN, M.D. DURE., B.HY., D.P.H. - 
MEDICAL OFFICER OF HEALTH, CITY OF SALFORD 


A NOTE of a year’s working of a scheme of home 
visiting of defaulting female patients who had attended 
a venereal-diseases clinic may be worthy of record.. 
Only women and children -were followed up; these 
consisted of female patients who had defaulted in attend- 
ance at the venereal-diseases clinic of the county borough 
of Barnsley and some special cases referred thereto. 
All the defaulters (some of whom had not been seen for 


. some years) had received several invitations by letter 


to attend, and up to the time of the visit all these 
letter-invitations had provedineffective. Itis considered 
that the number who would have returned to the clinic . 
without a visit would have been negligible. © 

The home visiting was carried out by a health visitor 
who also acted as a part-time nurse in the venereal- 
disease clinic, and part-time health visitor in the mater- 
nity and child-welfare service. An advantage was that 
the visitor was not “known” to patients or public 
as a venereal-disease visitor. Additionally, her position . 
enabled close liaison to be maintained between other 
health visitors and medical officers of the maternity 
and child-welfare and school medical services. The 
visiting —which was done with the aid of a car—occupied 
time equivalent to one session only per week ; thus, for 
the year’s working, the number of sessions occupied in - 
home visiting was under 50. 


In all, 163 persons were visited. The medical eres 
on the case-sheets of the persons visited were: syphilis or 
? syphilis, 105 ; gonorrhea or ? gonorrhea, 38 ; non-venereal 
disease, 20. The total number of visits paid was 305: 92- 
persons were visited once ; 28 persons twice ; 23 persons three. 
times; 15. persons four times ; 3 persons five times; 1 person’ 
six times; and 1 person seven times. Of the 163 persons, it 
was found that 26 had removed and 3 had died, leaving a net 
total of 134. Of these, over a third (i.e. 50, or 37% of the 
total) attended Fewer’: while another 16 attended more or 
less regularly. : 


On visiting several clinics throughout this country, 
I was impressed by the fact that some of the most 
dangerous types of patients from an infective point of 
view are young people who default after a few attend- 
ances—this despite the fact that, the patients were 
handled with the greatest tact and efficiency. In each 
case, verbal promise had been obtained to continue 
attendance until cured. It is always easy to elicit 
promises in the clinic. Follow-up letters had proved. 
of no value. . 

In addition to the problem of defaulting, the problem 

of untraced contacts is serious—only 10% of.the wives or 
partners of infected patients on an average were traced. 
These facts are full of danger to the public health, and 
make consideration of the help which home visiting 
can give more urgent. ' 
- Figures quoted in the excellent booklet of the British 
Social Hygiene Council, ‘‘ Notes on Social Service in the 
Treatment Centre,” are very striking. At St. Mary’s 
Hospital, Paddington, the proportion of defaulters in the 
total number of patients is now as low as 6%, owing in large 
measure to the work of the almoner, described in Miss 
Dorothy Manchée’s book <“ Social Service in the Clinic 
for Venereal Diseases” (London, 1938). At Guy’s 
Hospital, the percentage of defaulters who were induced to 
return rose in six years from 46% to 80%. At the cor- 
poration V.D. department’ in Edinburgh, among the 
women and children patients, 9 out of every 10 defaulters 
were persuaded by the nurse’s visits to return and 
continue treatment. In 1921-22, before the appoint- 
ment of a nurse-almoner, the defaulter rate was 54%; 
in 1937 it was 8°5%. 

The appointment of a fully tahea almoner of the 
right personality is undoubtedly ideal, but many clinics 
are too small for the whole-time employment of an 
almoner, and there are not sufficient trained almoners to 
go round. The task of persuading committees to make 
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such an appointment is not easy, and it was with this 
in mind that I deemed it’wise to proceed cautiously and 
utilise the services of a member of the health-visiting 
staff in the scheme described. ‘When the good results of 
such visiting are proved it will be simpler to persuade an 


authority to go ahead with the appointment of an 


almoner, or to join a group of authorities and thus to 
justify a whole-time appointment. In dealing with so 
difficult a disease as venereal disease, which has social, 
psychological and moral complications and legal snags, it 
is essential to select a nurse of the right personality, 
discretion and power of persuading patients. In nursing 
staffs of large health departments there is sure to be one 
or more who fulfils these conditions, and thereby a start 
can be made in this valuable work. 


VALUE OF HOME VISITING | 

It is claimed that the results of this small scheme are 
sufficient justification for the venture and the expense 
involved. To get over a third of the defaulters to attend 
regularly is of decided value, but the results cannot be 
assessed merely by statistics. Two individual cases are 
worthy of description. 

Case 1.—A girl, aged 16, with acute gonorrhea. This 


acutely infectious case, living under bad home conditions, - 


defaulted before completing treatment. The visitor got to 
know her patient, and the mother’s opposition melted before 
a simple explanation of the function of a special treatment 
centre. The patient was persuaded to attend. Again she 
defaulted. Further visits resulted in regular attendance, 
and she was finally discharged cured. In this case, the girl 
was put in touch with a girls’ club, and it is believed that much 
social as well as physical good to her future life has ensued 
from the intervention of the visitor. It is reasonable to 
- assume that the possible consequences of this girl’s. defaulting 

would certainly have been a danger to herself, and probably 
to others. 

Case 2.—A woman, aged 27, with congenital syphilis. 
This patient suffered from interstitial keratitis and irido- 
cyclitis. She consented to visit the clinic only after many 
visits had been paid, and the visitor arranged to accompany 
her to the clinic. Subsequently, this patient defaulted, but 
after small personal problems had been dealt with treatment 
was continued more or less regularly. Her eye condition 


dramatically improved. This would not have been achieved | 


if ordinary clinic methods of follow-up letters had been 
employed to secure further attendance. 


Only by means of visiting can the real reason of 
defaulting be discovered. These patients are human— 


alltoo human. There are numerous obstacles to attend- - 


ance, some minor and absurd, but they are often easily 
overcome by right handling. Weariness in attending, 
the wishful thinking whereby patients believe attendance 
unnecessary on the cessation of an obvious discharge, 
quarrels on the subject between husband and wife, ill 
health, the glib promise to attend given to the doctor in 
the clinic, the terror of discovery or losing a job, the 
‘threat to happiness, the guilty conscience or innocent 
shame—these factors, of enormous importance, show that 
cure of venereal disease is not entirely a medical problem. 

Home visiting was worth while in the case of mothers 
who had been treated antenatally Such patients are 
prone to default. The birth of an apparently healthy 
baby convinces the mother that there is no further need 
to attend, while the added care of the baby renders 
attendance difficult. In several cases the private 
practitioner was said to have informed them they that 
did not require to attend. 

Cases visited with the least success were those who live 
in “ houses let in lodgings’? and who frequently move 
from town to town. Several such women suffering from 
acute gonorrhea (living in the same house and having 
been infected by the same man) attended for a short 
time, defaulted, and when they were visited it is found 
they have moved on, leaving no address. In one family 
where the children were congenitally infected the reason 
for defaulting given was that the journey to the’ clinic 
was too long. This reason would never have been given 
in response to a letter, but could only be clicited on 
visiting the home. In this case arrangements were made 
for the treatment to be given at a nearby school clinic. 

In several cases it was discovered that the times at 
which the clinic was opened were unsuitable. It is of 
obvious importance for the staff in charge of a clinic to 


be acquainted with these deterrents, yet I do not see how 
the staff can realise all the difficulties unless the facts 
which are gained from home visiting are known to them. 
War-time difficulties of shift work, blackout, transport 
difficulties and increased female employment aggravate 
the obstacles to attendance, and it is more than ever 
important that these factors should be brought to light, 
so that the authorities can as far as possible make the 
clinics suit the patients, and make minor but nevertheles 
a E improvements in clinic services. | 
only 2 cases were there definite refusals to discuss 
the question of attendance at V.D. clinics. 
134 the patients gave a definite refusal to attend, and this 
refusal was accepted. Medical officers have the con- 
solation of knowing that, at any rate, the patients have 
been warned, and that every expedient has been used to 
ensure attendance. No attempt was made—nor was any 
necessary—to browbeat the patients into attending. In 
many cases, simple methods of explanation, kindness and 
encouragement were all that were required to dispel 
ignorance and fear and secure coöperation. 
No attempt was made to solve the thornier problem 
of visiting defaulting male patients or contacts. I know of 


= no record of this work being done at all in this country. 
On a pre-war visit to a Paris clinic I admired the ease and . 


objectivity with which this work was done. ; 
The confidential nature of venereal. disease treatment 
was preserved. No legal difficulties were encountered. 


The scheme was economical—a useful point in persuading ~ 


committees—the cost of the time of the nurse in visiting 
would not amount to more than £25 throughout the year. 
This expense is small in view of the results obtained in 
the 2 cases quoted above, apart from the general fact 
that some attendance of nearly half of the patients who 
had defaulted was secured, while-the attendance of over 
a third of chronic defaulters to the end of treatment and 
tests of cure was ensured. a 

Very few venereal-disease clinics in this country use 
a home visitor to induce defaulters to complete treatment 
or to trace and treat contacts, yet I consider that the 
home visitor is an essential member of the team necessary 
to achieve greater success in this difficult work. 


In 20 of tbe 


I acknowledge the ever-ready help and encouragement — 


given by officers of the British Social Hygiené Council. Any 
success which the scheme had is due to the personal effort of 
Miss Hilda E. Myers of. the Barnsley health department. 


REEVE TO THE L.C.C. 


THE mental hospitals committee of the council have 
always been farmers in a small way, for it was considered 
wise that patients at the mental hospitals of the council 
should where possible have a chance of doing healthy 
work in the open air, and farms were attached to several 
institutions. Since the outbreak of the war the farmland 
of the council has been nearly doubled—today they farm 
over 5000 acres—and last July they asked the com- 
mittee to undertake the general control of their scattered 
‘plots. It therefore fell to the mental hospitals com- 
mittee: to present the report of the yield of the 
council’s lands up to the end of March, 1941, though 
this was before they took over. ‘The committee ex- 
plain that the drastic rationing of foodstuffs caused a 
fall in the number of eggs produced (359,000 in 1941 
against 556,000 in 1939). Outbreaks of foot-and-mouth 
disease reduced the number of cows kept and the milk 
production fell from 650,000 gallons in 1939 to 543,000 
gallons in 1941. Next year, under the new scheme of 
coérdination the committee hope to increase the produc- 
tion of vegetables, potatoes and animal foodstuffs by 
as much as 60%, 250% and 375% over their pre-war levels 
of 1200 tons, 1000 tons and 1400 tons respectively. If 
there should be a shortage of supplies the products of 
these farms will form a valuable pool of foodstuffs on 
which the claims of hospitals will be given priority. 


CorRRIGENDA.—The Minister of Health’s request in circular 
2498 (see Lancet, Nov. 8, p. 571) that tuberculosis notifica- 
tions should reach him promptly was addressed to county 
councils and county borough councils. The circular was 
sent to the other bodies mentioned for information only.— 
In the summary of Major Palmer’s article of Nov. 8 (p. 563) 
for “antitetanic serum ” read “ tetanus toxoid.” ' 
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IN his book ‘‘ Poverty and Population’’? R. M. 
Titmuss quotes an estimate made by Dr. Enid Charles 
that if fertility remains at its present level the population 
of England and Wales will decline at the rate of 24% in 
each generation ; so that on the basis of the 1931 census 
the number of children in 1945 will have decreased 
by 25%, and the number of people over 60 will have 
increased by 36%. ‘Titmuss also quotes Glass who 
points out that in England and Wales there ara great 
regional differences in fertility. The birth-rate of the 
south of England is much lower than that of the north 
and Wales. If the rates for the south-east had operated 
in the north and Wales during the decade ending 1936 
our child population would have been reduced by about 
260,000. Titmuss holds that it is illogical and inefficient 
to contemplate inducing people to have more children 
until we have judged the extent of contemporary waste 
in human life ; for though it is only the higher fertility- 
rates in the north of England and Wales which are saving 
the country from a more rapid and disastrous decline in 
population, it is exactly in these areas that the infant 
mortality is highest. For example, in 1935 the infant 
mortality for Jarrow was 114 per 1000 live births as 
compared with 32 per 1000 for Coulsdon and Purley. 
Social conditions in Scotland are on the whole worse than 
in England, and there are similar variations in fertility 
so that the same conclusions can be drawn. The infant 
death-rate in Scotland in 1940 was 78 per 1000; for 
England and Wales it was 55 per 1000. It is obvious, 
therefore, that in Britain today many infants are dying 
who should not do so. ; | 

It has been recognised for some time now that the 


infant mortality is largely dependent on poverty and its 


resulting low standard of living. That neonatal mortality 
also depends on social conditions is suggested by the 


' figures published by McNeil? who showed that in 1937 


the neonatal mortality in Scotland was 38 per 1000, in the 
north of England 34 and the south-east 24. Comparing 
cities he showed that the rate for Glasgow was 43 per 1000, 
for Greater London 24, Chicago 25 and Amsterdam 16. 
Less information is available about stillbirths ; these 
were notifiable for the first time in Scotland in 1940, 
where the rate for that year was 42 per 1000 and for 
England and Wales 36 per 1000. Since most neonatal 
deaths are directly connected with pregnancy or child- 
birth, it is permissible to add them on to the stillbirths 
to get some idea of the number of children who reach the 
stage of viability and yet die as a result of some complica- 
tion of pregnancy, labour or the puerperium. In 
Scotland during 1940 the figure was 80 per 1000 births ; 
this seems a dangerously high figure, especially when 
taken in conjunction with the ‘falling birth-rate. 
Before one can give any opinion as to how the figure 


can be lowered it is important to study the actual causes 


of death in detail. 


This can only be done in hospital 
where records are detailed and an autopsy is usually 
carried out. With this end in view we have analysed 
the stillbirths and neonatal deaths occurring in the 
Aberdeen Maternity Hospital during the years 1938—40 
inclusive. The cases were divided into booked cases and 
emergency cases. . 


MORTALITY IN BOOKED HOSPITAL CASES 


There were 93 stillbirths (27:1 per 1000) among the 3427. 


In 49 the child was mature and in 44 
premature. Among the full-time cases there were two 
main groups. In the first group (19 cases) no adequate 
explanation could be found to explain the stillbirths ; 
the foetus died before the onset of labour or during the 


Gà 2, McNcil, C. Lancet, 1940, 1, 912. 


beoked cases. 


1. London, 1938. 
6170 - 


[wov. 29, 1941 


ARTICLES 


course of an easy labour, and in some of these a small 
tentorial tear was found with or without intracranial 
bleeding. In the second group (12 cases) trauma was 
the important factor and here the labour was difficult, 
owing to breech presentation, prolapse of the cord or 
uterine dysfunction ; the death of the child was under- 


‘standable, being due to asphyxia, shock or cerebral 


hemorrhage. In the premature babies (44 cases) 
prematurity was the chief factor in bringing about the 
stillbirths. In some cases a pathological condition of the 
mother was present (pre-eclampsia in 6 cases, debility 
in 5, placenta previa in 4, accidental hemorrhage in 3) 
but in almost half of the cases (19) no explanation for the 
premature onset of labour could be found. The stillbirth 
figure of 27-1 per 1000 births seems. high but compares 
favourably with the stillbirth-rate of 39 per 1000 for the 
city generally and 42 per 1000 for Scotland as a whole. 
In the present state of our knowledge the figure cannot 
be reduced substantially. o. 

During the same period there were 94 neonatal deaths 
among booked cases (46 full-time and 48 premature)— 
a rate of 27-4 per 1000 births. Causes of death in the 
group of full-time babies were: infection 18, trauma 6, 
unknown 5, gross foetal deformity 6, atelectasis 3, 
accidental hemorrhage 1, placenta previa 1, suffocation 
by overlying (after discharge from hospital) 3, miscellane- 
ous 3. Among the 18 deaths due to infection, 16 occurred 
after discharge from hospital. As far as could be ascer- 
tained, 7 were due to pneumonia and 9 to gastro-enteritis. 


- The 2 deaths in hospital were due to pneumonia. It 


appears, therefore, that the risk of infection in full-time 
babies in a well-run maternity hospital is much less than 
in the home. Of the 6 deaths from trauma, 3 followed 
difficult labour and might have been avoided if cæsarean 
section had been done ; the other 3 followed fairly casy 


. labour. 


The factors responsible for the onset of premature 
labour in the cases where death was associated with 
prematurity were as follows: unknown 17, debility 7, 
pre-eclampsia 5, twin pregnancy 8, eclampsia 3, accidental 
hemorrhage 1, placenta previa 3, gross foetal deformity 
2, miscellaneous 2. The important factor here again is 
the unknown one. In 17 cases no reason could be 
detected by clinical means to explain why labour came 
on prematurely. The actual cause of death in these 
cases may have been cerebral hemorrhage, atelectasis, 
pneumonia or gastro-enteritis, but it was felt that the 
important predisposing factor was the prematurity. 

The neonatal mortality for the City of Aberdeen is 33 
per 1000 and for booked cases in hospital 27:4 per 1000, 
but if the deaths due to infection after leaving hospital 
and overlying are removed the figure falls to 21:3 per 
1000. Any substantial fall below this figure could only 
be effected by the prevention of premature labour ; 
this problem will be discussed later.. - 


MORTALITY IN EMERGENCY CASES 


During the years 1938—40 there were 187 stillbirths in 
616 emergency cases—83 in full-time deliveries and 104 
in premature cases. In the full-time cases the most 
common cause of stillbirth was a mechanical factor— 
difficult labour and placenta previa (41 cases or 50%). 
Many of the deaths in this group could have been avoided 
by earlier admission to hospital. Pre-eclampsia in the 
mother, in some cases followed by accidental hæmor- 
rhage, accounted for 24 stillbirths. Some of the deaths 
in this group could have been avoided by better antenatal 
care and earlier admission to hospital with longer rest in 
bed. There were no other groups of importance. 

As regards stillbirths in premature babies, the biggest 
factor was toxæmia in the mother (50 cases or almost 
50%). The other categories were accidental hemorrhage 
without toxemia 11 cases, placenta previa 15, cause 
unknown 12. In these groups fewer of the deaths are 
avoidable. In some of the cases of toxemia better 
antenatal care would have saved the child’s life, but 
many were probably unavoidable; they include cases 


- where the mother made a poor response to treatment, 


fulminating cases, and others where intra-uterine death 
of the foetus occurred even where the toxemia was 
apparently mild and responding well to treatment. 


Y 
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There must, therefore, be a large wastage in the toxæmia 
group until more is known about the ætiology of eclamp- 
sia. The deaths from placenta prævia are unavoidable. 


Of the neonatal deaths in emergency cases, 24 occurred 


in full-time babies. The causes of death here were: 
trauma 15, unknown 2, placenta previa 1, infection 1, 
gross foetal deformity 3, miscellaneous 2. In most of 
these cases of trauma the death was due to cerebral 
hemorrhage following difficult labour, and without 
doubt some of the deaths could have been avoided if 
the mothers had been sent into hospital earlier in labour. 
Deaths occurred in 55 premature babies and the causes of 
the premature onset of labour were: unknown 10, 
toxemia 8, accidental hemorrhage 9, twin pregnancy 5, 
placenta previa 8, debility 2, gross foetal deformity 2, 
miscellaneous 11. we i 


DISCUSSION 


Booked cases.—In order to assess the wastage of child 
life from obstetrical causes it is convenient to consider 
the stillbirth and neonatal death-rates together. In the 


Aberdeen Maternity Hospital during the years 1938-40, | 


out of 3427 booked ‘cases there were 187 stillbirths or 
neonatal deaths ; this rate of 54:5,per 1000 is much less 
than the figure of 69-8 per 1000 for the city as a whole. 
Discounting the Maternity Hospital booked cases, the 
figure for obstetric practice forthe rest of the city—that 
is to say, domiciliary midwifery and emergency cases 
sent to hospital—is about 78-5 per 1000, which compares 
very unfavourably with the figure of 54-5 per 1000 for the 
hospital booked cases. | 

Among full-time babies (95 cases) the cause of death 
was unknown in 25:3% of cases; trauma accounted for 
18-9%, infection for 18:9% and gross foetal deformity for 
8-3%. <A few of the deaths from trauma might be 
` avoided. The deaths from infection occurred after the 
children had gone home and are thus at present unavoid- 
able, so that the main scope for improvement is in the 


Jarge group where no adequate explanation exists to | 


account for the death. : 

Most of the premature babies (92 cases) who die 
succumb within 24 hours of birth because they are so 
feeble. The cause of the premature onset of labour was : 
unknown in 37%, toxemia in 15-2%, debility in 13%, 
twin pregnancy in 8:7%, placenta previa 7:6%, gross 


TABLE I-—-RESULTS OF TREATMENT OF 352 PREMATURE 
BABIES IN THE ABERDEEN MATERNITY HOSPITAL, DURING 
1938, 1939 anp 1940 . 


Weight at birth (1b.) | 54-5 | 5-44 | 44-4 | 4-34 | 32-3 | Under 3 
Infants .. ..| 142| 75 | 55) 32] 23| 25 
Deaths .. ../  7{ 6 | 22| 16] 14) 24 


Death-rate per 1000 49 80 400 500 643 960 


foetal deformity in 5-5%, miscellaneous in 138%. The 
more highly skilled the care bestowed on them, of course, 
the more chance these infants have of survival, but even 
with the best care many of them die. Table 1 shows 
that where the child weighs more than 44 lb. at birth 
the chance of survival is good, but that with children 
under this weight the mortality rises abruptly. An 
analysis of the neonatal deaths in premature babies in 
hospital shows that in a series of 89 cases, 76 were under 
434 lb. and of these 59 lived less than 24 hours. The 
problem therefore involves more than improved 
peediatrics. 

Emergency cases.—As far as the analysis of the deaths 
in emergency cases is concerned different conclusions 
must be drawn. Out of a total of 266 stillbirths and 
neonatal deaths in this group, 107 occurred in full-time 
babies and the biggest individual factor here was trauma 
(41%), followed by toxæmia 12%, accidental hemorrhage 
16%, and placenta previa 12%. Trauma, placenta 
previa and toxemia together account for 65% of the 
deaths and most of these could be avoided by better 
obstetrics. A big reduction could be achieved by check- 
ing the blood-pressure regularly, avoiding the use of 
forceps till the head is low in the pelvis, and by sending 
all cases of antepartum hemorrhage to hospital as.soon 
as there is any bleeding. 


TABLE II—ANALYSIS OF 250 CASES SEEN IN SPECIALIST 
PRACTICE, 708 BOOKED CASES SEEN IN NURSING-HOME 
PRACTICE AND 3427 BOOKED CASES SEEN IN HQSPITAL 


Full-time cases 


® , an 
| Premature cases | 42° |Death- 
panty g a rate 
o per 
In- Stillbirths In- Stillbirths ql 
mother | ¢ants | and neonatal| fants |and neonatal a 8 1000 
deaths deaths HAS 
Ao, 
SPECIALIST PRACTICE 
1 ' 136 1 3 | 0 i 33 
2 | 61 1 i 1 0 I ae 
3 30 1 1 ! 0 
4 13 0 OF 0 
5 | 5 0 | 0 0 
and over, oY, | | ee ee 
| - ; à ; 
| 245 3 | 5 | 0 
NURSING-HOME PRACTICE 
1 404 11 43 18 9:6 64 
2 164 ` 4 5 2 3 35 
3 63 1 16 
4 21 2 0 0 sá 
5 5 1 0 0 à 
and oyr] | d a a a S 
65 19 i 20 
(28-6/1000) (400/1000) 
‘HOSPITAL PRACTICE 
1 1137 39 117 34 9:3 58 
2 723 17 65 19 8-3 44. 
3 431 14 41 13 8:7 57 
4 38 8 22 5 84 50 
5 597 17 56 21 8-6 60 
andover < o a a is aa aaa 
31 95 92 . 
(30/1000) (306/1000) 


In the 159 deaths from prematurity among emergency 
cases the cause of the premature labour was: toxæmia 
26%, accidental hæmorrhage 25% (more than. half of 
these also had toxemia), placenta previa 14-56%, 
unknown 13:5%. About a third of all the cases of 
premature labour were due to pre-eclampsia or pre- 
eclampsia complicated by accidental hemorrhage ; in 
more than half of these the antenatal care was poor. In 
cases of accidental hemorrhage without toxeemia, cases 
of placenta preevia and cases where the cause of the onset 
of labour is unknown (62 cases,or 39% of the total), little 
can be done in the present state of our knowledge. 

As far as the emergency cases are concerned there is 


great scope for improvement in. both antenatal and — 


intranatal care, which would result in the saving of many 
children. Among booked cases only slight improvement 


in the infant death-rate can be looked for by improve- . 


ment in treatment along the present lines. The big 
factors are the toxsemias (the etiology of which is under- 
stood so little), unexplained death and unexplained 
premature labour. 


Biochemical studies in metabolism would be valuable - 


in the investigation of this problem, but we have not 
found it possible to undertake such investigations under 
present conditions. We have, however, tried to find 
out whether there is any relationship between poverty 
and the high incidence of prematurity and stillbirths of 
unknown origin. For this purpose we have compared 
booked cases in the maternity hospital with those of 
nursing-home and specialist practice. Unfortunately, 
the numbers of the two latter groups are small and 
conclusions must be accepted with reserve. 

The figures for specialist practice (table 11) show 3 
deaths in 250 deliveries (12 per 1000). The deaths were 
due to: anencephaly, melæna neonatorum, and cerebral 
hemorrhage following spontaneous delivery. There 
were only 5 premature labours, all due to pre-eclampsia, 
and no deaths among them. 

An analysis of nursing-home cases (table 11), shows two 
points of interest. First, there were a few deaths in 
full-time babies; these were mostly due to cerebral 
hemorrhage following difficult labour (for example, 
breech presentation or forceps delivery in vertex cases). 
Secondly, a number of deaths occurred from prematurity, 
generally the result of pre-eclampsia (13 out of 18 of the 
infantile deaths in primipare). The incidence of 
prematurity was much greater in first than in later preg- 
nancies ; 9:6% of all babies in primiparæ were premature 
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and only 3% in a second pregnancy. This in itself raises 
the foetal death-rate in the first pregnancies, since, as the 
table shows, the foetal death-rate in premature babies is 
much higher than in full-time babies. The total infant 
death-rate, including stillbirths and neonatal deaths, was 
55 per 1000 births. 

Among the hospital booked cases (table 11) the mortal- 
ity for full-time babies was also much lower than for 
peana babies (30 per 1000 against 306 per 1000). 

contrast to the nursing-home figures, the proportion 
of premature labours to the total did not fall off after the 
first pregnancy, and because of this the death-rate among 
the babiės remained almost the same in each parity. 
Whereas the main cause of fatal prematurity in nursing- 
home practice was pre-eclampsia, in hospital the largest 

up came under the heading of ‘‘ cause unknown ”’ 
(37% of the total). 

The cause of death among full-time babies in booked 
hospital cases was undetermined in by far the biggest 
group, in contrast to the nursing-home cases or the 
emergency hospital cases where the commonest cause of 
death was trauma following difficult labour. The almost 
complete absence of the ‘‘ unexplained ” factor as a cause 
of death in nursing-home and specialist practice and the 
difference in the incidence of premature labour points 
to the importance of economic factors, the most import- 
ant of which would be deficiency in diet and lack of 
adequate rest among the poor. 
antenatal clinic and delivery under the best conditions in 
hospital will accomplish a great deal for these people. 
In Aberdeen the comparative figures show that they can 
reduce the wastage of life due to both stillbirth and 
neonatal mortality from 78-5 to 54-5 per 1000; in fact, 
if these figures are corrected for babies dying of infection 
after dismissal from hospital, the relative figures are 
81-7 and 48:4. These measures, however, cannot 
neutralise the effects of faulty diet and poor home 
conditions. The figure of 12 per 1000 for specialist 
practice shows what can be accomplished where these 
adverse factors do not operate. In this last group, the 
' patients had not only good nursing and medical atten- 
tion but good home conditions with the advantages of 
better education and sound nutrition. The figures 
encourage the hope that when the living conditions of the 
poor resemble in their essential details those of the more 
prosperous section of the cofamunity a big saving in child 
life will result. 

The numbers presented here are far too small for any 
conclusions to be drawn with confidence, but they call 
for a similar analysis on a large scale. 
conclusions be substantiated they are doubly important 
in war-time when living conditions deteriorate and diet 
may become deficient. In peace-time, first-class pro- 
teins and the protective foods were too expensive to be 
used in sufficient quantity by the poor. Since the out- 
break of war the Government, by such measures as the 
milk scheme, has done something to remedy this evil ; 
but since there is a shortage of first-class proteins and 
protective foods diets are likely to remain deficient. It 
is important to see that extra foodstuffs are given in the 
first instance to those who need them most—expectant 
mothers and all growing children. The most efficient 
and economical method of doing this is by a widespread 
extension of communal dinners. The expectant mother 
would thus be assured of one meal daily which would 
contain all the substances thought to be necessary for 
the wellbeing of her child. She would have a much 
needed respite from cookitg and washing-up, and there 
would be ample opportunity for practical education in the 
principles of good nutrition. 


SUMMARY 


The causes of stillbirth and neonatal deaths in the 
Aberdeen Maternity Hospital have been analysed. In 
3427 booked cases where the baby was full-time there 
was no adequate explanation of the death in 25-3% of the 


total; trauma accounted for 18-9% and fcetal deformity 
for 8:3%. There were few deaths from infection in 
hospital. 


Among the premature births no adequate écplanntion 
of the reason for the premature onset of labour could be 
found in 37%; toxemia accounted for 15:2%. The 
death-rate was largely determined by the degree of 
prematurity. 


DR. FINDLAY : EXANTHEMATIC AND ENDEMIC TYPHUS 


Attendance at a hospital- 


Should the 


.rickettsia isolated in Mexico. 
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The combined stillbirths and neonatal deaths in 
private specialist practice, in hospital practice and 
domiciliary practice were found to be 12 per 1000, 
54-5 per 1000 and 78-5 per 1000. The low figure in the 
first group is probably due to a combination of favourable 
factors—economic,: nursing and medical. In the second 
group the nursing and medical factors are favourable 
but economic conditions are unfavourable. In the third 
group the high figure indicates the need for an all-round 
improvement in medical and nursing care as well as 
economic conditions. 

There is thus a larga wastage of child life (approxi- 
mately 80 per 1000 births) associated with childbirth in 
Scotland, intimately connected with unfavourable 
economic conditions, and malnutrition-and fatigue in 
the mother. If investigations on a large scale substanti- 
ate these findings, then measures to ensure proper feeding 
and care of pregnant women are urgently needed. 


RELATIONSHIP OF 
EXANTHEMATIC AND ENDEMIC TYPHUS 
G. M. FINDLAY, C.B.E., M.D., D.SC. EDIN. 
(Wellcome Bureau of Scientific Research, London) - 


IT has long been recognised that an attack of endemic 
typhus protects against infection with exanthematic 


typhus and vice versa, but the ‘exact relationship 


between exanthematic and endemic typhus has remained 
obscure. The usual suggestion is that endemic typhus 
is the more primitive form, the exanthematic typhus 
rickettsiæ resulting as a modification from continued 
passage through the human host and the human body 
louse (cf. Castaneda 1940). There may exist inter- 
mediate strains between those that do and those that 
do not cause inflammation of the tunica vaginalis of the 
guineapig (Castaneda and Silva 1939). Earlier efforts 
to demonstrate an antigenic relationship in animals were 
however not very successful, Zinsser and Castaneda 
(1930, 1933), Varela, Parada and Ramos (1932) and 
Mooser and Sparrow (1933) either completely failed to 
show any immunity or found only a partial immunity 
when guineapigs immunised with killed endemic typhus 
rickettsiæ were subsequently inoculated with exanthe- 
matic rickettsiæ. The antigens used by all these workers 
were, however, comparatively weak, being prepared from 
the peritoneal washings of rats treated with benzol and 
then infected with endemic typhus. Veintemillas (1939), 
using a more concentrated antigen prepared from irradi- 
ated rats and, giving multiple injections, protected all of 
his test animals against an exanthematic strain cf typhus 
With still richer antigens 
prepared from the lungs of mice and rats more striking 
evidence of cross-immunity between endemic and exan- 
thematic typhus has been obtained in guineapigs. 
Finlayson and Grobler (1940), using a vaccine prepared 
in Castaneda’s laboratory from an endemic typhus strain 
isolated in Mexico, reported that they were able to 
protect guineapigs against infection by both endemic and 
epidemic virus from South Africa. A single injection of 
1 c.cm. was sufficient to protect against endemic strains, 
whereas two injections of 1 c.cm. were required to protect 
against exanthematic strains. Later Finlayson (1940) 
found that when the vaccine was concentrated to half 
its original volume by precipitation with alum guineapigs 
were protected against the exanthematic strain by a 
single injection of 1 c.cm. Analogous results have been 
reported by Castaneda (1941) using a murine lung vaccine 
from an orchitic strain L, isolated in Mexico, as an 
antigen against the Breinl strain of exanthematic 
typhus. Of 11 guineapigs given three injections of 


1 c.cm., 8 were completely protected and 3 partially 
protected ; 


of 11 guineapigs given two injections, the 
total amount per animal varying from 0:5 to 2 c.cm., 
6 were protected and 5 partially protected ; of 5 guinea- 
pigs given one injection of 1 c.cm., 2 were partially 
protected and 3 were unprotected. It would thus 
seem that in guineapigs the degree of immunity bears 
a relationship to the amount of antigen injected. The 
question whether a similar relationship holds good in 
man is uncertain. 
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AN EXPERIMENT IN MAN 


Although a considerable number of human beings 
have been inoculated with rickettsizs in an effort to 
produce immunity against typhus very little is known 
about the efficacy of these various forms of vaccination. 
The following unrehearsed experiment may therefore 
be worth placing on record. 7 


in January, 1940, G. M. F., aged 47, was given three injec- 
tions of Weigl’s louse vaccine containing killed exanthematic 
typhus rickettsiæ : no reaction occurred but there was no 
positive Woil-Felix reaction and no gickettsicidal power could 
be shown in the serum by the intradermal test in rabbits 
devised by Giroud (1938). During April, 1940, four injections 
of 1 c.cm. of a mouse-lung vaccine, prepared by Durand and 
Giroud (1940), were given at intervals of five days; the vac- 


cine again contained killed exanthentatic typhus rickettsix. 


There was no local or general reaction but subsequently 
the serum was shown to contain rickettsicidal immune bodies 
by the intradermal test in rabbits against exanthematic 
typhus. During the next six weeks experiments were. carried 
out on the intranasal instillation into. mice of both exanthe- 
matic and endemic typhus rickettsie. In June G. M. F. 
developed a febrile reaction lasting five days with maximum 
temperature 101° F. and for the first two days considerable 
frontal and postocular headache. A very few discrete 
roseolar spots were seen on the abdomen and side of the 
chest. On the second day of fever blood was injected into 
rats and guineapigs. An orchitis-producing strain of typhus 
rickettsia was isolated. There were no complications and it 
was possible to return to work within a fortnight. 

A week before G. M. F.’s illness, a laboratory technician, 
aged 18, had gone sick-with headache and fever. He had 
received one injection of 1 c.cm‘ of the mouse-lung vaccine 
containing killed exanthematic typhus rickettsie. Three 
days after receiving the injection he complained of slight 
headache with no rise in temperature and two days later 
was given a second injection of 1 c.cm. of the same mouse- 
lung vaccine. Twenty-four hours later his morning tem- 
perature was 100:2° F. He developed fever which continued 
for a fortnight, maximum 103-8° F., associated with headache, 
photophobia and a transitory rash. On the third day of 
fever blood was injected into rats and guineapigs. An orchitic 
strain of rickettsia was obtained from the blood. 


From both cases a strain of endemic typhus rickettsia 
was thus obtained but the disease was far more severe 
in the technician than in G. M. F. The same batch of 
vaccine was subsequently inoculated into 12 other 
persons not actively engaged in typhus investigations 
without causing any febrile reaction, and when injected 
into guincapigs it also failed to produce fever. In both 
the cases here recorded the infection was therefore 
contracted during work with active endemic typhus 
rickettsiw, being apparently modified in the first case by 


the presence of some degree of immunity against exanthe- - 


matic typhus, despite the fact that typhus is usually 
more severe over the age of 40. This unrehearsed 
human experiment therefore bears out the contention 
that there is a close antigenic similarity between 
rickettsiæ of exanthematic and endemic typhus. 


CONCLUSION 
In two cases of endemic typhus infection was con- 


tracted in the laboratory. In one the infection was 
apparently modified by previous immunisation with 
killed exanthematic typhus rickettsize, thus confirming 


observations in guineapigs which suggest that the 
relationship between the rickettsie of exanthematic and 


endemic typhus is quantitative rather than qualitative. 
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RADIOLOGICAL: VISUALISATION OF THE 
EUSTACHIAN TUBE 


G. F. REES-JONES, 
' M.R.C.9., D.M.R.E. M.B. LOND., D.L.O. 
SQUADRON-LEADER, A.A.F. ; 
RADIOLOGIST AURIST 


(At a Royal Air Force Hospital) 


THE possibility of obtaining information by contrast 
radiological examination of the eustachian tube became 
manifest to us during the course of a clinical investiga- 
tion of the conductive form of deafness which sometimes 
occurs during loss of altitude in aircraft. Since the 
results have proved of practical value an account of our 
technique may be of use to others engaged in similar 
work. l A 

This type of deafness is considered to be due primarily 
to obstruction of the eustachian tube brought about by 
an inequality of the atmospheric and intratympanic 
pressures. According to Armstrong and Heim (1937) 
a positive atmospheric pressure which exceeds that 
within the middle-ear cleft by 90 mm. of mercury may 
bring about closure of the tube. - Nevertheless, in spite 
of the signs and symptoms, and the studies carried out 
by Armstrong and Heim and other observers, there is 
no positive proof that the aural symptoms result from 


_ blockage of the tube. 


For the purposes of these notes the eustachian tube 
may be regarded as consisting of two cones of unequal 
length united at their apices (fig. 1). In the adult it 
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Fic. 1—Diagram of eustachian 
tube. SxI mm. 


measures 35-40 mm. in length, and it forms an angle 
of 45° with the sagittal plane and of 30° with the bori- 
The pharyngeal cone—cartilaginous or 
membranous portion—represents two-thirds of the entire 
length and its nasopharyngeal ostium measures 8 mm. 
5 mm. The tympanic cone—osseous portion— 
constitutes the remaining third of the tube and the 
dimensions of its opening into the middle ear are 5 mm. 
by 3mm. The tubal lumen is narrowest at the, junction 
of the apices—the isthmus—where it measures only 
2mm. by 1 mm. i 
Published accounts of the radiological examination 
of the eustachian tube are few. 


Spielberg (1927) passed a no. 4 silk catheter “ about 
3 cm. to 4 cm. within the membranous tube ° through a 
silver catheter and then insufflated 10-15 drops of iodised 
oil either by a small air-pump or a soft rubber bulb. He 
stated, also, that the eustachian tube could be filled with 
iodised oil through any metal tube without inserting a silk 
catheter. If the measurements given are accurate the silk 
catheter was certainly in the esseous canal, if not in the 
middle ear. Furthermore it is our experience that, although 
it may be possible in some cases to introduce radio-opaque oil 
through an eustachian catheter alone, it is a haphazard method 
which affords incomplete pictures of the lumen of the tube. 

Engel (1932) demonstrated the lumen of the tube through- 
out its entire length in a patient suffering from suppurative 
infection of the peritubal cells which had ruptured into the 
nasopharynx. While tracing the fistula from its outlet’he 
filled the eustachian tube with opaque oil. 

Heimendingcer (1938) took lateral and verticomental views 
of his patients after the passage of silk bougics impregnated 
with bismuth. He endeavoured to inject iodised oil into the 
tube but was unsuccessful because the oil escaped from the 
nasopharyngeal orifice. 


Our experiments have shown that in order to obtain 
satisfactory radiograms it is necessary to introduce into 
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r Fic. 2—Positions of skull for radiography of eustachian tube. 


the tube a non-irritating opaque medium of low viscosity, 
and as far as possible to eliminate overlying bony shadows 
by positioning. 
TECHNIQUE 

Introduction of opaque mediwm.—An_ eustachian 
catheter is passed into the orifice of the tube via a 
previously anzsthetised nasal fossa, and a tympanic 
catheter is then gently pushed through this into the 
lumen of the tube until it meets with an obstruction. 
An obstruction has been present in all of the 34 cases 
in our series, and its site has varied from 0-5 cm. to 
2-5 cm. from the tip of the catheter. It is essential at 
this point to confirm the position of the catheter with a 
postnasal mirror, and it is surprising and instructive to 
note how sometimes the tympanic catheter is lying 
altogether outside the tubal ostium, above or behind 
the cushion. The stilette is removed and the tympanic 
catheter itself withdrawn so that not more than 0:5 cm. 
ef its length is projecting into the eustachian tube ; 
10 minims of opaque medium is then injected into the 
tympanic catheter under moderate pressure from a well-. 
fitting syringe. The air contained in the tympanic 
catheter and the excess of opaque medium escape into 
the nasopharynx round the tip of the catheter. Occasion- 
ally the patient feels a sharp pain in the ear for a few 
seconds, but this is not evidence of patency of the tube 
since it has occurred in several cases of tubal obstruction. 

Opaque media.—We have found iodised oils to be 
unsatisfactory media because their high viscosity renders 
their passage almost impossible through the small lumen 
of the tympanic catheter. A 10% solution of sodium 
iodide afforded a satisfactory shadow, but one patient 
. developed an acute otitis media after injection so that 
its use was abandoned. Latterly we have employed 
Pyelectan, which has caused no untoward symptoms 
and gives an adequate shadow. 


Position.—Patients appear to be least uncomfortable 
in an upright posture when the catheter is in situ, and - 
fig. 2 shows the positions of the skull for radiography of 


Fic. 4—Typical radiograms of eustachian tube after injection of 
pyelectan. In (a) cartilaginous portion of tube is filled as far as 
isthmus; in (b) medium is arrested 0-5 cm. from tip of catheter. 
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tube. The head Fic. 3—Relations of shadow cast by 


is placed in the aloe Soul mes wait SUTI Eku bony 
structures. = eterolateral ; = 

true lateral plane ipsolateral; Z = zygomatic arch ; T.M. 
hte the chin wk i ig aka top ar articulation ; 
tilted awa P 2.A.M. = external auditory meatus: 
the a a M.P. = mastoid process; F.M. = foramen 
an magnum; O.C. = basi-occiput ; S.P. = 


angle of 15°. The styloid process; P.P. = pterygoid plate; 
central ray passes P.M.F.; pterygomaxillary fissure. 
through the angle 


of the mandible of the opposite side to that under 
examination. The mouth is widely opened, and the 
head inclined backwards so that Reid’s base line forms 
an angle of 10° with the horizontal plane. Fig. 3 shows 
the situation of the shadow cast by the eustachian tube 
when filled with opaque medium .in relation to the 
surrounding bony structures when the skull is in the 
positions described. 

Exposure factors.—All the films were taken at 56 kV 
and 40 milliampere seconds. Intensifying screens were 
used and the radiography was carried out at a distance 
of 33 in. ° 

i RESULTS 


_ Visualisation on the films is good as far as the isthmus. 
It has been impossible to make any radiological study 
of the osseous portion of the tube, because in all of our 
patients an obstruction was demonstrated in the carti- 
laginous segment. In two cases the blockage began at 
the isthmus, in one at 0-5 cm. from the pharyngeal 
orifice and in the remaining thirty-one cases at 1-2 cm. 


from the ostium. 


The shadows cast are faint in comparison with the 
surrounding structures, so that positive reproductions 
give a totally inadequate representation of the definition 
which is actually ob- | l 
tained on the X-ray film. 
For this reason only two 
typical radiograms are 
here shown (figs. 4a and 


b). 

The X-ray appear- 
ances in our series have ' 
fallen into two distinct 
groups. When the ob- 
struction is at or near 
the isthmus there is a 
shadow with compara- - 
tively smooth edges 
gently fading to a point 
at the junction of the 
cartilaginous and 
osseous portions. This 
can be seen in fig. 4a and 
is reproduced in fig. 5a 
and b. There is always 
an overflow of medium 
which regurgitates down 
the lateral wall of the C w 
pharynx and occasion- 


Fic. 5—Tracings of typical shadows 


ally over the soft palate. observed in cases of eustachian 
The most common form obstruction, © and (0) obstination 

: at or near isthmus. c) and (d) 
of obstruction occurs at obstruction 1-2 ecm. from tip of 
1-2 cm. from the catheter. 
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catheter tip and in these situations pooling of the opaque 
medium gives rise to appearances which are typical as 
‘ mushroom-like ” shadows. This type is shown in fig. 4b 
and diagrammatically in fig. 5c and d. . 


SUMMARY 


The teclinique used for contrast radiography of the 
eustachian tube in 34 cases of aviation ‘‘ pressure ” 
deafness is described. | 
any other pathological conditions of the tube, and no 
opinion of its use in other lesions can be expressed. 

Pyelectan has so far proved the most suitable opaque 
medium. . i 

The results show that in this type of deafness there is 
a definite blockage in the cartilaginous portion of the 
eustachian tube, but they do not reveal the extent or 
character of the obstruction. 

In two cases the stenosis began at the isthmus, in one 
at 0-5 cm. from the pharyngeal orifice and in the remain- 
ing thirty-one cases at intermediate sites. 

These findings definitely dispose of the theory that 
there is a valve-like action of the pharyngeal orifice 
which, by its closure, prevents the entrance of air into 
the tympanum. l 


Our thanks are due to the Commanding Officer of this 
hospital and to the Director General of Medical Services, 
R.A.F., for permission to publish these notes. 
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i ee ee A 
BRACHIAL NEURITIS 
OCCURRING IN EPIDEMIC FORM 


R. WYBURN-MASON, M.B. CAMB., M.R.C.P. 
REGISTRAR AT THE NATIONAL HOSPITAL, QUEEN SQUARE . 


THE occurrence of a number of cases of brachial neuritis 
in the outpatient department of the National Hospital 
and elsewhere in the last few months suggests that the 
condition may be the result of an epidemic infection. I 
can find no reference to any similar condition in the 
literature, although of course isolated cases of brachial 
neuritis are well known. The following 4 cases are typical 
of a series of 42. 


OCASE-RECORDS 


CasE 1.—A house-painter aged 54, admitted on Dec. 2, 
1940. He had suffered from a number of carbuncles in 
the previous 6 years. In May, 1940, he developed two of 
these in the right axilla which after incision healed in 4-5 
weeks. He returned to work in June, but soon began to 
experience weakness in lifting his right arm above the 
horizontal and a severe ache in the middle of the arm, 
accentuated by use of the limb. In the course of the 
next 6 weeks the pain became so severe that he had to 
give up work and could not sleep at night. The ache 
spread down to the elbow along the inner side of the forearm 
to the wrist and up to the shoulder; it was accompanied by 
severe stabs of pain, “‘ like red-hot pokers being pushed down 
the arm,” which awakened him at night. Pain ceased atthe 
wrist but began again along the lower third of the palm as a 
numb, swollen sensation involving the four fingers, back and 
front, and originating from painful spots in the pads of the 
hands and fingers ; most severe in the region of the point of 
the shoulder. Any attempt to put the right hand on the 
back of the neck caused excruciating pain. Cold numbed the 
fingers further and accentuated the pain; warmth might 
relieve or greatly exaggerate it; movement accentuated it 
and lying still relieved it somewhat. There was no evidence 
that the condition was due to lead poisoning. 

Temperature 99° F. on admission. Right shoulder lower 
than left. Right arm showed slight general wasting and very 
defective power in all movements, especially in those of the 
shoulder-joint, which caused great pain. Tendon reflexes 
brisk and equal on the two sides. In the area of skin supplied 
by the anterior primary divisions of C3-D3, including the 
whole arm, considerable pain was elicited by coarse handling, 
with slight hypo-esthesia and hypo-algesia. Cold objects 
oaused a painful response running up and down the arm like 


It has not been used to elucidate. 
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an electric shock 5. warmth, on the contrary, felt pleasant. 
There was great tenderness on pressure over the brachial 
plexus in the supraclavicular triangle, causing violent pins 
and needles in the whole limb. Deep sensation normal. No 
other abnormal physical signs. The cerebrospinal fluid, the 
blood-count, and a radiogram of the cervicodorsal spine were 
all normal. Sedimentation-rate was 3 mm. (200 mm. tube) 
in. 1 hour (Westergren), urine normal. At first, the severity 
of the pain necessitated morphia injections, Antiphlogistine 
poultices to the arm, diathermy to the arm and neck, and a 
salicylate mixture by mouth. In the course of a month the 


pain greatly diminished. The temperature became normal - 


on the second day. As the pain became less, massage was 
begun. Power gradually returned to the limb and when the 
man was discharged on Feb. 9, 1941, the pain was only slight 


-and localised to an area in the region of the deltoid muscles. 


CasE 2.—A housewife aged 30, admitted April 25, 1941. 
Eight weeks before, her first child had been born after a 
normal labour. Chloroform inhalations were usede during 
delivery but no injections except morphia. Next day she had 
generalised aches and pains, especially across the shoulders 
and in the lumbar region. She could not sit up unaided and 
her lower limbs seemed weak and “‘ almost paralysed.” All 
these symptoms disappeared in 24 hours and she was well until 
8 days afterwards, when a burning sensation appeared in the 
point of the right shoulder and deltoid ‘muscle. In the next 
few days this extended to the elbow, became severe and kept 
her awake at. night, but disappeared after 3 weeks, leaving her 
with a dull continuous ache in the region of the wrist and 
elbow, shoulder and lower part of shoulder blade and right 
side of neck. This was aggravated by movement and 
associated with a weakness of some movements, especially 
yraising the arm above her head to do her hair, or stretching her 
arm out in front of her, which provoked sharp pain darting 
through the shoulder region. She also experienced pins and 
needles in the whole of the right extremity, coming and going 
and leaving a numb sensation behind. Since the onset she 
had also noticed pins and needles in all her toes, reaching at 
times as far as the knees and often accompanied by a sensation 
of heat and cold. The week before admission there had 
been a severe ache between the shoulder blades, stiffness 
of the neck, an ache in the left wrist and elbow like that 
in the right arm, and a sensation of pins and needles in 
this limb extending from the fingers to the wrist. Suckling 
her child brought on the pain severely. we i 

The right arm showed, no wasting; but there was much 
winging of the right scapula and weakness on raising the arm 
from the horizontal abducted position to above the head, on 
abduction and forward movement of the humerus, and on 
extension of the elbow. There was slight weakness of all 
other movements of the right elbow, wrist and fingers; the 
rhomboids, trapezius and latissimus dorsi were normal; there 
was slight fibrillation of the triceps. 
slight weakness of all movements. The right triceps jerk was 
brisker than the left but within normal limits. All other 
reflexes were normal. In the right arm, there was hypo- 
zesthesia to all superficial stimuli in patchy areas roughly 


- corresponding to the segmental area of C5. These areas were 


interspersed with patchy areas of hyperesthesia and other 
areas the touching of which caused a sensation of pins and 
needles, especially in the thumb and outer three fingers. In 
fact, the segmental area of C5 was surrounded by an area 
above (C4) and below (C6) where a sensation of pins and 
needles was evoked by pinprick. Deep sensation was normal. 
In the left arm, a similar patchy area of hyper- and hypo- 
sesthesia in the segmental area of D1 and in the tips of the 
inner three fingers. Similar hyperesthesia and pins and 
needles were evoked by pinprick in‘ all the toes. Pressure 
over the brachial plexus in both the supraclavicular triangles 
caused pain, especially on the right. 
magnus muscle showed partial reaction of degeneration ; the 
electrical reactions of other muscles were normal. C.S.F., 
blood-count and radiogram of spine were normal. 

She was treated by massage and electrical stimulation, and 
salicylates by mouth.— In a month the pain and paræsthesiæ 
disappeared and were replaced by hypo-esthesia. 
able improvement in power had occurred and the tendon jerks 
were now equal on the two sides. 


Case 3.—A man aged 63, a secretary, was first seen on 
July 7, 1941. In October, 1940, he had noticed a severe ache 
starting in the back of the neck and running to the left shoul- 
der down the outer side of the arm and forearm and dorsum 
of the hand. The pain was worse on movement or on moving 


The left arm showed | 


The right serratus . 


Consider- . 


o 


left brachial plexus and ulnar nerve. 


~- right sciatic nerve. 
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the head sideways. The arm became very weak but the pain 
and weakness gradually improved. Early in April he had 
suddenly found that the right foot had dropped and he was 
unable to raise his toes from the ground. At the same time 
he noticed numbness in the outer side of the right calf, front 
of ankle and dorsum of the foot. This had remained un- 
changed. There was fairly severe weakness of all muscles of 
the left shoulder girdle and upper limb, proximally more than 
distally, and moderate wasting of all muscles. All tendon 
jerks were absent in the left arm. There was no superficial 
sensory loss, but considerable tenderness over the cords of the 
There was complete 
paralysis of dorsiflexion of the right ankle and toes, with 
inversion of the foot and some wasting and fibrillation. 
Reflexes were all normal. There was complete loss of sensa- 
tion to all superficial stimuli in the skin area supplied by the 
right external popliteal nerve. Pressure over this nerve at the 
head of the fibula caused violent pins and needles in the area 
suppliéd by the nerve. There was no tenderness over the 
No Laségues sign present; the lumbar 
spine was mobile. 

Case 4.—A woman of 67, seen on July 9, 1941. Three 
months before she had begun to get pain in the flexors of the 
wrist and fingers, just below the elbow, and this gradually 
extended up the outer side of the right arm to the shoulder 
and up into the side of the neck and region of the clavicle. 
It was of a hard, constricting nature and very severe, prevent- 
ing sleep. ‘The whole arm began to feel weak. A fortnight 
before admission it passed to the left shoulder and down the 
outside of the arm to the elbow and also to a small area on the 
ball of the thumb. The pain was burning and severe. This 

, arm, also, gradually became weak. On examination she had 
moderate weakness in all muscle groups but especially in the 
deltoids, right more than left, and in the muscles moving the 
shoulder-joint. There was no wasting or fibrillation. All 
reflexes were diminished but just present. There was con- 
siderable: hyperesthesia and hyperalgesia and thermohyper- 
sesthesia over the segmental areas of C5-6 on the right and C5 
on the left, but there was slight diminution to all forms of 
superficialesensation over C3—D1 on both sides in the areas of 
the anterior primary divisions. There was much tenderness 
on pressure over the cords of both brachial plexuses, the right 
more than the left. | 


SUMMARY OF CASES 


I have seen in all 42 cases of brachial neuritis between 
December, 1940, and August, 1941. Dr. J. Purdon Martin 


has recently seen several other cases presenting paralysis. 


of the serratus magnus or radial-nerve lesions as their 
chief feature and associated with sensory changes in 
corresponding skin segments (thus resembling case 2), 
which are probably related to the condition under dis- 


cussion. ‘The cases show the following age-incidence : 
30-39 years .. . 6cases| 60-69 years .. 10 cases 
40-49 ,, .. ..9 , | 70-79” ,, n8 y 
50-59 ,, .. en O 


The youngest patient was 30 and the eldest 77. The 
condition was fairly evenly spread out over the whole 
range from 30 to 80.. There were 13 cases in men and 8 
in women. The left side was affected in 12, the right in 8, 
and both sides in 3. The months of onset were: June, 
1940, 1 case; October, 1940, 1 case; January, 1941, 3 
cases ; February, 1941, 3 cases; March, 1941, 3 cases ; 
April, 1941, 6 cases; June, 1941, 12 cases; and July, 1941, 
13 cases. Thus the disease appeared in the winter and 
persisted into spring and summer. 

The clinical features suggest that the anterior primary 
divisions of the spinal nerves from C3 to D4 inclusive, in 
whole or in part, are involved. In most cases the upper 
part of the plexus, and the skin segments served by C5-6 
nerves, are most affected; but on careful examination 
there are also, in every case, sensory changes of a wider 
distribution. In one (case 2) there were less severe 
changes on the opposite side and slight sensory changes 
in the lower limbs. In most cases the motor weakness 
was general and in long-standing cases accompanied by: 
wasting, but in others it was limited chiefly to one or two 
muscles—e.g., serratus magnus and triceps. Every case 
began with pain, often burning, and typically situated in 
the region of the shoulder blade. The tendon reflexes 
in the affected limb were usually increased or decreased, 
the former in earlier and less severe cases. The severity 
varied considerably from case to case, from mild cases 
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pee responding to treatment to ‘very severe cases 
(case 1). | 

The ultimate outlook is good and in the milder cases 
improvement soon sets in, but the more severe cases are 
very refractory to. treatment as far as they have been 
followed. 7 | 

The occurrence, in the winter and spring, of so many 
cases of what is normally a relatively rare condition, is 
remarkable. Only 13 such cases were admitted to the 
National Hospital between 1924 and the present out- 
break. The close similarity to one another, the localisa- 
tion of the lesion to the anterior primary divisions of the 
spinal nerves, and the tenderness in the region of the 
cords of the plexus and over the ulnar nerve in some 
cases, suggest that the condition is the result of an 
infection, and that the site of the lesion is in the nerves 
themselves at a point distal to the origin of the posterior 
primary divisions. 

RELATIONSHIP TO EXTERNAL POPLITEAL LESIONS 

In the last 3 months I have also seen 7 cases of lesions 
occurring suddenly and for no apparent reason in the 
external popliteal nerve. An example of this is case 5. 
There seems to be a relation between these cases and 
those of brachial neuritis ; they have occurred during 
the same period and in case 3 the two conditions 
occurred at the same time. 

Case 5.—A cobbler aged 36, admitted on May 5, 1941. 
In 1938 he had a severe attack of left-sided sciatica and lum- 
bago, which cleared up after 7 weeks’ rest in bed. Three 
weeks before admission, while at work, he developed sudden 
left foot-drop, and in a few days numbness on the outer side of 
the calf ‘and dorsum of the foot. On examination he had 
complete paralysis of dorsiflexion of ankle and toes and inver- 
sion of the foot. The tendon reflexes were normal. There 
was gross diminution of all forms of superficial sensation over 
the skin area supplied by the external popliteal, but no tender- . 
ness over the external popliteal or sciatic nerves. A radio- 
gram of the spine and the C.S.F. were normal. The electrical 
reactions of the anterior tibial group of muscles were normal. 

He was treated with antiphlogistine poultices, massage and 
electrical stimulation to affected muscles, and was given a 
bed-boot to support the foot. He improved considerably 
after 6 weeks’ treatment. | 


DISCUSSION 


What is the nature of this condition ? Is it an infec- 
tion by a neurotropic virus, like herpes zoster? Is-it,a 
‘* fibrositic ’’ condition ? This seems unlikely, since in 
no case were there other rheumatic manifestations.. Is it 
an allergic reaction to some infection, like the brachial 
neuritis which occasionally follows serum injections ? 
Case 2 suggests that this may possibly be so ; here symp- 
toms occurred 8 days after signs of a general infection 
following parturition. The period of 7-14 days is a 
common interval before allergic manifestations appear. 
In case 1 symptoms occurred about 5 weeks after the 
appearance of carbuncles. One case seen by Dr. Purdon 
Martin began with severe headache and a temperature 
of 104° F., and examination a few days later revealed 
winging of the scapula. Whatever the etiology it seems 
to be a clinical entity, possibly the result of an hitherto 
undescribed infection which is appearing in this war for 
the first time. It may be connected with a number of 
cases of serratus-magnus palsy. with sensory changes in 
corresponding skin segments and of cases of foot-drop 
and sensory changes .in the skin area supplied by the 
external popliteal nerve, which have also occurred lately. 


No light can be thrown on the source of any infection. 


In no case did a patient frequent public air-raid shelters ; 


‘there was only one case in which sore throat had preceded 


the illness. None had had serum injections, or showed 
any obvious nutritional defects. All my cases came 
from London, but in Dr. Purdon Martin’s cases this has 
not been so. 
+ a8 SUMMARY : 

An unusual amount of brachial neuritis was seen in 
London in the eight months December, 1940—August, 
1941, amounting to a small epidemic. 

A series of 42 such cases is reported and 4 are described’ 
in detail. 

The cause of the condition is unknown. 

I wish to thank the honorary medical staff of the National- 
Hospital for permission to publish the case-reports. 
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RESISTANCE OF 
INFLUENZA VIRUS TO DRYING 
AND ITS DEMONSTRATION ON DUST 


DERRICK G. FF. EDWARD, M.D. LOND. 
(National Institute for Medical Research) 


RECENTLY attention has been directed to the part 
played by dust in the spread of disease, particularly 
infection due to Streptococcus pyogenes and Coryne- 
bacterium diphtherie.* Both these organisms are known 
to survive drying and can be recovered from the dust 
of rooms inhabited by infected patients (Thomas 1941, 
Crosbie and Wright 1941). Under experimental condi- 
tions it has been shown that by shaking and beating 
blankets on which streptococci have been dried the 
organisms can be distributed in the air on dust particles 
in a virulent form (Van den Ende, Lush and Edward 
1940). In other infections the possibility of spread by 
dust obviously depends on the ability of the causal 
organisms to withstand drying. Although influenza is re- 
garded as an air-borne infection, little attention has been 
paid to transmission by dust and it has not been deter- 
mined whether influenza virus can resist drying under 
natural atmospheric. conditions, the only data collected 
having been in regard to its resistance to drying in vacuo 
in the cold. It was therefore decided to investigate the 


possibility that dust might be a factor in the spread of 


imfiuenza and to determine the resistance of the virus to 
drying. 
SURVIVAL ON DUST 

Throughout this investigation the PR8 strain of influenza 
A virus was used. Suspensions of virus.were obtained by 
inoculating mice; their lungs were collected three days later 
and after being ground up were suspended in a mixture of 
equal parts nutrient broth and physiological saline. Tests 
for the presence of virus were made by inoculating batches of 


three mice intranasally under ether anzsthesia with 0-05 c.cm. 


of the suspension under test. Animals that died were 
examined post mortem for the presence of influenzal lung 
lesions. Surviving mice were killed on the tenth day and 
examined similarly. . l | 
One experiment was carried out to discover whether, 
after artificial impregnation of a blanket, the virus could 
survive and be distributed into the air by shaking. A 
previously sterilised strip of blanket about 20 in. x 8 in. 
was heavily impregnated with a 5% suspension of virus 
by means of a scent spray and was then hung up to dry. 
Five hours later it was shaken vigorously in a closed tank 
of about 10 c. ft. capacity. During shaking, and for 
10 min. afterwards, air was sucked out of the tank 
through a Wells air-centrifuge at the rate of 2 c. ft. per 
minute. “To collect the virus 10 c.cm. of broth had been 
placed in the rotating cylinder and this was finally tested 
by inoculating three mice intranasally. This method 
for recovering suspended influenza virus particles from 
the air was originally. described by Wells and Brown 
(1936). The experiment was successful and moderate- 


sized influenzal lesions were obtained in each of the: 


mice. : 

On another occasion a ferret was infected with the 
mouse-adapted strain of PR8 in use throughout the 
investigation. For the two or three days during which 
the animal was sneezing and showing the usual symptoms 
of infection several Petri dishes containing small amounts 
of sterilised dust were left exposed in various parts of the 
cubicle containing the ferret in its cage. At the end ot 


this time each specimen of dust was well soaked in broth > 


to extract any virus, centrifuged gently and the super- 
natant tested on mice. In this way virus was demon- 
strated in the dust from a dish placed next to the ferret 
cage and 3 in. away from it, but not from dishes placed 
further away in positions which could not be reached by 
direet droplet projectiles. 


‘hese experiments show that influenza virus can resist 


drying and can be demonstrated in dust that has been 
infected both artificially and naturally. The investiga- 
sion was therefore continued, to assess quantitatively the 
degree of survival and persistence of the virus after 


° A aortas he subject appeared in a leading article in the Lancet, 
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r 


drying and to examine the factors that might influence 


these, such as physical conditions and the nature of the . 


surface on which the virus was dried. 


EXPERIMENTAL METHODS 

i test materials for impregnation the following were 
used : 

Two in. squares of cotton sheet ; 1 in. squares of serge, both 
of which had been previously well washed and then sterilised ; 
glass microscope slides; and sterilised household dust, 
sieved sufficiently to remove the large fibres. The squares of 
sheet and serge were impregnated by allowing 0:7 and 1 c.o. 


respectively of 5% influenzal mouse-lung suspension to soak - 


into them. On the glass slides 0:1 c.cm. of the suspension 
was spread as a thin film along the whole of one side. The 
dust was placed in Petri dishes and impregnated by rubbing 
0-2 c.cm. of the suspension into it with a spatula, so that all 
the fluid was soaked up. In each case the: samples. were 
allowed to dry by exposing them to the air of the laboratory 
under the ordinary atmospheric conditions prevailing. They 
were afterwards stored in the dark in a cupboard until it was 
necessary to test them. - v 


The following methods were used for extracting the 
active virus. - : 

The squares of sheet and serge were soaked for 15 min. in 
5 c.cm. of nutrient broth in Petri dishes, the fluid being 
afterwards squeezed out of them as muth as possible by 
twisting with two pairs of Spencer-Wells forceps. The dust 
was thoroughly mixed with 5 c.cm. of broth and the mixture, 
centrifuged gently to recover the broth. The slides were 
simply soaked in 5 c.cm. of broth. In each case the broth, and 
tenfold dilutions of it, were inoculated intranasally into mice. 
to estimate the amount of virus recovered. 

Except from the glass slides, it did not appear likely that 
these. methods of extraction effected a complete recovery of 
viable virus. In order to find out the proportion recovered, 
control samples of the materials were impregnated in the 
manner described and extracted at once before drying took 
place. With the sheet there was no appreciable difference 
between the amount of virus recovered and that “which was 
applied to it. Only 10% of the virus applied, however, was 
recovered from the serge and the dust. 


SURVIVAL AND PERSISTENCE AFTER DRYING 

Specimens of serge, sheet, dust and glass slides were 
impregnated in the manner described and the viable 
virus extracted before and after drying. It was found 
that between 1 and 10% of virus withstood drying on 
the serge and the dust and 10% or more on the glass 
slides. When squares of sheet were impregnated with 
0-7 c.cm. of virus suspension, an amount sufficient to 
saturate the square almost completely, 1% of virus sur- 


-vived drying, but when 0-1 c.cm. of suspension was 


applied as a drop in the centre there was survival of 
little more than 0:01%. A similar difference in survival 
depending on the degree of impregnation did not occur 
with the serge, and the reason for the difference with the 
sheet is not apparent. In fact, the opposite effect might 
have been expected, if heavier impregnation had led to 
slower drying ; for it was found that, if a square of sheet 
was impregnated with 0-7 c.cm. and drying took place 
slowly because of the humidity of the atmosphere, only 
0-01% of virus survived. 

After drying, impregnated specimens were stored in 
the dark in the laboratory and tested for active virus 
after one, three and seven days, and thereafter at weekly 
intervals. It was found that virus disappeared rather 
slowly at a regular rate ; the length of time during which 
virus could be demonstrated on a substance depended 
on the amount initially present when drying was 
complete. , 

The largest amount of dried virus was obtained on the 
glass slides, and the persistence of this is shown in the 
table. In it the results of the titrations in mice are 
expressed numerically ; and in the last column there is 
an estimate of the total active virus present on the slide, 
obtained by multiplying the reciprocal of the highest 
infecting dilution by 100, since the inoculum for a mouse 
was 1/100th part of the volume of broth used for extrac- 
tion. It will be seen that after three days 10% of virus 
remained alive and after a week 1%. After five weeks 
virus could still be demonstrated although there was 
then only 0-01% of the amount originally present. The 
findings with dust were similar to those with sheet and 
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serge, and they can be summarised as follows. When 
drying was complete there was approximately 1 x ‘10‘ 
M.I.D. of virus on specimens of each of these materials. 
A slight decrease might or might not be detected after 
three days; at the end of a week about 1 x 10? (10% of 
the original amount) remained alive and after two weeks 
1 x 10? M.I.D. (1%). This was the least amount which 
could be detected and tests at three weeks were negative. 


PERSISTENCE OF INFLUENZA VIRUS DRIED ON GLASS 


Mice inoculated with dilutions Estimated 
Interval since of broth extract ome ant of 
impregnation viable virus 
PENN 1/1 1/100 1/10,000 in M.I.D. 
4 hours ae 5.5.5 5 2 20 1 x 10° 
24 hours * ME EET Dead A 
3 days TF DiS d,aee 1 x 10° 
7 days 3 Hh T 1.1.0 1 x 10¢ 
2 weeks 1.5.5 0.0.0 1 x 10° 
3 weeks Best 0.0.0 1 x 10? to 10° 
4 weeks Ws eg ea 1 x 10° 
5 weeks L ee a, 1 x 10* 
6 weeks JA 0.0.0 Less than 


Virus was extracted with broth and titrated in mice. 
Resulting infection is expressed in terms of a numerical index. 
Thus 5 represents death with influenzal consolidation of the 
lung. Among survivors, killed on the tenth day, consolidation 
affecting three-quarters of the lung is represented by 3, half 
by 2 and a quarter or less by 1. ° 


Factors influencing survival and persistence of dried 
virus.—Temperature has a considerable éffect on the 
time for which the dried virus remains alive. Squares of 
sheet and glass slides were impregnated with 0-1 c.cm. 
of virus suspension and dried in the usual way. Half 
of them were kept at 37°C. and half at 22°C. On 
. sheet at 22° C. virus could be demonstrated on the third 
day and not on the seventh ; at 37° C. it was not detect- 
able at the end of twenty-four hours. On glass it was 
present in recognisable amount for four weeks at 22° C., 
but for less than one week at 37° ©. On the other hand, 
the higher temperature did not have the same deleterious 
effect during the drying process. When impregnated 
specimens of sheet and glass were dried in the incubator 
at 37° C. and comparison made with the amount of virus 
surviving drying at 22°C., it was found that on glass 
there was little difference, and on sheet rather more 
virus withstood drying at 37° ©. This may be due to an 
increased rate of drying at the higher temperature, leading 
to increased survival; on the glass the rate of drying of 
the thin film is probably almost maximal at 22° C. 

Light also had a deleterious effect on the persistence of 
dried virus. Impregnated squares of sheet were placed 
in the dark as usual, and compared with similar squares 
kept on the bench near a window facing north. In the 
dark virus persisted for a week, but in the light it was 
not detected on the third day. 

In. order to examine the possible effect of the 
amount of protein in the suspending fluid, and to mimic 
more closely natural secretions infected by virus, 5% 
suspensions of influenzal mouse lung were made in 10% 
horse-serum broth and in normal human saliva, as well as 
in broth-saline. With each, smears were made on glass 
slides in the usual way, allowed to dry and tested at 
intervals for the presence of virus. The proportion of 
virus which survived drying and its persistence were the 
same for broth-saline and for serum-broth. With saliva 
only 1% of that amount could be found after drying, 
perhaps owing to a direct destructive action on the virus 
by a lysozyme-like agent such as has been described by 
Burnet, Lush and Jackson (1939). In another experi- 
ment it was shown that reduction of the concentration 
of the virus by using, for impregnation, a 0-5% instead 
of a 5% suspension of lung had no effect on the proportion 
of virus that survived or its persistence. 


VIRUS DEPOSITED IN A PARTICULATE FORM 
In the experiments just described impregnation was 
effected by wetting the test materials completely. 
Under natural conditions, however, such gross soaking 
with infected secretions from influenzal patients is 
unlikely to occur, except perhaps with handkerchiefs and 
from expectoration. Contamination will be chiefly by 


droplets expelled during sneezing and coughing, and by ' 


» 


interest in the light of these experimental findings. 


droplet nuclei finally impinging on some surface. The 
findings so far presented probably apply to contamination 
by spitting and by'the larger droplets, but it was con- 
sidered necessary to confirm them by investigating the 
persistence of virus deposited as small particles or drop- 
let nuclei. It was found that, when specimens of sheet 
were artificially impregnated with droplet nuclei, 10% 
of the amount of virus which could be demonstrated 
immediately after impregnation was still alive after one 
week, and after three weeks there was 1%. On the 
other hand, when droplet nuclei were deposited on a 
smooth surface inside a closed glass bottle, in one 
experiment no virus could be demonstrated after six 
hours, and in another, although virus was present after 
five hours, it could not be detected after twenty-four hours. 


DISCUSSION 


It has been shown that, when certain materials are 
impregnated with suspensions of influenza virus, as much 
as 10% of the virus can withstand the process of drying 
and can then remain alive for days or weeks at ordinary 
temperatures. After three days there may be little or 
no appreciable loss of virus ; thereafter there is a steady 
decrease, between 1 and 10% remaining after a week. 
Minute dried particles containing influenza virus (droplet 
nuclei), such as are distributed by the coughing and 
sneezing of infected patients, can become attached to a 
material like sheet and persist in a similar manner, so 
that 10% may still remain alive after a week. These 
experimental results suggest that, if articles become 
contaminated with infective discharges from patients 
with influenza either directly or indirectly by means of 
droplets and droplet nuclei, appreciable amounts of 
virus may survive drying and persist for at least several 
days. In that case such articles are infective, for virus 
can reach a fresh host by direct contact or by the aerial 
transfer of dried virus on dust particles. Virus has been 
demonstrated on dust exposed near a ferret suffering 
from influenza. Unfortunately a similar demonstration 
of virus in the neighbourhood of human beings is not 
possible because of the low infectivity of such human 
strains for animals. Previous epidemiological experience 
with influenza has not suggested that dust plays any 
part in its spread, but further observations might e. of 
‘or 
reasons connected with the war the experimental investi- 
gation itself has had to be interrupted. 

In certain other virus diseases evidence exists for 
believing that virus persisting in the dried state on dust 
and other articles may play some part in their spread. 
Infection by psittacosis has been reported in persons 
handling imported feathers (see van Rooyen and Rhodes 
1940). Dried epidermal scales from cases of smallpox 
are regarded as infective, and their aerial transfer may 
carry the infection to a distance. With foot-and-mouth 
disease the results of detailed experimental investigation 
are available (Report 1927, 1931); these show that 
when dried on certain materials the virus can remain 
alive for several weeks. Hay treated with infective 
saliva was capable a month later of transmitting the 
disease to a calf which ate it. -Storage in the light or a& 
37° ©. had a lethal effect on the dried virus of foot-and- 
mouth disease, similar to that recorded here with 
influenza virus. The time of survival of the former 
varied greatly according to the material impregnated. 
With influenza. virus, however, although only a few 
representative test materials were employed, no such 
differences were noted. 

. SUMMARY 
. An experiment is described showing that, after im- 
pregnation of a blanket with a suspension of influenza 
virus, the virus survives drying under ordinary atmo- 
spheric conditions and can be distributed in the air on 
dust particles by shaking the blanket. 

Virus could be demonstrated on dry dust exposed near 
a ferret infected with influenza. D AS 

Results are given of a quantitative estimation of the 
amount of influenza virus that can withstand drying on a 
variety of materials including household dust. Between 
1 and 10% was found to survive, but, if drying took place 
slowly in a humid atmosphere, as little as 0-01% survived. 

The time for which the dried virus remained alive was 
estimated. There was little depreciation after 3 days, 
and 10% might persist for a week and 1% for a fortnight. 


N 
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Disappearance of virus was much more rapid when 
impregnated materials were kept at 37° C. or in the light. 

The epidemiological significance of these findings is 
discussed and reference is made to other virus diseases in 
which a part is possibly played by dust and dried virus 
in the spread of infection. 


I am grateful to Dr. M. Van den Ende for helping me to 


finish this investigation, and to Mr. R. E. Glover for his 


coöperation in the experiments with ferrets. 
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CONTINUOUS ADMINISTRATION OF 
ETHYL CHLORIDE 


U. M. WESTELL, M.R.C.S., D.A. 
ANÆSTHETIST TO PRESTON ROYAL INFIRMARY 


ETHYL CHLORIDE has been in use as a single-dose 
anæsthetic for over 40 years. The early anæsthetists 


recognised its dangers, which in addition to its toxic 


action on cardiac muscle are mainly due to its extreme 
volatility ; this makes control almost impossible and 
overdosage all too easy. They regarded it as a drug 
whose administration required more skill-and vigilance 
than was justified by its sphere of usefulness. In: 1902 
Guy! of Edinburgh found that ethyl chloride required 
a smaller effective dose, and was thus rendered safer, if 
given in combination with nitrous oxide, and devised a 
simple apparatus for induction of anesthesia by this 
method. In 1911, Guy and Ross? produced another 
apparatus for administration of nitrous oxide and oxygen 
continuously, with addition of fractional doses of ethyl 
chloride as required. This apparatus is still used in 
Edinburgh for dentistry. Since 1911 no advance has 
been made, and ethyl chloride is still widely used but 
only in single doses. 

For the past 15 months I have used ethyl chloride by 
continuous vaporisation with nitrous oxide and oxygen. 
The ethyl chloride was sprayed into the chloroform 
bottle of a Boyle or Walton apparatus in quantities 
varying from 5 to 20 c.cm. according to the anticipated 
duration of operation and resistance of the patient. 
Induction was with nitrous oxide; then, if relaxation 
was inadequate, ethyl chloride vapour was added gradu- 
ally by slowly raising the lever of the chloroform bottle 
(with the plunger well raised in the Boyle apparatus). 
. When relaxation was adequate the vapour was cut down 
to the minimum required for maintenance. Partial re- 
breathing was used and cyanosis avoided by adequate 
oxygenation. Results are shown in the table. By this 
method the anesthesia was as easily controlled as 
= when divinyl ether was used instead of ethyl chloride 
by the same technique. Cough did not occur, and 
apnoea and laryngeal spasm, so troublesome with ethyl 
chloride administered alone, were rare; when they did 
occur they were due to too rapid increase of ethyl 
chloride concentration and easily stopped by cutting 
it down a little and adding carbon dioxide. No appreci- 
able drop in blood-pressure was noted even in patients 
already shocked ; indeed, a sustained, mildly stimu- 
lating effect was produced in these. Recovery was rapid 
(1-10 min., as with divinyl ether), and postoperative 
vomiting only very slightly commoner than with di- 
vinyl ether. The period of recovery was taken as from 
cessation of anzsthetic to the time at which the patient 
could first give a coherent answer to the questions: 
“ What is your name ? ” and ‘“ How old are you? ” 

Ethyl chloride by. this method is particularly useful in 
cases requiring frequent painful dressings where nitrous 
oxide is insufficient; and in these cases after-pain is 
notably lessened. 


1. aone ene Fairlie’s Pandbook E E Edinburgh, 1940, | 
DP- e 


. Ibid, p. 210. 


_ patients ranged from 4 months to 97 years. 


One particular terrified refugee, aged 13, who had had 
nine anesthetics in her own country, was anzsthetised by 
this method on alternate days for 2 months. No premedica- 
tion was given, no after-effects were seen, and the child ate a 
hearty meal within 4-? hr. after anesthesia on most occasions, 
gaining $ st. in weight in the 2 months. She had proved very 
resistant to ether, which caused prolonged vomiting. 

The quantity of ethyl chloride used varied in each case, 


from 3 c.cm. for an operation lasting 10 min. in a fit 
adult male to 25 c.cm. for an operation lasting I hr. 10 


min. in a similar subject, neither having had premedica- 


tion. The cases were mostly casualties, and a large 
proportion had fractures, simple or compound, lacera- 
tions of varying extent and burns. The ages of the 
Opiates 
were used for adults only and were either morphia gr. $ 
with atropine gr. 1/100, or morphia gr. $ with hyoscine 
gr. 1/200. 

The method was found to be particularly useful for 
ambulant casualties, who, owing to rapid recovery and 
absence of pain or after-effects, were able to look after 
themselves and go home very soon after operation, thus 
saving much nursing attention and couch space in a busy 
department. It- is, however, essentially a fine-adjust- 
ment method, and not to be lightly undertaken by the 
inexperienced, to whom anesthetics in a casualty depart- 
ment are too often entrusted. In my view an experi- 
enced anesthetist is especially necessary in a b 
casualty department if as many cases as possible are to 
remain ambulant. 

There were 2 deaths in the ethyl-chloride series, one 
from septic absorption following severe burns, 6 weeks 
after operation, and one in an infant aged 4 months, 
from bronchopneumonia after lapardtomy for acute 


EXPERIENCE IN l CASES ANAESTHETISED WITH ETHYL 
CHLORIDE, GAS AND OXYGEN, AND IN 61 GIVEN DIVINYL 
ETHER IN PLACE OF THE ETHYL CHLORIDE 


Duration Incidents Sequelee 
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ETHYL CHLORIDE 
No pre- | 
medication 19 11 2 1 1 6 3 1 1 5 
Atropine only| 2 4 0 2 0 1 1 0 0 1 
Opiates .. 0 10 3 0 1 7 1 0 0 0 
Total .. | 21 | 25 |5 $3 | 24914} 5/1114] 6 
DIVINYL ETHER f i 
No pre- i 
medication} 12 9 o 0 2 5 0 2. 0 3 
Atropine only 5 6 0 0 0 1 1 2 0 1 
Opiates .. 3 17 9 0 2 4 0 0 1 1 
9 0 41410] 1 4 1 5 


Total .. 20 32 


intestinal obstruction ; this was the only post-operative 
chest case in either series. Four deaths occurred in the 
divinyl ether series, two from gas gangrene following 


. extensive wounds, one 3 days and one 10 days after 


operation ; and two with severe burns, one from second- 
ary shock, 6 hours after operation and one 14 days after 
from toxemia. ` l 
SUMMARY 

A series of 51 cases anæsthetised with nitrous oxide, 
oxygen and ethyl chloride vapour are compared with a 
series of 61 cases in which nitrous -oxide, oxygen and 
divinyl ether was given by the same method. The 
ethyl chloride (3-25 c.cm. according to the length of 
operation) was sprayed into the chloroform bottle of a 
Boyle or Walton apparatus, and anzsthesia Was main- 
tained for periods of 10-70 min. Adults received morphia 
and atropine or morphia and hyoscine before induction. 

The patients were mainly fit, ambulant casualties, bu 
some were shocked, with extensive injuries. 

Postoperative sequele were few and transient, and 
constitutional disturbance minimal. 

Ethyl chloride seems to be brought under control by 


. this technique, but requires the same constant watchful- 


ness which is necessary during the administration of 
chloroform. 
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THE KONDOLEON OPERATION FOR 
=- CHRONIC LYMPHGDEMA 


E. D. TELFORD, 
B.CHIR. CAMB., F.R.C.S. 


H. T. SIMMONS, .- 
M.D., CH.M. MANC., F.R.C.S. 
EMERITUS PROFESSOR OF SURGERY, RESEARCH FELLOW, MAN- 

UNIVERSITY OF MANCHESTER CHESTER ROYAL INFIRMARY 


. (Neurovascular Clinic of the Infirmary) 


IN a limb swollen by chronic lymphcedema the lesion 
is confined to the tissues above the deep fascia, and how- 
ever large the limb may become there is never a y 
` oedema below this fascia. The pathology of the con 
tion is in the main unknown, but it is evident from the 
delay in the excretion of dye injected into these limbs 
that the normal channels of lymph return are choked. 
Hence, surgical intervention has been directed in various 
and often ingenious ways towards establishing some form 
of alternative channel. It is no doubt true that this is 
the only approach which promises any permanent good, 
since other methods, such as rest, massage and support, 
yield ae othing but the most ephemeral improvement. 

e attempt by surgery to develop alternative 
arnel buried materials such as silk threads have been 
used, efforts have been made to drain the lower limb into 
the peritoneal cavity via the crural canal, and trial has 
been made of flaps of normal skin transplanted to form 
a bridge between the diseased area and the nearest 
normal tissues. Such attempts have not made good; 
after a temporary improvement any benefit is lost by the 
formation of scar tissue. Some continental writers have 
reported success after sympathectomy. This, however, 
has not been our experience, and we have shown? that 
the operation of lumbar-cord ganglionectomy has failed 
to secure any permanent improvement in chronic 
lymphoedema. 

“The sole method which today seems worth while is 
that associated with the name of Kondoléon. Normally, 
as was first shown by Sappey, there is no lymphatic 
communication across the deep fascia, and the object of 
the Kondoléon operation is-to develop, by hiatus of the 
deep fascia, a free interchange between the diseased area 
and the unaffected intermuscular lymphatic channels. 
The original conception is due to Lanz who, in a patient 
with lymphoedema of the thigh, cut long strips of the 
deep fascia, and leaving these attached by one end fixed 
the free ends into holes drilled in the shaft of the femur. 
Kondoléon left the fascial strips attached by one end and 
_plunged the free ends into the intermuscular septa, but 

the more recent practice has been to excise long and wide 
strips of the deep fascia together with a wedge-shaped 
area of the overlying cedematous tissue. 

It is, of course, likely that the success of the Kondoléon 
fechnique will, as in older operations, be hampered by 
the formation ‘of deep scar tissue. It is, therefore, the 
more necessary that the operation be not judged on its 
immediate effect, but only after a long period. 

With this object, we have recently examined 11 
patients, 2 men and 9 women, on whom we have done 
the Kondoléon operation during the last 8 years. In all 
these patients the operation was done for lymphcedema 
of the lower extremity. We have excluded from this 


reyiew a number of patients in whom the operation was 


done less than a year ago. 

Operation.—An adequate Kondoléon operation implies 
æ long incision stretching on the outer side of the limb 
from the trochanter to the external malleolus, and on the 
inner side from the level of the saphenous opening to the 
internal malleolus. These incisions should be inter- 
rupted for 3 in. at the level of the knee, and the inner 


incision will, of course, be planned to avoid the internal | 


saphenous nerve and vein. We have found it best to 
carry the incision at once through the deep fascia. By 
-everting the edges of the incision in the fascia it is 
possible easily to cut a wide strip of fascia and overlying 
tissue from each side of the incision. The wound is 
closed with particular care to hemostasis; no drain is 
necessary and the bandage should be firmly applied. 


RESULTS 


“Te return to normal is expected of the operation, the 
results are disappointing. In but 2 of our cases has this 


1. Telford, E. D. and Simmons, H. T. Brit. J. Surg. 1938, 25, 765. 
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fortunate result been approached, and it is interesting 
to note that both cases were of post-traumatic origin, 
dating in each instance from a comparatively slight 
injury inflicted 6 years before.the operation. The end- 
results in -the 11 patients do, however, show some 
gratifying features. In all but 1 patient there has been — 
no further increase in the girth of the limb, and it is 
pleasing to note that in no case has there been any further 
upward extension of: the disease. Many measurements 
of these limbs have been made under comparable condi- 
tions, always in the mid-afternoon after reasonable 
exercise, and these show in 10 of the 11 patients a 
reduction in girth of 2-2 i in. In all, 7 patients state that 
they have been able to return to work and have lost the 
pain and discomfort which formerly rendered them 
incapable of sustained effort. One says that ‘‘ although 
the leg may swell after exercise as much as before, it 
goes down ever so much more quickly.” This statement 
is interesting as affording some evidence that the 
operation has succeeded in its object of securing a by- 
pass for the lymphatic flow. 

We think it fair to evaluate the Kondoléon operation 
as follows. It will not'secure a return to normal, but it 
will, as a rule, reduce the girth of the limb by some 25-30% 
of its increase ; and, what is more important, it appears 
to stop further extension of the disease. It is likely to 
succeed in relieving the pain and discomfort of the heavy 
limb and may allow of a return to work. For these 
reasons we think the operation is worth while. It is safe 
and easy, and in the present state of our knowledge is the 
only operation which can hold out any prospect of 
improvement. ` 

- SUMMARY 

Eleven patients on whom the Kondoléon operation 

has been performed have been observed for periods of 


| 2-8 years. 


The results show that the operation, although not 
likely to yield a complete cure, produces improvement 
which justifies its use for cases of chronic lymphcedema. 


FURTHER EXPERIENCES WITH — 
SULPHAPYRIDINE IN FILARIASIS 


K. Vicors EARLE, M.D. LOND & CAMB., D.T.M. 


LATELY SECOND GOVERNMENT MEDICAL OFFICER IN THE ADMINI- 
STRATION OF NAURU, NAURU ISLAND, CENTRAL PACIFIC : 


SINCE the publication of a series of cases of filarial 
complications, successfully treated with sulphapyridine 
(Earle 1941a,;-b) some further cases have been treated 
and the results seem worthy of record. 

Lymphadenitis.—The strikingly beneficial effect of 
sulphapyridine on the lymphadenitis complicating 
filariasis probably indicates that the complication is due 
to secondary streptococcal infection rather than to the 
filariasis itself. No diminution in the number of micro- 
filariæ of the blood-stream is produced by the drug. 


Case 1.—A Nauruan woman aged 40. First seen on Jan. 2, 
1941, when she complained of fever and pain and swelling in 
the left popliteal space of two days duration. There was a 
past history of several similar attacks. She was a sturdy 
woman, with no abnormalities save enlarged tender glands of 
the left popliteal space. The overlying skin was tense and 
dark red. There was no enlargement of the crural, inguinal or 
any other lymphatic groups. No septic foci were found on the 
left leg or foot. Microfilariz were found in the blood. Local 
treatment produced no relief, and on Jan. 6 sulphapyridine 
(M. & B. 693) was begun, being given four-hourly. The first . 
two doses were 2 g. each and the remaining eleven doses were 
each 1g. This course was repeated. The temperature fell to 
normal and the local pain and swelling diminished within 
twelve hours of beginning treatment. 


Cellulitis complicating elephantiasis.—Devitalised ele- 
phantoid tissue is subject to recurrent secondary 
invasion. In such conditions sulphapyridine is parti- 
cularly useful, though it does not act on theelephantiasis 
or the underlying filariasis. 


CasE 2.—A Nauruan woman aged 25. First seen on Jan. 6, 
1941, when she complained of extreme pain and swelling of 
the left leg, of three days duration. She was otherwise 
healthy except for severe elephantiasis of the left lower limb. 
The elephantoid swelling reached up to the level of the knee. 
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Superimposed was a severe cellulitis, extending upwards to = 


the lower third of the thigh. Microfilariz were present in the 
blood at night. Sulphapyridine, eleven doses (two of 2 g., 
the remaining nine of 1 g.), was begun on Jan. 6, and the 
course was repeated. There was rapid disappearance of the 
cellulitis but no alteration in the appearance of the original 
elephantiasis, a 


Case 3.—Cellulitis and filarial myositis. A Nauruan man, 
aged 60, first seen on Jan. 4, 1941, complained of fever and 
pain in the right leg. He was rather emaciated, with no 
lesions in the cardiovascular, pulmonary, alimentary or central 
neryous systems. There was elephantiasis of both legs and 
the left forearm. In addition, cellulitis was present in the 
right leg and thigh. No microfilariæ were found in the blood. 
Sulphapyridine in courses similar to those given in cases 1 and 
2 produced lysis of the temperature. The local inflammatory 
reaction subsided concurrently. On Jan. 14 a further swelling 
of the right calf was observed but this time the swelling was 
beneath the elephantoid tissue, in the calf muscles. Sulpha- 
pyridine was again given but this time did not produce any 


response, even when repeated. Since the pain was becoming 
intolerable an incision was mace and dark greenish jpus 
evacuated. The patient made a slow recovery. 

This case again illustrates the fact that, while sulpha- 
pyridine acts rapidly on secondary infection, it is inert 
on filariasis itself. The second swelling was undoubtedly 
due to a filarial myositis which is uninfluenced by sulphon- 
amides. In this variety of myositis the blackish-green 
pus is usually sterile (Quin 1941), thus differing from true 
tropical pyomyositis, where culture of the pus yields 
staphylococci (Hughes 1938), and in which -sulpha- 
pyridine has a well-marked curative action (Earle 1939). 


el, wish to thank Dr. B. H. Quin, senior Government medical . 


officer in the administration of Nauru, for permission to 

publish this paper. : 
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BIATRIAL TRILOCULAR HEART 
WITH ATRESIA OF THE MITRAL VALVE 


E. W. WALLS, M.B. GLASG. 
LECTURER ON ANATOMY IN GLASGOW UNIVERSITY 


Cor biatriatum triloculare with atresia of the mitral 
valve is seldom encountered. Dudzus (1922) described 
a case and in his account of the specimen included a 
short summary of 11 published cases. Since then only 
2 further cases have been recorded (McIntosh 1926, 
Abbott 19382). In his Hunterian lectures on mal- 
formations of the heart, Keith (1909) did not include 
this type of congenital cardiac abnormality, but at one 
point, while discussing: the occurrehce of cor biloculare, 
mentioned that he had seen 3 cases in which the hearts, 
all from stillbirths, showed mitral atresia in association 
with extremely minute left atria. Whether these cases 
were in other particulars similar to true cor biatriatum 
triloculare with mitral atresia is not made clear. 


$ CASE-HISTORY 


The infant was admitted to hospital at the age of 11 weeks. 
She was fairly well nourished but her colour was poor, lips 
and nose being cyanosed. For several days she had been 
disinclined to feed and had been coughing a great deal. 
During feeds she became very blue but attacks of cyanosis 
occurred independently of feeding, being followed by pallor. 
The chest showed signs of considerable inflammatory con- 
gestion. The heart was slightly enlarged ; the sounds were 
pure and of good quality at the apex, but at the base only 
one sound could be heard, a tapping preceded by a short 
murmur. The child became increasingly cyanosed and 
sunken-looking and died aged 14 weeks 2 days. While in 


- 


Fic. 1—Heart opened from infront; atrial septum shown ' 
from the right side. F.O. = foramen ovale; = 
septum primum; S.S. = septum sccundum; X. = 
secondary foramen; A. =aorta; P.A. =pulmonary artery ; 
C.V. = common ventricle ; - = ridge representing 
septum of truncus arteriosus. | 


- with a normal right atrioventricular valve. 


hospital the heart-rate varied between 130 and 160 and the 
respirations between 30 and 60. 

The findings at autopsy confirmed the diagnosis of the 
chest condition but otherwise revealed nothing of note except 
in the heart, in which there were three chambers, two atria 
and one ventricle (cor biatriatum triloculare). The single 
ventricle, in which’ no trace of a septum could be found, 
communicated by' a large tricuspid opening .with the right 


atrium but no left atrioventricular opening was present. | 


Leading from the common ventricle was a single arterial 
stem, guarded by three semilunar cusps, on the dorsal wall 
of which was a well-marked ridge. This ridge represented 
the septum which normally divides the truncus arteriosus 
into aorta and pulmonary artery. The pulmonary artery 
was here found to arise from the aorta on the right side of 
the septum; thus not only did this case show an undivided 
truncus arteriosus but the aorta and pulmonary artery as 
developed were transposed (fig. 1). The coronary arteries were 
derived from a single vessel which arose from the aorta some 
distance above the origin of the pulmonary artery and descended 
to the coronary sulcus alongside the truncus arteriosus. 

The right atrium, which was of normal size, received the 
superior and inferior vene cave and the coronary sinus, 
and communicated, as mentioned, with the common ventricle 
by a large tricuspid opening. This opening seemed identical 
The left atrium, 
also of normal size, received the four pulmonary veing, but 
no opening into the ventricle existed, there being complete 
atresia of the mitral valve. The interatrial septum presented 
a patent foramen ovale, 3 mm. by 1-5 mm., bounded by very 
clearly marked primary and secondary septa, and in addition 
a smaller foramen, 2 mm. in diameter, situated below the 
fossa ovalis (fig. 1). Numerous established cases of persistent 
ostium primum of Born were compared with this foramen 
but it does not appear to be an example of that condition ; 
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in the atrial septum 


Fia. 2—Presumed circulation ; 
the foramen ovale is above and the secondary foramen 


F Y 


below. S.V.C. = superior vena cava ; V.O. = 
inferior vena cava; R.A. = right atrium; L.A. = left 
atrium; Ao. = aorta; P.A. = pulmonary artery ; C.V. 
= common ventricle. 
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more likely it was secondarily produced by back pressure from 
the left atrium owing to the mitral atresia. 

The circulation in this case must have been as 
represented in fig. 2 and that being so, survival for 3 
months is remarkable. 

I wish to thank Dr. Mary Stevenson, in whose wards in 


Stobhill Hospital, Glasgow, the patient was seen, and 
Prof. D. M. Blair for advice and criticism. 
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Reviews of Books 


Psychoanalytical Method and the Doctrine of Freud ` 
ROLAND DALBIEZ, Dr. ès lettres. London: Longmans, 
Green and Co. Pp. 515 and 331. 2 vols. 40s. 

To the people—many of whom are not psycho-analysts 

—who admire the lucidity of Freud’s style it must come 

as a surprise that anyone should write two volumes 


because he finds Freud incapable of presenting his. 


thought in a convincing form or of making a clear 
distinction between his method and his doctrine. In the 
first volume Dr. Dalbiez presents the theory of psycho- 
analysis, and in the second expresses his own views. 
He consistently points out the relations of Freud’s views 
to those of other workers, and his approach is partly 
historical ; thus he recalls the war waged by Hughlings 
Jackson and Head against the anatomical theories, and 
their insistence on the need to think physiologically ; 
Freud showed that we must, in addition, think psycho- 
logically. Contemporary theories are also contrasted 
with those of Freud. Janet’s view centred on the 
negative idea of deficiency, whereas Freud insisted on the 
positive idea of conflict, and he took up the neurological 
approach to hysteria at the point where Babinski left it. 
Since he is by training a philosopher, a pupil of Meyerson 
whose views are outlined in a discussion on the historical 
and scientific methods in 
regards psycho-analysis as a discipline not of the type of 
the sciences, which explain the particular by the general, 
but of the type which, like history, explain an event by 
an antecedent event. He does not consider psycho- 
analysis to be a philosophy in itself. His discussion of 
Pavlov’s work in relation to Freudianism shows his 
original perspective: he concludes that the conditioned 
reflex can be regarded as a psychological concept and as 
such lends support to Freudian views on psychic mechan- 
isms and their dynamic and unconscious nature. 
Most critics of psycho-analysis, he considers, fail, like 
Freud himself, to distinguish between method and doc- 
trine, and the whole first volume is merely preliminary 
to a chapter in the second volume where the associa- 
tive method is thoroughly examined. He holds that the 
method, correctly applied, can produce scientifically 
accurate results, but he criticises the doctrine freely, and 
eventually concludes that the fundamental problems of 
the human soul are left untouched by psycho-analysis. 


He accepts, however, many points in the Freudian 
theory. Thus he agrees that infantile sexuality must 
be regarded as normal, and that there is a genetic link 
between this and the sexopathies ; but he considers that 


Freud has failed to make the philosophical distinction 


between “ accidental’ and ‘‘ essential.” Thus for the 
polymorphic perversion attributed by Freud to the 
infant Dr. Dalbiez would substitute polymorphic per- 


vertability. Elsewhere he points out the difficulty of 
accepting the Freudian theory of dreams. 


In contrasting Bergson’s theories of habit and memory 
with Freud’s Dr. Dalbiez suggests new paths of inquiry. 
The part played by memory in the Freudian method 
would repay close attention, especially if the dynamic 
nature of memory was kept in mind. Plenty of clinical 
examples, drawn from various authors, are quoted in the 
two volumes. One or two assertions are based on in- 
sufficient evidence: thus Dr. Dalbiez accepts Peiron’s 
claim, which would be questioned by most physiologists, 
that a toxic substance—hypnotoxin—can be demon- 
strated in the blood and cerebrospinal fluid. The work, 
however, is a brilliant example of Gallic logic and 


conciseness, and the translation is worthy of them. 


` REVIEWS OF BOOKS 
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Tropical Tips for Troops 
Lieut.-Colonel E. T. BURKE, M.B. Glasg., officer com- 
manding 40th Field Ambulance, XIII Division, 1914-19 
in Gallipoli, Egypt, Mesgpotamia, N. Persia, the Caucasus 
and Transcaspia. London: W. Heinemann Medica! 
Books. Pp. 63. 2s. 6d. ` 


Colonel Burke intended this small paper-backed 
booklet for the use of officers and men of our armies in 
those regions loosely called ‘‘ the tropics ’’—regions 
which embrace, among others, parts of Europe, Egypt 
and the Near East, and South Africa, as well as the 
geographical tropics. The text is divided into five 
chapters advising on tropical kit, protection against the 
sun, tropical diseases, vermin and mental readjustment. 
There are one or two unexpected omissions ; for example, 
the advantages of ‘‘ long shorts ” and of mosquito boots 
are not mentioned ; while the recommendation to wear 
a cholera-belt may not find universal acceptance. In 
the second chapter, the malignancy of the tropical sun 
is perhaps overdrawn, but the chapter on tropical 
diseases contains much information of value to laymen. 
Bilharzia is not mentioned, though it is surely of even 
greater importance to troops in the field than plague, 
to which a section is devoted ; relapsing fever—particu- 
larly the Central African variety—and its vectors might 
also have found a place. The chiggoe flea, too, is a 
minor parasite which may assume major importance 
in the military field; and a few words on ticks would 
round off the chapter on vermin. The section on mental 


‘readjustment contains much wisdom. This little volume 


should be of considerable value to those about to embark - 
Be ea expeditions abroad, and it will be in large 
emand. E 


Modern Dermatology and Syphilology 
S. Warra{m BECKER, M.D., associate professor of derma- 
tology and syphilology in the University of Chicago ; and 
MAXIMILLIAN E. OBERMAYER, M.D., assistant professor of 
dermatology and syphilology in the university. London : 
J. B. Lippincott Co. Pp. 871. 65s. 


THIS new textbook presents many original features. 
The paper and illustrations are excellent while the 
two columns of printing to. a page are restful to 
the eye. The authors give their considered opinions in 
lecture form ; inevitably the reader will disagree with 


some of these opinions, but he will find them far more 


stimulating than a dull recital of facts. References in 
the text are cut down to the minimum and an adequate 
bibliography is to be found at the end of each section. 
Plenty of space is given to treatment—which should 
appeal to the practitioner, who most often consults 
textbooks to find out what to do. No space is wasted 
on obsolete methods. In the treatment of syphilis, the 
recommendation that} neoarsphenamine should be given 
every five days must be criticised. The seven-day in- 
terval has proved satisfactory and itis better for patients 
on a long course of treatment, particularly. those attend- 
ing clinics, to report at the same time each week ; with 


five-day intervals treatment will periodically fall due at 
‘the week-end, and patients will tend to default at those 


times. 


Year Book of Public Health, 1941 


J. C. GEIGER, M.D., Dr.P.H., director of public health of 
San Francisco, Chicago: Year Book Publishers; London: 
H. K. Lewis and Co. Pp. 544. 15s. 


Tuis fs one of a series of year books, on various depart- 
ments of medicine, founded in 1900 and since continued 
annually. The present volume, without preface or 
introduction, deals with recent papers on a great variety 
of public-health subjects, each with a footnote by the 
editor. The matter is extracted mainly from current 
American publications, but due attention has been given 
to important contributions to British journals. The 
selection is guided by the importance of the papers to the 
progress of the science and practice of preventive medi- 
cine, with a bias towards those which throw light on 
controversial subjects or which raise new contentions. 
It is thus a valuable guide to the progress made in the 
past two years. Though in some places tinctured by 
American laws and methods, most parts of it will have 
equal value all over the globe. Of topical interest is the 
chapter on military hygiene, or more correctly war-time 
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hygiene, since in the present war problems are mainly 
connected with the civil population. The book should 
have special value to British medical practitioners who 
are finding that war-time restrictions on imported litera- 
ture make it difficult to keepabreast of recent advances 
in knowledge. 


' Medical Societies 


ROYAL ACADEMY OF MEDICINE IN IRELAND 


AT a meeting of the Section of Obstetrics on Oct. 17, 
with Mr. SETON PRINGLE in the chair, a presidential 
address on i ` 

Placental Infarcts 


was read by Dr. N. M. FALKINER. He recalled the work. 
published in 1914 by James Young, who accurately 
described the red infarct and drew attention to its 
association with eclampsia. Recently: workers in 
America, especially Bartholomew and his colleagues, 
have revived Young’s views. Careful examination of 
placentas from all toxæmic cases have resulted in the 
recognition of certain types of placental infarct in associa- 
tion with different clinical manifestations. It has been 
shown that placental infarcts of the more acute types 
are definitely associated with the toxæmias of pregnancy, 
and it is possible to predict the type of infarct that will be 
found in the placenta from the clinical history. With 
the experience of examining placentas as “ unknowns,” 
it has been possible to establish criteria for an exact 
classification of placental infarcts and their relation to 
toxæmia. Bartholomew has put forward hypotheses 
with regard to the significance of hypocholesterolæmia and 
hypothyroidism as predisposing to infarcts in the 
placenta. Young and Bartholomew agree as to the 
setiological significance of the acute placental infarct in 
toxzemias, but differ in their interpretation of the causal 
factors. producing these lesions. Dr. Falkiner showed 
sections from 20 cases of toxemia of pregnancy and 
demonstrated the constant oécurrence of acute infarcts 
in pre-eclampsia and ’eclampsia and that the older or 
more chronic infarcts are associated with nephritic 
toxzemias. | | 

Dr. GIBBON FITZGIBBON said he had found a few 
infarcts, -but had more or less discounted them’ as 
causative elements in the toxemias of pregnancy. | 

Dr. BETHEL SOLOMONS urged that a series of placentas 
from normal cases should be compared with a series from 
toxzmia cases. He asked if autopsies have been done on 


cases where the uterus has ‘been removed with the- 


placenta in situ, for these might shed new light on the 
decidual circulation. The relation of infarcts, and a good 
or bad decidua] circulation, to toxeemias is, he said, still 
an unsolved puzzle; the general belief is that when 
infarcts are present with good decidual circulation the 
toxzemia is more severe. 

Dr. JOHN CUNNINGHAM referred to the great delicacy 
of the vessels in the placenta, and said that the rate of 
growth of these vessels is enormous. When growth is 
as rapid as this something is bound to go wrong some- 
times, and this to some extent explains the development 
of infarcts. The most interesting question is whether 
the toxzemia is due to the infarct or the infarct due to the 
toxemia, He personally thought that the infarct is 
due to the toxemia: In cases of chronic nephritis and 
vascular hypertension it is not unreasonable to expect 
. that the new blood-vessels in. the placenta will be 

especially affected. 

Prof. A. H. DAVIDSON thought the chief question was : 
does infarction come from the maternal circulation or 
from the foetal circulation? He thought that it comes 
from the latter. During his time as master of the 
Rotunda Hospital a number of babies born of toxamic 
mothers showed albuminuria, which suggested that they 
had nephritis. Á 

Dr. R. M. CorBET said that if, as Bartholomew and his 
co-workers maintain, the fcetal vessels are primarily 
affected, there must be a hypercholesteroleemia in the foetal 
circulation ; the question might also be raised why the 
foetus is not always affected to the same degree as the 
mother. Dr. Falkiner suggested that when the infarction 
is acute the whole cotyledon is involved. If this is so, 
the toxins liberated may not be absorbed by that cotyle- 
don, but will be carried upwards in the maternal blood- 
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stream to the subchorionic pool where there is little or no 
absorption, and thence into the general circulation, where 
they may be taken up by the maternal tissues before the 
blood returns to the placenta, hence leaving the fostus 
unaffected. . 

Dr. J. S. QUIN thought that if these lesions are the 
cause of the toxemia the case of toxemia from severe 
accidental hemorrhage which Dr. Falkiner mentioned must 
demand another explanation. Whether the toxemia 
is maternal or fcetal in origin, Dr. Falkiner considered 
considered that both the maternal and the fcetal circula- 
tions were involved. How does the separation of the 
placenta in these cases compare with the appearance 
of the infarcted areas in a recent infarction ? 

Dr. W. R. F. Corts had observed that in every case 
where there was toxemia in the mother there was 
toxæmia in the baby as well. Wherever the toxin is it. 
certainly gets into the foetal circulation. He asked what 
is the mechanism of the actual thrombosis. Is it foetal 
or maternal ? : : toa 

In his reply Dr. FALKINER said that this work is still 
going on. The decidua had not been examined in any 
case. It is very. difficult to examine the decidua in-the 
placental circulation. There are reasons to back up the 
disturbance of the maternal circulation will 
cause infarction. The greater proportion of patients 
who develop sugar in the urine during pregnancy develop 
albuminuria. 


AMERICAN UNIT AT WORK 


THE American Red Cross Harvard field hospital 
unit, planned for the investigation and treatment of 
infectious diseases under war-time conditions, is now at 
work. Soon after war broke out Harvard University offered 
to send a field and laboratory unit to England to study 
epidemiological problems. The offer was accepted, and 
in August, 1940, Prof. J. E. Gordon of the Harvard 
medical school came here to confer on the details of 
organisation. It was decided that a hospital should. 
be included, and at the invitation of Harvard the 
American Red Cross agreed to provide hospital build- 
ings and equipment and recruit nursing and admini- 
strative staff. ‘To assemble personnel and equipment 
and move them across the Atlantic naturally took 
time. Now, however, a year after the development of 
the plan, transport of equipment and staff has been 
completed and the construction work is nearly done. 
There are twenty-two buildings, connected by covered 
walks, each building having its own oil-burning central- 
heating system. Beds are provided for 125 patients, 
over 40% of them in single rooms, the remainder in two- 


bed rooms. The hospital is affiliated with the Emerg- 


ency Medical Service, and receives both military and 
civil patients. One building is especially designed for 
admitting arid discharging of patients; new arrivals are 
examined and in some instances treated in this building 
before being transferred to a bed in the main hospital. 
Those ready to be discharged are brought back to this 
building for tub bath and return of clothing. In other 
buildings are staff quarters, laboratories, operating- 
theatre, X ray, laundry, kitchen, dining-room,- store- — 
rooms, garage, offices and recreation-rooms. The 
laboratories are well equipped for diagnostic procedures 
and research in infectious disease. Personnel brought 
from America includes 60 nurses, 8 physicians, 6 labora- 
tory technicians, 3 secretaries, a hospital superintendent, 
a dietitian and a chef. Other employees are British. 
The aim of the unit is to attack problems of infectious 
disease by mean sof field study, laboratory investigation 
and clinical observations. Field units consisting of 
physicians, technicians and public health nurses will be 
available for work in any part of Britain. Cars and other 
equipment for mobile operations have been provided. 
These units are being used to supplement local health 
organisations in times of need, and such help will be 
welcome now when local agencies are often reduced’ in 
staff and burdened with extra war duties. So far as is | 
practical the base will be used by the field unit for 
laboratory work and for supplies. Actual projects in 
which the unit is engaged must of course depend largely 
on circumstances, but infections of the central nervous 
system and the pneumonias are special interests of 
members of the staff. 
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TYPHUS IMMUNISATION 


THE war has now entered countries where exanthe- 
matic typhus is both endemic and epidemic and where 
frequent and efficient delousing will be difficult if not 
impossible to carry out. Typhus is endemic on the 
Russian front from the Caucasus to Finland, although 
epidemic proportions have not yet been reached. 
Much of the disease described in the English news- 
papers as typhus is undoubtedly typhoid, which in 
German is known as typhus abdominalis. Neverthe- 
less there seems tọ be an urgent need for effective 


immunisation if the history of the Serbian army in. 


the last war is not to be repeated. Ona later page 
will be found a note on the precautions regarded by 
the Ministry 
lice reach this country. 

Unfortunately little is yet known about typhus 
immunisation on a large scale. The only vaccine 
which has been in use for any considerable time is that 
of Weici. This is made from the intestines of lice 
infected with typhus rickettsiz inoculated per rectum. 
Three to four injections of the vaccine are necessary 
to produce immunity while some hundreds of lice are 
required for the immunisation of one person. Apart 
from the delicate technique of rectal injection this 
method therefore requires a large staff of immunes on 
whom the lice can be nourished. It.is thus hardly 
practical unless a whole institute is devoted solely to 
the manufacture of the vaccine, as was done at Lwow 
under the direction of Professor WrIcL. It is known 
that WEIGL remained when the Russians occupied 
this town in 1939 but nothing has been heard of his 
fate and that of his institute since the beginning of the 
Russo-German conflict. 
immunisation used on a large scale has been the 
injection of living murine typhus rickettsie in Morocco 
and ‘Tunis. These rickettsie, when living, un- 
doubtedly immunise against exanthematic typhus 
but often at the expense of an attack of murine typhus 
which though not so deadly as the exanthematic 
form is not to be despised. The use of living murine 
rickettsiz as a vaccine is also contra-indicated in 
countries where lice. are widely distributed in the 
` population, for then the stage is set for the possible 
conversion of murine into exanthematic typhus 
rickettsiz by passage through the louse. The possi- 
bility of using killed murine typhus rickettsize has 
been envisaged by Ruiz CA&stanEpDA,! who finds 
that in guineapigs multiple doses do produce some 
immunity. On another page Dr. G. M. FINDLAY 
shows from personal experience that the converse is 
also to some extent true, and that at any rate a 
partial immunity is produced in man against murine 
typhus by killed exanthematic typhus rickettsiz. 
‘In dealing with exanthematic typhus, however, 
it seems far better to employ the killed homo- 
logous rickettsie, provided these can be obtained in 


sufficient quantities. Two methods have recently 
been put forward .for obtaining antigenically rich 
> 1. Ruiz Castaneda, M. Brit. J. exp. Path. 1941, 22, 167. 
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vaccines of exanthematic typhus rickettsiæ. Cox? 
has injected rickettsiz into the yolk sacs of developing 
chick embryos while DURAND and Grroup® have 
instilled rickettsiz intranasally into mice. From the 
yolk sac or the mouse lung, after treatment with 
formalin or phenol, vaccines may be obtained contain- 
ing very large amounts of killed rickettsic. To 
confer immunity, however, it seems essential to give 
four or five injections. Both these vaccines have 
been employed on a small scale in man but their actual 
value as immunising agents is at present unknown. 
Cox’s egg-yolk vaccine was employed during the recent 
small epidemic in Spain but the results are as yet 


‘ unpublished. It is known that laboratory workers 
‘who have been immunised by the egg-yolk vaccine 


have subsequently become infected with exanthe- 
matic typhus ; in these cases of course there was pro- 
bably a more intense infection and a longer exposure 
than is likely to occur under conditions in the field. 
A drawback to the use of the mouse lung vaccine is 
obviously the possibility that other viruses present in 
the mouse lung may remain active in the presence of 
the disinfectant employed. This possibility may be 
reduced by employing special laboratory-bred strains 
of mice. 

Before typhus immunisation is attempted on a large 
scale in the field certain fundamental questions must 


_ be answered—what is the minimum number of injec- 


tions that produces immunity and the length of time 
for which immunity persists, and what are the keeping 
properties of the vaccine? In immunising large 
numbers of people it is not easy to ensure that all 
receive four or five injections at intervals of 5-7 days, 
so that if possible the number of injections should be 
reduced to one or two. In regard to the duration of 
immunity it is known that with Weigl’s louse vac- 
cine, as with the tick vaccine prepared against Rocky 
Mountain spotted fever, reinoculation every year is 
essential. Incidentally in testing immunity reliance 
should not be placed solely on the Weil-Felix reaction ; 
the agglutination test and the demonstration. of 
rickettsicidal antibodies by. the intradermal injection 
in rabbits, as devised by Grroup,‘ should also be 
employed. Finally there is already evidence that 
after 5-6 months in the ice-chest both Weigl’s 
vaccine and the mouse-lung vaccine lose much of their 
antigenic power.. Presumably if kept at room 
temperatures their loss of antigenicity womg be eyen 
more- rapid. 


INDUSTRY'S CLAIM. ON MEDICINE 

“ Tue months that lie immediately before us,” says 
the Minister of Labour, “ will be as crucial a period as 
that of the Battle of Britain,’’ and he has appealed to 
industry to increase its output by 30 or 40 per cent. 
His appeal is a challenge to the medical. profession, 
and in particular to those doctors who having appoint- 
ments in factories can help to ensure optimum effort. 
The question of optimum hours, Mr. Brevi has said, 
is not so much one of bargaining ‘between trade-unions 
and employers as one demanding a scientific approach 
which takes account of all the factors involved at any 
given time and recognises the need for adjustment as 
those factors change. Surely one scientific approa ch 


2. Cox, H. R. Publ. Hith Rep. Wash. 1938, 53, 2241. 
3. Durand, P. and Giroud, P. Arch. Inst. ’Pasteur Tunis, 1940, 29, 


25, 234. 
4, Bull. Soc. Path. exot. 1938, 29, 25; 31, 245. 
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must be that of medicine as a whole, the combined 


wisdom of all who have the privilege of supervising 
The effects of abnormal 
hours on health are known; they have just been set 
out 1 again with authority by a select committee, but 
we need more observations on the effects of different 
work spells. Admittedly, excessive overtime for a 
long period has a devastating effect on the human 
reserve of strength, both physical and mental. Over 
short spells of a month or two, or even three as after 
Dunkirk, effort can-be greatly intensified without 
collapse. But over six months, the precise period 
mentioned by Mr. Bevin, it would be folly to drive 
factory workers blindly, without regard to rest and 


recreation. Production isi by no means directly 


proportional to the number of hours worked; the 
optimum hours for regular output are far less than 
those which.can be maintained in a spurt. The 
problem with which we are faced is to find the correct 
work spell for each group of workers, for each gang, 
for each process, for each department, and for each 
firm. Fatigue, that scientifically vague yet expressive 
word used to sum up the results of overwork, can at 
present only be measured in terms of output; if 
fatigue appears in the individual, in the squad, in the 
gang, in the shop, then production falls. And because 
fatigue is cumulative it follows that the national effort 


must decline if the rules so truly laid down by the. 


Health of Munition Workers Committee in the last 
war, and amply confirmed by later experience, are not 
applied by those in authority. 

= How is this to be done? The first step is to apply 
existing knowledge and this is now, we are assured, 


the firm intention of the Government as stated in the 


report mentioned above and summarised last week in 
these columns (p. 648). No longer is the accumulated 
wisdom of the Industrial Health Research Board and 
its forerunners in regard to the relation of working 
hours to output, tested again and again and proved 
right every time, to be set aside by the producing 


departments. Patriotism is not enough ; we can be | 


ruthless with materials but not with the human tools 
that fashion them. To ensure the perfect adaptation 
of workers to their work would no-doubt require an 
industrial medical service with a code and practice as 
elaborate as (say) that of the school medical service. 
But, as the B.M.A. report? published today insists, 
an adequate medical service does not necessarily 
involve an elaborate and expensive organisation. 
Last year’s order of the Ministry of Labour paved the 
way by giving the Factory Inspectorate discretion to 
introduce doctors, nurses and welfare officers into any 
factory engaged on armament work. There should 
be, says this report, in every factory, large or small, 
arrangements for the medical supervision of the 
workers. Before the war there were in this country 


some 520 factories employing a thousand or more — 


workpeople, and 137,000 employing less than 250. 
It should be possible for a group of smaller firms to 
coédperate in appointing a medical officer who will 
spend his whole time in industrial medical work ; and 
there is much to be said for having some advisory 
body to help the employer get the kind of medical 
officer who can safely be given a free hand when 


1. Statement relating to Production, being the 25th report of the 
Select Committee on National Expenditure. H.M. Stat. 


Office. 6d. 
2. Report of Committce on Industrial Health in Factories. B.M.A. 
House. Pp. 43. Od. 
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appointed. The proper placing of workers according 
to their fitness, their continued supervision under 
working conditions after return from illness, study 
of the occupational hazards and the best way to meet 
them, a careful watch on the beginnings of psycho- 
neuroses—these form the background of a job which 
might well become as attractive as that of the public- 
school famulus. And to become this the works 
medical officer must be left to develop his style un- 
hindered, with direct access to the management when 
he needs it. The Association of Industrial Medical 
Officers has also devised a training scheme which it 
regards as practicable even in war-time, by which 
special . university committees, including doctors, 
employers and trade-union officials shall arrange 
courses in industrial medicine and obtain facilities for 
entry into all kinds of factories. Actually the interest 
of the general practitioner in the subject is being 
much quickened these days and there is a good pros- 
péct, if the war goes on long enough, of the doctor 
regaining the intimate knowledge of his patients’ 
daily lives that he lost when they entered the erst- 


while gloomy portals of the factory. This new aware- 


ness will provide the clue to the “ research ” which is 
regarded as something apart and out of the question 
at present. 
life looks like to doctors who move freely within it. 


PHOTOGRAPHY THROUGH THE 
-= PERITONEOSCOPE 


As early as 1901 the abdominal viscera of a dog 
were seen through a cystoscope introduced into a 
pneumoperitoneum. Since then the peritoneoscope 
has been much improved, and the latest triumph is the 
perfection of a method of colour photography which 
makes it possible to attach a coloured picture of his 
abdominal organs to the patient’s clinical notes. Yet 
the enthusiasts for peritoneoscopy are still few, and 
there seem to be three reasons for this lack of favour : 
the procedure may be accounted unsafe; its scope 
may be too limited; or the alternative (usually 
exploratory laparotomy) may be considered so much 
more satisfactory that any added risk is considered 
worth while. From published accounts the dangers 
of peritoneoscopy do not seem alarming. GARREY ? 
has reported 75 peritoneoscopies without a complica- 
tian, except for slight sepsis in the abdominal wall of 
one case. His patients were, on an average, 36 hours 
in hospital. He discusses the experience of other 
observers, notably of Ruppock, who has completed 
1500 examinations, and concludes that peritoneos- 
copy has only a fraction of.the mortality of laparo- 
tomy, while it saves money and hospital beds. The 
first part of the operation is the induction of a 
pneumoperitoneum. An area in the midline of the 
abdominal wall about 5 cm. across, just below the 
umbilicus, is anesthetised by procaine infiltration. 
An incision 1-5 cm. long is made through the skin; and 
a small blunt trocar and cannula are inserted through 
which the pneumoperitoneum is induced. The 
larger cannula which is to act as the sheath for 
the optical instrument is introduced through a nick 
in the anterior fascia. GARREY gives as the essentials 
for the patient’s comfort during the procedure 
gentleness in all movements—no jolting and no 
touching of visceral surfaces by the instrument. He 


1. Garrey, W. E. New Engl, J. Med. 1941, 225, 180. 
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also exercises great care in anzsthetising the parietal 
peritoneum. Intra-abdominal photography, de- 
scribed by Horan. and Eppy,? is also done under 
local anesthesia. A conscious patient is almost an 
essential, for during the exposure the breath has to be 
held. The main obstacle encountered at the outset 
was that the lamp supplied with the peritoneoscope 
was an insufficient source of light, so that a very small 
lamp with a very powerful beam had to be invented. 
According to present technique this lamp must be 
introduced through a separate peritoneal opening, 


but a trocar is being designed which will carry 
both peritoneoscope and light-carrier through two — 


air-locks. 

The value of peritoneoscopy depends on the possi- 
bilities of extending its scope. Up to now it has 
been useful in the differential diagnosis of liver 
diseases, in deciding whether or not to operate in 
cases in which secondary malignant growth issuspected 
and in determining the nature of pelvic tumours. 
The parts of the abdominal cavity readily seen are 
the under surface and anterior border of the liver, and, 


2. Horan, T. N. and Eddy, C. G. £ Surg. Gynec. Obstet. 1941, 73, 273. 
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by tilting the patient into the Trendelenburg position, 
the upper surfaces of the pelvic organs ; between these 
two regions the intestines get in the way. In obscure 
cases of jaundice it has been possible to. diagnose with 
certainty cirrhosis, syphilis and’ secondary deposits — 
in the liver. An enlarged gall-bladder may be clearly 
seen, but the pancreas is not in sight. Tuberculous 
peritonitis has been correctly diagnosed, and biopsies 
of the omentum and of the liver have given valuable 
information. Fibroids and ovarian cysts are readily 
demonstrated. The differential diagnosis of ascites 
can be made. Early leaking of blood from an 
ectopic pregnancy gives an unmistakable picture. 
The advocates of peritoneoscopy say they have been 
able to save unnecessary laparotomies and give 
material aid in arriving at a prognosis in difficult 
cases. They do not claim that this is an infallible 
method of diagnosis, and in fact have found it of most 
aid inconfirming a diagnosis already strongly sus- 
pected. The question remains whether surgeons in 
this country will think the risk and inconvenience 
of an exploratory laparotomy sufficient to make 
them adopt this alternative. 


Annofations 


BACTERIA IN DISTILLED WATER 
Ir is important at any time to have reliable standards 
when assessing the bacterial content of water, and in 
ar-time, when supplies may be contaminated, such 
standards need to be especially trustworthy. Bigger 
and Nelson! have cleared up some doubts about the 
significance of variations in coliform-bacillary counts, and 
have called attention to fallacies in methods of filtration. 
Though their experiments were primarily concerned with 


the technique of water examination, their findings have a © 


direct bearing on everyday medicine. Thus they note 
that water which is pure in other respects may acquire 
from rubber tubing, corks or filters traces of powdered 
talc, asbestos, silica or other earthy matters ; and though 
these may be sterile and protein-free their presence 
makes it possibte for bacteria to grow in the water as 
soon as it comes into contact with air. These solids do 
not form the nourishment of the organisms, which live, 
it seems, on carbon dioxide, traces of ammonia and per- 
haps other minor gaseous constituents of air. The 
action of the siliceous particles appears to be catalytic ; 
in their presence distilled water—which normally will 
not permit contaminating coliform bacilli to multiply— 
becomes strongly favourable to their growth. This 
finding throws light on the work of Knott and Leibel,? 
who reviewed the factors inducing pyrogenic properties in 
fresh and stored distilled waters used to prepare solutions 
for intravenous injection. Their experience suggested 
that a reaction in the patient was more likely to be 
‘provoked by traces of protein (often bacterial in origin 
and detectable by a rise in albuminoid ammonia) than 
by particulate or inorganic matter. Yet they remarked 
that it was a commonplace of the preparation room 
that solutions showing inorganic deposits were very 
liable to prove pyrogenic, and if such reactions were to be 
avoided deposits of any kind were inadmissible. The 
work of Bigger and Nelson seems to bring these appar- 
ently conflicting experiences into line. In the absence 
of siliceous matter, bacterial contamination of doubly 
distilled water is not followed by growth of organisms ; 

but if sufficient particles of silicate are present multi- 
plication begins even at room temperature. Both 
factors are thus necessary, but neither the initial con- 


. Bigger, J. W. and Nelson, J. H. J. Path. Baer 1941, 53, 189. 
F: Koo F, A. and peels B. Lancet, 1941, , 409. 


tamination nor the number of particles present need be 
large for organisms to grow. Thus small lapses from 
technical perfection may produce serious and far-reaching 
pyrogenic results. No special silicate and no particular 
contaminating organism can be held responsible; Bigger 
and Nelson produced the same results with various 
silicates and with most of the common coliform organ- 
isms and their variants. It is thus unnecessary to 
postulate a special strain of ‘‘ distilled water bacillus,” 
as once was the fashion, or to blame a particular bit of the 
customary apparatus. Thosecharged with the preparation 
and care of intravenous supplies must beware of traces of 
catalytic silicate and of the chance coliform contaminant. 


CATGUT SUTURES 

CatGcut has been employed for the ligature of vessels 
since the time of Galen; it was not until last century 
that it came into use as a suture material. Since then 
it has been almost universally adopted, for its qualities 
conform closely to those of the ideal suture, but it has to 
be used with discrimination. Howes! points out that 
catgut is a foreign body and excites a tissue reaction 
which is sometimes accompanied. by infection, parti- 
cularly when it is used in the skin and*mucous mem- 
branes. Apparently catgut encourages infection by 
acting asa culture medium. It is also not well tolerated 
by muscle and in fat, where the poor blood-supply is prob- 
ably responsible for a low-grade inflammatory reaction 
with considerable necrosis and induration. To minimise 
the risk of infection and the foreign-body tissue reaction, 
Howes advocates the employment of catgut in fine sizes 
arguing that in any case the strength of a sutured wound 
is limited by the power of the tissues to retain the suture. 
The tensiie strength of chromic catgut no. 1 is about ten 
times that of aponeurotic tissue. To employ such a size 
is clearly unnecessary, although allowance must be made 
for the weakening of the thread from absorption, its 
tensile strength being probably reduced by half four days 
after insertion. Howes suggests that no size greater 
than no. 0 is needed in suturing any tissue and that much 
finer gauges (0000 or even 00000) should be used in 
tissues which have a poor holding power for catgut. If 
additional strength seems necessary he advises a larger 
number of interrupted sutures, although he points out 
that there is no advantage to be gained by placing them 
closer together than 1 cm. Bowen? says that larger 


is Howes, E. L. Surg. Gynec. Obstet. 1941, 73, 319. 
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sizes of catgut are actually digested more rapidly and lose 
their thread strength earlier than finer ones, because of 
the greater tissue reaction produced by the larger sizes 
and the more certain impregnation of the smaller gauges 
of chromic catgut during manufacture. Howes main- 
tains that the incidence of wound infection is reduced 
and healing hastened by paying attention to these points. 
These views are supported by previous experimental 
work. Bates? points out that the edges of a healthy 
wound do not adhere firmly for the first four days but 
thereafter the strength of the junction rapidly increases 
until by the tenth day it approaches normal. The ideal 
suture must therefore retain its strength during the first 


ten days of healing. Bates’s experimental studies . 


showed that the finer sizes of chromic catgut (000) 
retained an adequate tensile strength for a fortnight, and 
that healing was rapid when they were used, whereas 
larger sizes (3) had little to do after a week, although the 
wounds were poorly healed even at this stage. Plain 
catgut of all sizes was even ‘more rapidly absorbed and 
accompanied by inflammatory reaction and delayed 
healing. Bower, Burns and Mengle,* from experimental 
work on dogs, reached similar conclusions regarding the 
healing of intestinal wounds and laparotomy incisions. 
They have applied their experimental findings clinically 
with success. Unabsorbable suture materials have been 
growing in popularity in recent years, particularly in 
America. Those who.advocate their use have empha- 
sised the disadvantages of catgut. 
that among the factors influencing wound healing the 
use of fine needles and sutures is important, in order to 
avoid, trauma and foreign-body tissue reaction. He 
therefore advocates the employment of silk, but it seems 
that when catgut is used in suitable sizes most of the 
objections to it disappear. 


VAGINAL EXAMINATION, DURING LABOUR 

So much has been written about the potential dangers 
of making a vaginal examination during labour that in 
the ranks of the extremely cautious this procedure has 
been totally vetoed and replaced by the routine employ- 
ment of the rectal route for diagnosis and prognosis. A 
vaginal examination in labour undoubtedly carries with 
it a small but ever present risk of introducing infection 
from the perinzeum and the lower reaches of the vagina 
into the cervix and uterus or further; such an infection 
may be endogenous from the patient herself or exogenous 
from the examiner’s hand or person, especially his 
nasopharynx. Whatever precautions are taken there 
still remains a small risk. Such precautions include the 
intelligent use of an impervious mask to cover mouth and 
nostrils, the exclusion from tthe labour ward of all per- 
sonnel harbouring any form of nasopharyngeal infection, 
however mild, not forgetting the common cold and the 
seasonal sore throat, the employment of complete surgical 
asepsis for the examining hand and the use of a dry 
sterilised glove, careful toilet of the area of examination, 
and the generous exhibition of some reliable antiseptic,. 
such as Dettol cream. If all these precautions are 
-faithfully observed we have at least given as few hostages 
to fortune as we can. But the determining factor is not 
only the method but still more the number of examina- 
tions. One or two vaginal examinations carry but a 
small risk, but every repetition increases the danger, 
especially if the repetition involves a number of different 
people, such as the outside practitioner, the admitting 
midwife, the pupil midwife or medical student, the 
resident house-surgeon and perhaps as a final court of 
appeal the consultant. These multiple vaginal examina- 
tions constitute a real danger and should always be 
` discouraged, since universally accepted figures show that 
the morbidity-r ate rises in direct pr oportion to the 


3: Bates, R T Ibid, 1939, 43, 702. 
4. Bower, J. ., Burns, J. C. and Mengle, JT. A. Ibid, 1940, 47, 20, 
5. Whipple, A . O. Surg. Gynec, Obstet. 1939, 69, Internat. lbstr. 
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number of antepartum examinations, and moreover it is. 


a contra-indication to cesarean section should this be 
ultimately advisable. 
On the other hand, there is no doubt that vaginal 


examination is the only certain method of exactly © 


assessing the degree of dilatation of the os in difficult 
cases—for example, when the presenting part is covered 
by a thin membrane of undilated cervix and yet full 
dilatation is diagnosed on rectal exainination. It is also 
the only accurate way of diagnosing the presentation 
when this is masked by cedema of the presenting part 
and the rectal findings are equivocal. The enthusiastic 
supporters of the rectal route claim that as much 
information can be obtained by this as by vaginal 
examination, but they admit that practice and experience 
are essential, and they are mostly prepared to resort to 
vaginal examination when in difficulty or doubt. The 
dangers of the rectal approach are that it leads to a sense 
of false security and therefore too frequent employment 
by too many different people on any one case. Masks 
and antiseptics are apt to be neglected and the very 
method of examining the rectum readily becomes 
haphazard ; thus the inadequately sterilised thumb may 
be placed on the introitus. Erving and Meister! ask 
whether a finger in the rectum which rubs the surgically 
dirty posterior vaginal wall into the cervix and over the 
presenting part is any less risky than & properly and 
carefully performed vaginal examination. They sup- 
port the limited use of the vaginal route with some 
convincing figures. In 1000 cases consecutively delivered 
in the maternity unit of the Millard Fillmore Hospital, 
Buffalo, 97-5% of whom were examined vaginally an 
average of 1-4 times, there were no maternal deaths, and 
the corrected foetal mortality was 2:7% ; 4-5% of the 
mothers were febrile according to the League of Nations 
standard. In extenuation ‘of even this small morbidity- 
rate, it must be, noted that Erving and Meister’s 
cases were largely’ complicated and 75% were delivered 
a fact which in itself accounts for 
any sepsis. The conclusion to'be drawn is that a 
carefully conducted . vaginal examination, done once or 
twice only, is no more dangerous than a rectal exami- 
nation, while its diagnostic exactitude renders it greatly 
preferable. 


WHY DO MEN MAKE WAR ? 


War, says Mr. D. W. Harding in “ The Impulse to 
Dominate” (London: Allen and Unwin. Pp. 266. 


7s. 6d.) is a social institution, sanctioned alike by the 


aggressor nations and ourselves. During the quiet 


periods ‘between wars the ordinary citizen has no desire 


for war, but he has acquiesced in the principle of 
domination or submission as the rule in private life and 
confronted with dominant intentions on the other side 
(as the citizens on both sides feel sure they are) he can 
see nothing for it but resistance. Now come im all 
kinds of exacerbating influences: innate aggressive 
impulses; propaganda ; 
apontaneous—aided by that process of rationalisation 
which leads even the most intelligent to manufacture 
reasons for their emotional responses, and by the 
citizen’s dim understanding of international affairs. 
The author notes the view that psychological theory 
belittles efforts to exclude war; but he maintains that 
the human nature we know is institutionalised human 
nature, not the biological product that an uncritical 
reading of psycho- analysis would suggest. If the psycho- 


analytic view is correct it means “that the emotions _ 


leading to war are “ neurotic,” for the greater the 
influence of repressed impulses in determining behaviour 
the more neurotic it is. 

Mr. Harding seems to put his finger on the primary 
knot in this tangle when he writes: “ The early family 


1. eet Il. W. ‘and d Meister, E. F. Amer. J. Obstet 
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situation must be the means by which society perpetu- 
ates its typical patterns, the means by which it forms a 
closed circuit and precludes criticism of its basic assump- 
tions’’; and one of these assumptions is the validity of 
the institution of war as a means of settling differences 
between states. No scientific view of war, says he, can 
undermine our conviction of being morally justified 


when we fight against wrongful aggression, just as we need 
not doubt our moral right to. defend ourselves or our 
law-abiding neighbours against robbery with violence 
even though a detailed analysis may convince us that 


our established institutions are responsible for producing 
criminals. In a now forgotten book “ The Science of 
Power” Benjamin Kidd showed how our social institu- 
tions depended upon a social heredity, and although 
stable through the centuries are capable of rapid and 
radical change which can be consciously directed. Mr. 
Harding indicates means by which our social heredity 
could be altered towards integration. An international 
authority to enforce peace, he points out, is domination 
on the grand scale. He would have us recognise that 
dominant behaviour is an institution which our culture 
has devised and perpetuated just as the neurotic person 
has created his incapacitating illness. Prophylaxis must 
depend on psychological security for the individual 
and elimination of those family and social traditions 
which preclude criticism of society’s basic assumptions. 
The first requirement could partially be met by 
sociological changes; the second, he thinks, calls for 


a widespread application of individual analysis, parti- 


cularly of child analysis. The proposition thus to alter 
our social life is alarming, he admits ; our impulse is to 
take a firmer clutch on what we already have, even 


though what we already have includes war. A similar 


reaction of insecurity to any invitation to change, even 
in small matters, stands in the way of all integrative 
behaviour. 

. This summary of his views cannot do justice to the 
balance of the book, or to its careful study of the mental 
processes involved in the warlike spirit. To follow the 
author all the way, however, would call for a detachment 
which few of us can achieve in these times, though perhaps 
the Chinese could approach it. Their custom of allowing 
a defeated enemy to save his face is fundamentally sound, 
rooted in commonsense. Butto put down Mr. Harding’s 
book and pick up a daily paper is to pass into another 
world not to be measured by his standards and values. 
All the more satisfying is it that such a work can be 
published at this stage. Whether the author’s conclu- 
sions are right or wrong, the mood in which he handles 
this, the most pressing problem mankind has ever faced, 
is the only one reaching towards a solution. 


FUNCTION OF THE TRIGONAL MUSCLE 


THE trigonal muscle of the human bladder is made up 
of two parts—Mercier’s bar and Bell’s muscles. Macleod,}! 
in considering their function, correlates their hypertrophy 
with various pathological findings. The principal 
functions of the muscle as a whole in relation to micturi- 
tion appear to be to straighten out and eliminate the 
urethral angulation ; to form a smooth channel leading 
towards and into the urethra; and to maintain this 
smooth passage-way, especially towards the end of 
micturition. The two parts of the muscle, according 
to Macleod, become hypertrophied under different 
eircumstances—the interureteric bar, when there is 
extra-vesical obstruction, such as a urethral stricture, 
and Bell’s muscles in the presence of a prostatic projec- 
tion or a stenosis of the bladder neck. The hypertrophy 
of Bell’s muscles in such conditions is explained by the 
fact that they have ‘increased work to do to provide a 
smooth gully along which the urine may run. Macleod’s 
findings are derived from cystoscopic examinations and 
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post-mortem observations. The observation that thé 
interureteric bar is thickened in cases of extra-vesical 
obstruction has a special interest since it runs counter to 
the opinion of Frontz and Landes, who hold that the 
bar is not thickened in cases of urethral stricture. 
Macleod also throws light on the working of the trigonal 
muscle. According to him, the interureteric bar prevents 
encroachment of the bladder mucosa on the smooth 
surface of the muscle when the bladder is nearly empty. 


EXPECTORANTS 

AT this time of the year, shrouded in November fog, 
our island home becomes once again a land flowing with 
ipecac and ammon. carb. The use of expectorants “ to 
increase and liquefy ” the sputum is firmly established - 
by tradition, and the futility of medical treatment—as 
distinct from skilled nursing—in the management of 
exacerbations of chronic bronchitis is probably the main 
reason for the routine prescribing of these drugs; it is 
not that they have been proved to be of value, but that 
they are as good a placebo as anything else. The physio- 
logical basis for the use of expectorants is perfectly 
sound: the output of secretion from the bronchial 
mucosa can be increased by vagal stimulation, and the 
same effect can be produced reflexly by irritating the 
vagus endings in the stomach mechanically or by means 
of drugs. It is well known that nausea and vomiting 
due to gastric irritation are accompanied by increased 
bronchial and salivary secretion and not infrequently a 
cold sweat provides additional evidence that the enhanced 
activity of the cholinergic fibres has spread far afield in 
the vegetative nervous system. But no convincing 
evidence has yet been produced to show that these 
physiological observations can be usefully applied in 
therapeutics. The only exception to this is that emetics 
are occasionally administered to children suffering from 
acute bronchitis in order to promote transient bron- 
chorrea with the object of flushing viscid secretion 
from the respiratory tract. Few indeed are the patients 
with chronic bronchitis who would submit frequently: 
to the depressing experience of parting with their gastric 
contents in exchange for the fleeting and sickly pleasures 
of profuse expectoration. Nevertheless, it was probably 
the efficacy of this form of treatment in children which 
led to the unjustifiable assumption that subemetic and 
even subnauseating doses of drugs of the ipecacuanha 
series would produce the same effects on the bronchial 
secretion as emetic doses. It is remarkable that so little 
attention has been paid to the time of administration of 
expectorants in relation to meals. Only a small minority . 
of people experience nausea when they take average 
therapeutic doses of these drugs on an empty stomach, 
and it therefore seems highly improbable that such doses 
can excite reflex effects by stimulating the gastric mucosa 
when the interior of the stomach is protected by food- 
stuffs and the mucoprotein of the gastric juice. By 
clinical observations on patients suffering from chronic 
bronchitis, Alstead 1 has shown that no significant change 
occurs in the output of sputum when patients receive 
maximum therapeutic doses of the expectorants in 
common use. Perry and Boyd,? by experiments on 
rabbits and cats, have confirmed Alstead’s s findings, in 
so far as it is possible to apply to man observations made 
on animals. Using a dose of ammonium chloride 
corresponding on a body-weight basis to that of Alstead, 
they could detect no increased output of respiratory - 
tract fluid. This is particularly interesting in view of the 
substantial dosage of ammonium chloride which Alstead’s 
patients received—gr. 80 daily. The rest of the paper 
by Perry and Boyd will make a stronger appeal to the 
pure experimentalist than to the practising doctor, for 
the doses of the drugs under investigation were so large 
that the results cannot be applied to man. Thus an 


1. Alstead, S. Lancet, 1939, 2, 932; 1941, 1, 308. 
2. Perry, W. F. and Boyd, E. M. J. Pharmacol. 1941, 73, 65. 
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increase in bronchial-tract secretion was reported in 
rabbits when the animals received a gramme of powdered 
ipecacuanha per kilo body-weight. On this basis, a man 
weighing 75 kg. would get a dose of 75 g. (gr. 1125) of the 
drug, which is 562 times the maximum pharmacopeial 
dose of powdered ipecacuanha, and equivalent to 2$ 


pints of the tincture. When it is recalled that a wine- 


glassful of tincture of ipecacuanha administered to the 
human subject almost invariably results in vomiting 
accompanied by bronchorrhea, salivation and sweating, 
the only conclusion that can be drawn from the experi- 
ments reported by Perry and Boyd is that rabbits and 
cats are extraordinarily tolerant of this and other 
emetics. No reference is made to the occurrence of 
vomiting among the cats, but the passiveness of the 


rabbits is partly accounted for by the inability of these 


rodents to vomit. There is, of course, the additional 
factor that all of the animals were under a general 
anesthetic during the experiments We are not likely 
to make much progress in investigating the clinical value 
of expectorants if research is carried out on laboratory 
animals instead of patients with respiratory diseases. 
The physician who is in daily contact with his patients is 
soon made to realise that he must concern himself only 
with subnauseating doses of expectorants. Measure- 
ment of the output of sputum in wide graduated test- 
tubes does not entail much trouble and is sufficiently 
reliable if the intelligent coöperation of the patient can be 


‘relied on. Bronghial fistule discharging measurable 


amounts of secretion from the respiratory tract would 
provide excellent experimental conditions, and the 
opportunities offered by patients suffering from gunshot 
wounds of the chest should be seized in order to throw 
more light on the efficacy of expectorants. 


RUBBER DERMATITIS 


RUBBER is a popular constituent of footgear because 
of its hard wearing properties, its cheapness and the 
protection it offers against damp. Some people, how- 
ever, may become hypersensitive to rubber, responding 
with dermatitis of the feet to the use of rubber-soled 
shoes, or even shoes in which the insole has been impreg- 
nated with rubber. This hypersensitivity has long been 
recognised, since dermatitis is specially prevalent in the 
rubber trade. P. V. Marcussen, who has carried out an 
investigation! in Denmark, recalls recent work showing 
that the chemical accelerators used in the hot vulcanisa- 
tion of rubber may be responsible for such sensitisation ; 
and mentions the finding of P. Bonnevie that in a series 


” of factory cases the accelerator causing the trouble was 


invariably mercaptobenzothiazol. Marcussen himself 
tested for rubber sensitivity all cases of dermatitis of the 
feet attending the skin department of the Copenhagen 


-Finsen Institute over a period of 5 months. The patients 


were. first examined for mycotic or trichophytic infec- 
tions, after which a patch of warm vulcanised rubber 
was applied to the right leg. If there was no reaction 
similar tests were carried out with material from the 
patient’s own shoes and with various chemical accelera- 
tors used in the rubber trade. Of 102 patients with 
dermatitis of the feet, 11 (10%) were hypersensitive to 
rubber and the history was similar in many of these 
cases. One boy of 12, for example, had three attacks 
of dermatitis between 1938 and 1940, all of which were 
associated with the use of rubber shoes. The first attack 
had been treated as impetigo bullosa, caused by wearing 
plimsols and had disappeared in a fortnight; in the 
second attack: he was treated: for epidermophyton 
interdigitale, the trichophytin reaction at that time 
being strongly positive but the mycotic test negative ; 
this also cleared in a fortnight, but three months later 
he had a more severe attack in which warm vulcanised 
rubber gave a strongly positive reaction. The eruption 
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became worse when the dressings included mackintosh’ 
sheeting and improved as soon as this was replaced 

oiled silk. Another patient, a woman of 51, had had 
irritation due to a pair of rubber garters twenty years | 
before. She had replaced them with another pair—also © 
rubber—and had had no further trouble until 5 weeks 
before she was examined, when she had bought a pair of 
cheap shoes, apparently made of leather, which caused 
much irritation of the feet. She had worn slippers for a 
time and the irritation had cleared up, but after she had 
spent a few hours in rubber boots, on washing day, a 
rash broke out; this failed to improve on treatment 
which included a rubber bandage, and she gave a strong 
reaction to hot vulcanised rubber. The soles of her new 
shoes turned out to be made of a mixture of leather and 
rubber—a favourite combination, it seems, among makers 
of cheap shoes. She subsequently had attacks when she 
wore shoes with rubber-impregnated insoles, goloshes 
over low-cut shoes, or shoes with an elastic gusset in the 
strap; she gave negative results to trychophyton and 
mycosis tests throughout. A third highly sensitive 
case developed an attack after standing for a few 


‘moments on a rubber mat after a bath. The cases 


appear to be commoner in summer, either because rubber 
footgear is then in more general use or because the traces 
of accelerator substance present in the rubber are released 
more freely at higher temperatures. Age and sex seem 
to make no difference to incidence ; there is no evidence 
of family predisposition and as a rule no history of previ- 
ous intolerance to rubber. In 8 of the 11 cases the 
attack appeared within 1-7 days of contact with the 
rubber ; in only one patient was the interval as much as 
3 weeks. Previous attacks, numerous in some cases, 
had occurred in 5 and had lasted 3-6 weeks. The toes were 
affected in all cases and in 5 there was also spread to the 
dorsal, and in 5 to the plantar, surface of the foot ; the 
heel was affected in one case. An eruption also appeared 
on the hands in 6 cases, and one had generalised derma- 
titis. Thus the site of the lesions does not help in the 
differential diagnosis between rubber dermatitis, mycosis 
and epidermophytosis. In 7 of the 11 cases epidermo- 
phytosis had actually been diagnosed in previous 
attacks ; the series does not indicate whether a preceding 
attack of epidermophytosis has any significance in: the 
ætiology of rubber dermatitis, but the fact that mycotic 
tests were always and trichophyton tests mostly 
negative suggests that any connexion of the kind is 
unlikely. The incidence of rubber dermatitis is rare in 
comparison with the prevalence of rubber-soled footgear. . 
But the patients affected, though few, are at a serious 
disadvantage, Marcussen thinks, partly because the 
diagnosis may be missed and the shoes causing the 
trouble may not be discarded, or the condition may be 
aggravated by the use of dressings containing rubber ; 
and partly because prophylaxis is difficult in that 
women’s shoes often have insoles containing rubber 
or held in position by rubber solution, and this may be 
overlooked or give rise to fresh attacks. 


Mr. F. C. BARTLETT, F.R.S., professor of experimental 
psychology in the University of Cambridge, has been 
appointed a member of the Medical Research Council in 
succession to the late Prof. A. J. Clark. 


The latest list of subsoriptions to the Medical War 
Relief Fund brings the total amount contributed to over 
£35,000. Up to last September the distribution com- 
mittee, of which Sir Hugh Lett is chairman, had paid 
out over £8000 (not £5000 as stated in THE LANCET of 
Nov. 22). 


On Wednesday, Dec. 3, at 3 r.M., Sir David Munro, chief 
medical officer of the Ministry of Supply, will open a new 
medical department at the Longbridge works of the Austin 
Motor Company. 
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PRESIDENTIAL ADDRESS 


OPENING on Tuesday the 154th session of the council 
Mr. H. L. Eason began with a word of regret that they 
could not sit in their own home as he had hoped in May. 
Once again therefore the council was availing itself of 
the generous hospitality of the Royal Institute of British 
Architects. He recalled the death since last session of 
Dr. Robert Briggs Wild, who represented Manchester 
University on the council 1922-27. The pharmacopeia 
committee had greatly benefited by his special knowledge 
and experience in pharmacology and therapeutics. 
Birmingham University had chosen its medical dean, 
Prof. L. G. Parsons, to fill the place vacated by Mr. 
Gamgee after fifteen years of varied service on the exam- 
ination, executive and curriculum committees which 
had all profited by his terse and pointed observations. 
He also welcomed Dr. Thomas Fraser, lately president 
of the British Medical Association, elected in May to fill 
the place of Sir Norman Walker as direct representative 
for Scotland; and Prof. W. J. Wilson, medical dean 
of Queen’s University, Belfast, as successor to Professor 
Lowry, now sitting on the council as a Crown nominee. 


@ 


DEFENCE REGULATION 32B 


Mr. Eason pointed out how this regulation debarred . 


a doctor from temporary registration unless he could show 
that he was by law entitled to practise in some territory 
(or part of it) outside the United Kingdom to which the 
regulation had been applied. The Order in Council laid 
down that an applicant must show to the satisfaction 
of the council ‘‘ that he holds a medical diploma or 
diplomas,” and after consultation with representatives 
of the Home Office, Department of Health for Scotland, 
and British Medical Association, the regulation was 
amended, in September by adding after ‘‘ holds ” the 
words “ or is duly qualified to obtain.” | 

Effective applications for temporary registration could 
therefore now be made by persons who are by law 
entitled to practise in any place outside the British 
Islands, or, though not so entitled, hold (or have held) 
@ medical diploma granted in any such place, or have 
passed examinations qualifying for it. 

The new order, Mr. Eason remarked, also extends 
facilities for entry into civil practice by deletion of the 
words ‘‘ not involving medical attendance on patients 
in their own homes.” Applicants may now enter em- 
ployment as assistants-to practitioners whose names 
appear (other than temporarily) in any of the three 
sections of the Medical Register. These amendments, he 
said, will greatly relieve the responsibility in deciding 
difficult and doubtful cases, at the same time greatly 
increasing the responsibility for securing a guarantee 
that every applicant-has the requisite knowledge and 
skill for the efficient practice of medicine, surgery and 
midwifery. Happily in these matters he had been able 
to rely upon the experience and information of the 
Conjoint Examining Board. 


THE MEDICAL STUDENT’S SCIENTIFIC GROUNDING 


_ The council will have noticed, said the President, the 

revival of interest both in the medical and in the lay 
press in the preliminary and early scientific education 
of the intending medical practitioner. No doubt the 
education committee would take these comments, 
criticisms, and suggestions into careful consideration, 
though the problems raised were carefully considered 
by the curriculum committee and the council before the 
1936 resolutions on professional education which came 
into operation in November, 1938. Every medical stu- 
dent should, he said, have a thorough general education 
as well as the grounding in the basic sciences without 
which he cannot expect to profit by his later professional 
studies. The difficulty is that a complete general educa- 
tion would make a medical training so long as to be 
almost impracticable for the average student to spend the 
time or afford the cost. Some compromise between 
extreme views was therefore essential, although it might 
fail to satisfy those whose interest was concentrated 
upon a particular part of the curriculum. 
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FLOWERING OF A HEALTH SERVICE > 
HEALTH AND MEDICINE IN THE U.S.S.R. 


Virchow, in the last century, said ‘‘ Medicine is a social 
system.” With this as his text Dr. A. W. Lipmann- 
Kessel, speaking at Aylesbury on Nov. 20, told of the 
origin, between 1917 and 1922, of the present health 
organisation of Russia. It began, he said, in a country 
devastated by war, revolution and counter-revolution ; 
and the enemy at that time was the louse. Typhus was 
spreading so rapidly that by 1919 Lenin knew that either 
socialism must defeat the louse or the louse would defeat 
socialism. Dr.Semashko had been appointed as the first 
people’s commissar of public health, and an account of 
the problems he had to face in those early years appeared 
in our columns in 1920.1! The slogan chosen to launch 
the new health programme was this: ‘‘ The health of 
the people is the task of the people themselves.”’ 

As early as 1918 the programme of the U.S.S.R. 
included a comprehensive series of health and sanitary 
measures. Mayakovsky and a group of young fellow 
poets left their verses to chalk health slogans on walls 
all over Russia. They set the pace during that early 
period of the health revolution, and their inspiration has 
carried over into these days. Dr. Lipmann-Kessel told 
how he had visited a mother and child welfare clinic m 
Moscow in recent years. Young medical women were 
taking the mothers round and explaining the anatomy 
and physiology of maternity to them with the aid of fine 
charts and models. In the midst of them was a group 
of Red Army soldiers receiving a lecture from a woman 
doctor on the same topic; paternal responsibility in 
Russia includes education in the hygiene of maternity. 
Respect for health is taught early. In the schools the 
children covet the post of health inspector. Two children 
in each class are appointed to this position and they not 
only make sure that the windows are open, and that each 
child brings a clean handkerchief to school, but have 
charge of a health register which they keep up to date.’ 
If any child stays away the children health inspectors 
visit his home, find out why, and carry a report back to 
the health officer at the schoo]. There are also health 
conferences for children, and they are taught public 
health as part of their curriculum. 

Every kind of medical treatment is given free of cost 
to every citizen who needs it. The basis of the service is 
not, as with us, the general practitioner working alone, 
but the health centre, staffed by a group of doctors, 
specialists and nurses and equipped with facilities for 
diagnosis. Health centres are placed in the factories, 
the suburbs, the collective farms or anywhere else where 
they are needed. In Moscow, at the Stalin motor works, 
which employs 35,000 workers, there is a network of 
first-aid posts, as well as six visiting centres which those 
with minor injuries and disabilities can attend for 
treatment. For those with more serious troubles there 
is the central polyclinic, staffed with 124 whole-time ` 
doctors and 18 dentists, who are responsible for the health 
of the workers. This accent on health is no polite fiction ; 
in Russia promotion of doctors depends on the standard 
of health among workers in their charge, and on a falling © 
level in the time lost at work. The graphs plotted to 
show progress are of -health achieved, not of sickness 
overcome, and the polyclinic is responsible for the preven- 
tion, diagnosis and treatment of all disease within its 
area. | 

Between 1919 and 1923 the probability of sickness in 
Russia was high: most of the people were ill or likely to 
become ill. They were impoverished, famine stricken 
and disease ridden; and on this foundation of a sick 
population one of the greatest experiments in health 
services was built t is meaningless, Dr. Lipmann- 
Kessel believes, to compare the number of hospital beds 
available in England with the number in Russia; per 
head of population we still have the lead in beds. Buta 


"more significant figure, he suggested, was the threefold 


increase of beds in Russia during the last ten years. 
In the same period the number of doctors has been nearly 
doubled. A Russian institution which we should do well 
to copy at once, he thought, was the night sanatorium. 
Between full incapacity and full capacity there is often a 
transition period when a man is not fit to do a whole 


1. Lancet, 1920, 2, 519. 
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day’s work or a heavy job but when he would be the 
better for doing something. In the U.S.S.R. the man 
returning to work is examined at the factory clinic and 
allocated to a suitable job, for a suitable number of hours 
daily. After work he goes to the night sanatorium where 
he is under the care of doctors and nurses and is given 
the food he needs. Tests to estimate his response to 
return to work can be carried out, and his work is graded 
to meet his recovery. `- 

The casualty service in Moscow is also fully organised. 
An emergency hospital serves an entire region, taking in 
every urgent case. The telephone calls reporting cases 
are taken by a highly skilled member of the medical staff 
who, on the strength of what he is told, decides whether 
to send the emergency ambulance, which is express, or 
one of the ordinary ambulances. If the express ambu- 
lance is sent. its moment of departure is recorded by the 
breaking of a light beam and its return is checked in the 
same way. Every week the times taken on calls are 
analysed and any unexplained’ delay is investigated. 
The young doctor who goes out with the ambulance is 
expected to make a quick diagnosis and to record it in a 
book. is diagnoses are checked against the hospital 
findings, and the man who perpetually makes wild 
diagnoses can thus be detected. 

Dr. Lipmann-Kesse] reminded his hearers of the service 
Soviet research into the storage of blood had been to us 
in this war, and recalled Russian work on blood taken 
from the cadaver. Russians have also perfected a 
technique of blood-transfusion for use in the front line ; 
and their use of aerial transport for the wounded saved 
many lives in the Finnish campaign. He described an 
ambulance tank which can be taken on to the battlefleld 
and manceuvred to cover the wounded man, who is then 
lifted in through a sliding panel in the floor. Thus the 
wounded can be retrieved without danger to stretcher- 
bearers. 

Pavlov spoke of Russia as the only country in the world 
‘where research could be carried on unfettered by econo- 
mic ties. This principle is carried into medical educa- 
tiot ; medical students are chosen only from among the 
best students; they receive free education and free 
- books, and are paid during training like any other worker 
in the Soviet. 


SCOTLAND — 
EDUCATION OF CRIPPLES : 


Dr. G. J. I. Linklater, school medical officer for 
Edinburgh, speaking at a recent meeting of the Cripples 
Welfare Association said that the surgeon could now 


work wonders with the crippled child, but after he had- 


done his best the child was put into the world with other 
children who had had full facilities for education. The 
crippled child had been losing each year and education 
must be provided to bring him up to as high a scholastic 
standard as possible. Muscles which had been altere 
by surgery must also be re-educated, and children who 
were unable to follow ordinary pursuits and exercises 
must receive psycholdgical education. Unless the 
inferiority complex were counteracted it would follow 
the child into life, with the further development of the 
timid person afraid to compete with his peers, the 
recessive person who would not establish social contacts, 
or the unlovable person who tried to overcome his 
limitations by over-compensation. Dr. Linklater drew 
attention to an obstacle which ‘arose in relation to occupa- 
tional therapy, when people who had been trained were 
not accepted by trade-unions because they had not 
served an apprenticeship. Although they were com- 
petent workmen they had great difficulty in obtaining 
employment. The visiting teacher was a great stimulus 
to the children who learned to-read, write and make 
contact with the outside world. They were taught to 
use their hands, and their attention was taken away 
from their disability. Unfortunately this had ceased 
with the war but he hoped it would begin again. 


PART-TIME MISSIONARY 
Dr. F. M. Graham, who died in Edinburgh on Nov. 17 
at the age of 71, was for many years a medical missionary 
in India. He took the Scottish triple qualification in 
1890, his F.R.C.S.E. in 1895, and the M.D. of Durham 
in 1906. For some time he acted as tutor in clinical 
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surgery and clinical assistant in the medical outpatient 
department of the Edinburgh Royal Infirmary, and as 
physician to the Cowgate Dispensary. He was an 
examiner in anatomy to the Royal College of Surgeons 
of Edinburgh. At the end of last century he went to 
India where, working as a free lance, he helped -the 
medical missionaries in the winter and in the hot weather 
practised in the hill stations. But his health was never 
robust and he was forced to return to this country. How- 
ever he followed the same plan of working, practising 
in Britain during the summer and in the Church Medical 
Society’s hospital in Old Cairo in the winter. During the 
last war he worked as a civilian doctor in hospitals in 
France ‘and for his services was created chevalier of the 
Légiond’Honneur. Dr. Graham’s wife died a few years ago. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


STRUCK down by a virulent organism which crept up 
on me unnoticed, I was dispatched to a certain Civil 
Defence Sick Bay. Surrounded by comfort and the best 
attention I made a quick recovery and soon reached the 
critical stage, by which I mean the stage when the patient 
begins to criticise his treatment. The only grouse I 
could raise was that I was aroused at a quarter to seven 
in the morning. As insomnia was a feature of the illness 
the point was an acute one.. It was only slight consola- 
tion to recall that in previous experiences of general and 
Service hospitals and nursing-homes the hour of wakening 
had been still earlier. Discussions with the sister pro- 
duced the familiar arguments that everything had to be 
cleaned up before the doctor came, and unless an early 
start was made the work would never be done ; moreover, 
it was the traditional hospital practice. I remained 
stonily unconvinced. As a physician it matters little 
to me whether a hospital patient has had his face washed 
before I call or not. A rearrangement of organisation 
could ensure that the work could be completed if it was 
started later. It is unjustifiable to assume (as is often 
done) that a tradition is ipso facto good. Like many 
another I customarily go to bed between 12 and 1 and rise 
about 8. Surely the average patient, and more parti- 
cularly the sufferer from insomnia, does not derive any 
special benefit from such a drastic change of habit which 
puts out the lights at 9 o’clock and rouses him at 5—or 
even earlier. . I have always held the view that patients 


4 


| 


were more important than physicians in the hospital, _ 


although such an opinion may seem heterodox in many 
quarters. I have even thought (though I would not dare 
to say so without the blessed cloak of anonymity) that 
the H.P. was really more important than the honorary. 
At least, he does the bulk of the work, although of course 
it is under direction. All this being so there does seem 
ground for re-examining the position, and as a final point 
a personal experience might be quoted. In several 
instances when my patients could not sleep, I have ordered 
that screens should be put round the bed and that he 
should not be disturbed in the morning under any cir- 
cumstances until he awoke. This ‘‘ eccentricity” of 
mine was singularly unpopular with the ward sister, but 


the results for the patient were so satisfactory that I ' 


insisted and persisted. | . : 

' Those of us who formerly practised and must still live 
and support our families in the morally devastated areas 
of London once known as “ good residential neighbour- 
hoods ” cannot but be grateful to the Ministry of Labour 
and National Service for employing us usefully on its 
medical boards and paying us for our work ; but we wish 
sometimes that we could have a little friendly talk with 
the minister about the way his ministry orders its affairs 
and ours. Some matters are so curiously ordained. 
The most curious is the wildly irregular incidence of 
boards. The vagaries of the weather, the whims of 
women and the arrhythmia of auricular fibrillation are 
nothing toit. There was a time last year when for several 
weeks on end a weekly routine was actually maintained 
but those days are gone, we suppose for ever, and we now 
accept, like good children, three days’ notice of next 
week’s sessions—which may vary from six or eight to 
one or none—and are not unduly put about when, say, 
nine sessions actually allotted us are cancelled at a 
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stroke of the pen. So far as we can see all future board- 
work may cease at the end of any week with no notice at 


all, yet it often happens that two-thirds of our working 


time is taken up by it and we must regulate our other 
activities accordingly. We cannot, of course, make the 
wildest guess at our income for more than a week ahead 
and budgeting is out of the question. ‘‘ C’est la guerre,” 
we say sadly but in our hearts we fear it is only bureau- 
cracy. We wonder whether a member of the Amalgam- 
ated Society of Bottle Washers, or of any profession less 
bred up to meckness and longsuffering than our own, 
could be used quite like this by an elected government 
and whether this is a fair sample of the promised golden 


age of state medical service; but either from citizenship 
or some less noble motive we keep our complaints to 
ourselves and come and go as bid. When peace comes 


no doubt the Ministry will go to the Heralds’ College for a 
coat of arms. Meanwhile how would this do: Azure, a 
weathercock revolvant or with motto, Varium et mutabile 
semper ? 

Medical boards, 1939-41, as thousands of young men 
and hundreds of doctors now know, are run on the Ford 
or moving-belt system. The candidate and his docu- 
ment pass down a row of four cubicles, each containing 


a doctor who does his bit, records his observations and his 
opinion of the bit he has done and hands them on. 
Number four not only does his own bit but reviews the 
work of those before him, considers the candidate as a 
unit of manhood, records his notion of a suitable grade, 


and, with an ‘“‘ over to you, over,’’ sends him across the 
room to the chairman. 
all the recorded facts and opinions and the candidate 
himself, reaches a decision and records it. 
himself differing substantially from other members of the 
board he consults with them and endeavours, usually 
with success, to reach an agreed decision. He and the 
whole board work according to instructions which are 
in 


some matters extremely precise, in others quite 


indefinite. As to the bits, those who first allotted them 
seem to have had it in mind that the members of the 
board would be what are termed “ physicians-and- 
surgeons ” and should accordingly be treated each to a 
scrap of medicine and a scrap of surgery. How other- 
wise would the astonishing assortment of ears and 
hearing, urine and belly have fallen to number four ? 
Experience has Jed to a more logical grouping of functions 
between the members and finality may not yet have been 
reached, but it has all along been true that only number 
four and the chairman have either the duty or the oppor- 
tunity of con atid their man as a whole. 

When, there fore, the eager doctor starts out for two 
consecutive sessions of medical board widely different 
experiences may lie before him. He may spend the 
greater part of five hours in the rapid examination of 
samples of urine for albumin and sugar, relieved by 


intervals for the terse and vivid description of every 
variety of hair, complexion, eye, mole and scar. He 
may keep his joints supple by 30-60 performances of 

‘up in the morning early ’’ exercises vis-a-vis the same 
number of mildly astonished recruits. He may take 
histories, test vision and assess mentality against time, 
or he may make a rapid general medical survey and enjoy 
the sport of seeing if he can catch his colleagues out. It 


- may occur to him that some of these occupations scarcely 


require for their efficient performance the discipline of 
the medical curriculum and the experience of practice, 
or, of course, he may find them a pleasant relief from 
more responsible work. On some days the number and 
quality of the candidates make the work casy for eyery 
member of the board; on others it is laborious for all, 
very laborious for some and quite impossible to get it 
done in anything like the allotted time. Regarding the 
matter more broadly it is hard to know whether this Ford 
method is in the circumstances the best way of doing the 
job. ‘Three good clinicians, one being chairman, with an 
unqualified assistant to weigh, measure, test urine and 
record the police description, and with a proper allowance 
of time, could almost certainly do it better, especially 
if they were told how their assessments worked out when 
the men got into the Services. But they too would have 
to divide the examination of the man and they might not 
find it easy to devise an efficient and satisfying plan. 
The present method does assure for each recruit a reason- 
ably complete examination, approximating to a pre- 
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The chairman rapidly surveys - 


If he finds 
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scribed standard, capable of rapid performance and as 
little dependent as may be on the personnel of the board, 
but those who do the work have almost’: no means of 
guessing whether their assessments do in fact conform 
to the needs of the Services. There is at present no 
liaison between chairmen or members of boards and 
commanding officers or medical officers of Service units 
and it is obvious that there ought to be 

From the point of view of the medical profession it is 
certainly worth noting that this is the manner in which 
the state in 1941 finds it natural to tackle a clinical pro- 
blem. It does it by what it would call a team of doctors, 
of whom at least three are employed in work which 
makes minimal demands on clinical skill, judgment or 
experience—work far below the standard of which any 
good doctor is capable. The notion that the board is a 
team is, of course, an illusion. Three doctors round a 
table may formateam. Four doctors in a row of cubicles 
working against time with a chairman at a table noting 
their findings and making a final decision may constitute 
a good little machine for rapid examination but is not and 
cannot be a team. 

What of the recruits and the clinical aspect of the 
work ? Experience of the samples of the population seen 
in one corner of outer London over a period of eighteen 
months is obviously not enough for any large pronounce- 
ments, but it does amply justify the assertion that we 
have a large number of most admirable young men. 
There are days when almost without exception the 
candidates fall obviously into the first class, and one 
comely, upstanding, muscular young man after another 
passes smoothly down the board, cheerful, alert, mani- 
festly keen to be passed fit and making the least of any 
defects he may have. These young men follow a great 
variety of trades, but the best, as might be expected, are | 
those who work with eye and hand out of doors— ' 
dockers, lorry drivers, builders of various kinds, skilled 
artisans and their labourers. Clerks are far less uniform 
as specimens of good manhood but the best of them are 
excellent, surpassing sometimes even the manual 
labourer. No ‘‘ C3 ” class of young man has passed under 
my eye, and I have seen no trace whatever of widespread 
malnutrition. It would be ludicrous to suggest that these 
almost perfect physical specimens whose only common 
blemish is some degree of neglected dental caries were 
not, of had not as children been, well and sufficiently fed. 
Among those in sedentary trades some, even under 
thirty, are fat and flabby and no doubt their diet is at 
least in part to blame, but the undersized and the thin, 
the clinically ‘‘ ill-nourished,;’’ are conspicuously rare. 
Sometimes, however, the mysterious net which dips into 
the population, enmeshes its draft and pours it out before 
us, delivers the most astonishing assortment of what can 
only be called mixed duds, and on a bad day the collective 
impression can be most depressing. These bad patches 
seem to have nothing in common except that the men are 
probably over thirty and have something amiss. Bad 
sight, running ears, deafness, valvular lesions, chronic 
bronchitis, duodenal ulcers, malunited fractures, old 
poliomyelitis, deformities of the feet (congenital or 
acquired), varicose veins, epilepsy, parkinsonism, anxiety 
neurosis, mental defect—anything and everything that 
can unfit them for life and for military service they have 
and it is not clear why they all come at once. It is like 
one of those car journeys when at each succeeding cross- 
roads the lights turn red as you approach. No doubt 
some combination of occupation-group and age-group is 
the real answer, yet their occupations recorded on their 
papers seem varied enough. What is very clear, and 
somewhat alarming, is the startling difference between 
the round-twenties and the near-forties on the one hand 
and the realisation that some poor, outworn old man of 
thirty-nine is twelve years younger than the examining 
doctor, who feels, and hopes he looks, still young and 
vigorous. Life has used some of them very hard. Put- 
ting war aside, is the same fate in store for ‘‘ the many 
men, so beautiful ’’—those young fitters, bricklayers and 
lorry-drivers’ mates that we saw yesterday, or is the 
contrast a witness to one of the small waves of progress 
on the ebbing tide of our civilisation ? 

Sociology apart there is good exercise in rapid diagnosis 
to be had by those members of the board who are free 
to survey the man as a whole, and daily lessons in the 
curiosities and unsolved mysteries,of medicine and in that 
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still neglected science, clinical physiology. What is the 
real explanation of that quiet mitral stenosis which we 
cheerfully 
history of rheumatism, chorea, scarlet fever or any illness 
whatever can be dragged from the victim even by leading 
questions ? Why do holes in the ear-drums and mess 
in the middle ear, let alone solid plugs of wax in the 
auditory meatus, affect the hearing so little? What,is 
the truth about the plantar arches? Why did anyone 
ever suggest that there is a normal systolic blood-pressure 
between 110 and 160 or a normal pulse-rate between 48 
and 120, and why, when we are listening to the blood- 


pressure noises, is there sometimes a point when they. 


cease (which we then call the diastolic pressure) and some- 
times none (when we say nothing about it) ? How very 
little cardiac efficiency is affected by valvular defects ! 
And did you know that one leg was so often shorter than 
the other? Why do albuminuria and sometimes glyco- 
suria come and go in such an extraordinary fashion, and 
why are quite athletic-looking young men unable to 


- stretch out one foot without falling over? Does the 


expansion of the chest vary inversely with the excellence 
of the physique or is it self-consciousness ? 

In fact if you are lucky in your place on the board, and 
_are not too violently pressed for time, the work has many 
compensations; but’ why, oh why, in the absence of 
Western Front battles or invasions can it not run steady 
for a fortnight on end ? 

' * *x xk 

I wonder if others have this form of fantasy. It might 
be termed ‘‘ The Parliament of the Genes,” and with me 
it sits when Iam having a hot bath or early morning tea. 
It is a huge parliament, about 2000 members on each 
side, but is dominated by the front benches, the back- 
benchers being mostly mute. The Government are 
parsons, lawyers and farmers, while the maternal or 
opposition party are more commercial—shopkeepers, in 
trade or industry, a sailor or two. There is also a small 


„and noisy independent party whom I suspect of being. 


mutations. They have strange methods, this assembly ; 
sometimes they talk in blank verse or rhyme, or rock like 
a Greek chorus ; sometimes somebody says a line or two, 
and then they all sit for many baths and cups of tea and 
never say a word, just ruminate about it. The subjects 
they discuss are rather vague and diffuse—for instance, for 
the last twenty years or so they have been arguing on and 
off whether it is better for a boy to have natural history 
hobbies or, as most modern children prefer, mechanical 
ones, and this often broadens out into Agriculture v. 
Industry. An excerpt from Hansard might run like this. 


The P.M. (a clerical figure with a white stock, in a Gregorian 
chant): Are not the works of the Lord greater than those of 
Armstrong-Whitworth, white mice than Meccano ? Moreover, 
if wheels do your work, the best that is in you will not be 
developed by muscle and sinew. 

A very old Opposition back-bencher: We heard that old 
story before, when arboreal man fro mea cleft in a stick first 
threw a stone at a tiger, or again in a later debate on the first 
bow and arrow. Yet, see where they got us! 

P.M. (continuing): The man in machines is half drowned 
by the grime and the greed of his calling; his lights and 
fertility wilt in the stench of their rapid explosions. 

Independent member: Are mice the most scentless of 
beasts and pigs without their aroma ? ` 

The Opposition break into a chorus: This is a mechanistic 
age and he who would get on must mechanistic be, And on 
mechanics must his mind be set. That is the quickest way to 
L.s.d., And to Debrett. 

Independent member: The limitations of your L.s.d. 
are 1 wife, 1 house and 3 square meals per d., Children to 
taste ; The surplus is pure waste. 

P.M.: The happiness that comes from natural things is 
greater far... 

Leader of the Opposition: Is happiness our goal? Like 
cows and cabbages, should man too seek content and rest 
from searching . l 

A sailor sitting next to him: Searching the surface of this 
earth of ours, searching its inner core, its outer skies, with all 
five senses, banded, making more, to scour the firmament that 
yonder lies beyond this speck of planetary dust. 

Independent member : Come off it, Jack, we’ve heard that 
speech before—you gave it at the last Rotarian lunch. 


The debate continues—and probably will till I die. 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS M.P. 


THE list of contents on the outer cover of Hansard 
for Nov. 19 begins, as usual, with Questions, then goes 
on to Mr. Speaker’s Golden Wedding: Congratulatory 
Tributes and ends with King’s Speech (Fourth Day): 
Agriculture. Nevertheless, in rising to congratulate the 
Speaker the Prime Minister apologised for committing 
“ an irregularity.” No speaker of the House as far back 
as 1653 has ever reached his golden wedding while in 
office. And before 1653, Mr. Churchill pointed out, 
occupants of the chair ‘“‘ held their tenure for shorter and 
more precarious periods.” The Prime Minister spoke 
of the affection of the House for the Speaker and his 
fami y, of their belief in his impartiality. and of his 
kin ess and courtesy to members of all ‘parties, and 
gave notice of a presentation to be made by a delegation 
of members headed by the Father of the House, Mr. 
Lloyd George, later in the day. Mr. Pethick-Lawrence 
spoke for the Labour M.P.s, Sir Percy Harris for the little 
Liberal group, Mr. Will Thorne as the oldest member in 
age, and Mr. Maxton as the leader of the smallest minority 
in the House. The best speech, almost the perfect 
speech in the old Parliamentary manner, was made by 
Mr. Maxton, himself a professed rebel. The Speaker’s 
reply was equally gracious and ended as it was bound to 
do, for it is the sacrosanct formula in opening the day’s 
business: ‘‘ The Clerk will now proceed to read the 
Orders of the Day.” | 

xk * i 

The forms of the House continue but the change in 
the content of discussion in the House is very great 
indeed. Some of this takes place outside the House, 
in public statements by ministers and others, asit always 
did. Mr. Maisky for Soviet Russia, and Mr. Eden for 
the British Commonwealth, speak of close coöperation 
after the war—and a revolution in thought is accom- 
plished which would have been inconceivable as practical 
politics up to a few months ago. Our coöperation with 
the United States, involving the surrender of cherished 
colonial rights in the West Indies, Central America and 
elsewhere had, even before the Atlantic Charter, opened 
up an own new road into the future. The days 
when Mr. Chamberlain could refer to Czecho-Slovakia as 
being ‘‘ far off ’’ are difficult to understand in days when 
the road from Burma to China is an objective of urgent 
consideration to the Government sitting in London. 

But while conceptions are bigger than in the past 
and new borizons have opened, many of the old concep- 
tions of government and preconceptions of the position 
of this country vis-à-vis others remain. The debate on 
colonial affairs on Nov. 20 showed this very clearly. It 
was opened by Mr. Noel Baker in a speech reminiscent 
of the days of 1919 when, as he said, ‘‘ we were drafting 
the Mandates” at the Paris peace conference. Sir 
Ronald Ross said that the suggestion that the mandatary 
system was a success ‘‘ rather shook ” him and called it 
“as good escapist literature as it is possible to find.” 
Mr. Baker’s speech was a great deal more than that, as it 
gave a big-scale survey of some of the main colonial 
problems, although Dr. Morgan said its optimism rather 
perturbed him. Dr. Morgan, however, came down to 
earth and said we should put the Colonial Office in the 
dock. The indictment was severe and presented by a 
man who was brought up in the West Indies and knows 
the country. Failure to make- constitutional changes 
of a democratic kind was important inasmuch as “‘ these 
voteless, helpless people’”’ (of Barbados) ‘‘ cannot do 
anything themselves to change their conditions, because 
they have not the power to introduce any legislation 
to change their social or economic conditions.” To do 
anything in the West Indies it was necessary to ‘ throttle 
the private land monopoly ” and get down to subsistence 
agriculture instead of concentrating on export agri- 
culture. 

Mr. George Hall, under-secretary for the Colonies, 
replying, uttered some platitudes about the need for *‘ a 
far greater and more constructive interest in the social, 
economic and spiritual welfare of the colonial peoples,”’ 
but failed to reply to the criticisms of Mr. Noel Baker, 
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Mr, Creech Jones and Dr. Morgan. Apparently, however, j i j ime. 


all is well as ‘“‘ that very distinguished Colonial servant, 
Lord Hailey” is presiding over a committee dealing 
with post-war colonial problems and so, presumably, the 
matter can be left in his hands. In which case Medicus 
is inclined to ask why is he not appointed colonial secre- 
tary instead of Lord Moyne ? 

This kind of “ waffling ” is no good to the House and 
does not interest the House—often only about 15 
members were present during the debate. It is a grave 
weakriess of the procedure that this should be possible, 


for the acid test of our belief in democracy will be our ` 


bane of the Colonies and India—and that is another 
story. 


FROM THE PRESS GALLERY 


Our Colonial Responsibilities 


In the fifth day of the customary debate on the 
Address which was devoted to colonial affairs, much 
stress was laid on nutrition for,as Mr. J. A. E. DE ROTHS- 
CHILD pointed out, vitamins and protein are equally 
necessary to black and white. Yet the malnutrition in 
parts of our Empire is still our greatest social folly. Mr. 
NOEL BAKER thought that we had made progress but in 
too many colonies there was still too much poverty, 
ig Shows an and preventable diseases. Exploitation of 

our and of national resources were not only a social 
crime but also a social waste, and the Colonial Develop- 
ment and Welfare Act passed last year was our first 
effective step’ to check the waste. He was glad that the 
Colonial Office was planning for the future but there were 
urgent tasks lying to hand. The tsetse fly in Africa was 
one, and he suggested that we should codperate at once 
with our Free French and Belgian allies, put up a sum 
of money from our Colonial Development Fund, and call 
in the health section of the League of Nations to organise 
research and make a start on practical work. Dr. H. B. 
MORGAN, who was brought up in the West Indies, raised 
@ medical storm with his speech on conditions there. 
As a doctor, he said, he had seen too many people playing 
with bandages rather than dealing with the general 
conditions which underlie the sores, and he was pessi- 
mistic about any benevolent policy unless the people on 
the spot were given a chance, with whatever reservations 
were necessary, to have some say in the control of local 
affairs. He inveighed against a system which exported 
produce and imported heavily taxed food, while income- 
tax remained as low as 3d. to 2s. 6d. in the £. When he 
visited Barbados in 1939 the people were living in a 
black cesspool of disease—yaws, hookworm, syphilis, 
malaria and tuberculosis. The Rockefeller Medical 
Commission had found instances of hookworm in two or 
three parishes in Trinidad amounting to 80-90% of the 
agricultural population. The doctors in the West 
Indies are blamed for a medical policy with which they 
have nothing to do; instead of a unified medical service 
a doctor may not move from one parish to another, while 
some of the hospitals he had seen were a disgrace. Mr. 
CREECH JONES deplored the decision of the Colonial 
Office not to publish the reports of the colonies and said 
that our knowledge of their economic and social problems 
was hampered by a lack of vital statistics. He urged 


the need for an expansion of the social services department ° 


of the Colonial Office and said he would like to see a 
larger number of expert women with understanding and 
drive brought into it. He too stressed the need for the 
exhibition of greater vigour in the whole field of pre- 
ventive medicine. 


r. G. H. HALL, parliamentary secretary for the colonies, | 


said that at the beginning of the war we were approaching 
a critical period in colonial history, and while the war 
had in one sense delayed the crisis, in another sense it 
had hastened it. The public conscience had been 
awakened to the need to take a more constructive 
` interest in the social, economic and spiritual welfare of 
the colonial peoples who were now solidly behind us in 
our war effort. Our duty was to improve their lot, to 
develop their resources so as to raise their standard of life, 
and to enable them to take an ever-increasing responsi- 
bility in ordering their own affairs. 


Agricultural Returns 


On Nov. 19 Mr. R. S. Hupson, the minister of agri- 
culture, said that the output of cereals and straw this 


year will be at least as much again as in peace-time 
The total area of crops resulting from the ploughing-up 
policy is about 45% above peace-time level. The yield 
from the ploughed-up land has been extremely satis- 
factory, and the latest estimates of the production of root 
crops promise a good harvest, well above the average 
for ‘the last ten years. The production of potatoes will 
be just short of double the peace-time amount. Farmers 
have almost maintained our pre-war milk-supply. In 
1938 they produced 1076 million gallons; this year we 
have 1053 million gallons. But liquid milk c@nsumed 
has gone up by 200 million gallons, 


QUESTION TIME 
Health of the Nation 


Dr. Russet Tuomas asked the Minister of Health if he 
would examine the standard of nourishment, housing, 
physical training and working conditions of the nation, with 
a view to satisfying himself as to whether they were sufficient 
to promote adequate natural resistance to major and minor 
diseases. —Mr. E. Brown replied : I do not think that general 
inquiries of this kind would -usefully add to the continuous 
work of the Ministry: The health of the nation and the 
resistance of the people to disease has up to now been good— 
even I can say unexpectedly good in view of the added risks 
brought about by war-time conditions. Ihave no doubt this 
is largely due to the improvements in social conditions since 
the first World War and our efforts to maintain and add to 
them will be sustained. - 


Increase of Tuberculosis among Women 

The latest available figures comparable with prewar years 
are those for 1940, when mortality among women from all 
forms of tuberculosis showed an increase of 11% over 1939. 
The highest incidence was in the age-group 20-24, where the 
increase was 18%. (Mr. Brown replying to Mr. JAMES 
GRIFFITHS.) : 

Sale of Tuberculous Cows 


Mr. C. T. CULVERWELL asked the Minister of Agriculture 
whether cattle tuberculin-tested by veterinary’ surgeons 
authorised by his ministry and found to be tuberculous were 
permitted to be sold as dairy cattle.—Mr. R. S. HUDSON 
replied: Yes. The sale of cows reacting to the tuberculin 
test is not, on that account, restricted, since reaction to the 
test does not in itself imply infection in the milk of a reactor, 


Provision of School Meals 


In answer to a question, Mr. R. A. BUTLER, president of 
the Board of Education, said that 24 local education authori- 
ties in Wales provide school meals and 3-9% of the children 
attending public elementary schools in those areas receive 
meals at school There remain six areas—Radnorshire, 
Llanelly, Neath, Pembroke borough, Port Talbot and Ponty- 
pridd—in which no meals are yet being provided, but in all 
of them provision will shortly be ready or is under active 
discussion. 

In answer to a further question, Mr. J. C. EDE, parlia- 
mentary secretary to the board, replied : On a single day in 
October midday dinners were provided for 21,729 children in 
the area of the West Riding of York authority. This figure 
is an increase of 59-9% over the number provided on a day 
in February last., 

Wheatmeal Bread 

Captain J. D. Pkorumo asked the parliamentary secretary 
to the Ministry of Food to what extent the original recom- 
mendations with regard to national wheatmeal bread, made 
by the Medical Research Council, were accepted ; and on 
what grounds any of them were turned down. — Major, G. 
LLOYD GEORGE replied: No recommendation made by the 
council with regard to national wheatmeal bread has been 
rejected. All have been acted upon with one exception. 
That is still being examined. 

Captain Prorumo: Is it not a fact that a standard as to 
the contents of the national wheatmeal loaf has never been 
laid down by the ministry—in regard to the amount of bran, 
&c.—and are not the public being misled into thinking they 
are eating something of great value ? 

Major LLOYD GEORGE: I am advised that a specification 
for the wheatmeal loaf has been laid down. 

Captain Prorumo: I believe the minister will find that 
that is not the case. 


Infection in Labour Camps 


Sir Percy Hurp asked the Minister of Health what action 
he had taken upon the report sent to him last month by the 
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Wiltshire public-health committee that the committee had 
been called upon to provide facilities for cases of vermin, 
scabies, venereal diseas? and advanced pulmonary tuber- 
culosis among the imported labourers, especially from Ireland, 
for employment on Government contracts; and whether 
steps would be taken to ensure a strict medical examination 
before importation.—Mr. Brown replied: Local consultations 
have taken place with all concerned regarding medical arrange- 
ments at the labour camps referred to. The county council’s 
medical officer is giving valuable assistance and the necessary 
measuresyare in train. The point raised in the last part of the 
question is being considered in conjunction with the Ministry 
of Labour and National Service. | 


Sale of Horseflesh 


‘In reply to a question, Major LLOYD GEORGE said that 
shops selling horseflesh for human consumption require to be 


licensed. Those selling horseflesh for consumption by animals - 


do not at present require to be licensed but will be so required 
under the Meat Foodstuffs Order 1941 from a date to be 
announced. ° | 

Answering a question to the Minister of Health, Miss F. 
. HorsBRUGH said that under the Food and Drugs Act 1938 
the business of slaughtering animals, including horses, for 
human consumption, requires a licence granted by the local 
authority. Further, it is an offence not only to sell, but to 
have in possession for sale, or to consign to any person for that 
` purpose, any food, including horsefiesh, intended for but 
unfit for human consumption. Officers of local authorities 
have full powers to inspect such food and if necessary seize it 
with a view to condemnation. 


Milk for the Elderly 


Sir Frank SANDERSON asked the parliamentary secretary 
to the Ministry of Food whether he was aware of the hardship 
which was being experienced by elderly people, say over 75 


years of age, in not being able to secure adequate milke ` 


supplies; and would he consider granting them an extra 
rgtion on a basis equivalent to the increase to be granted to 
young children.—Major LLOYD GEORGE replied: The com- 
parative needs of different groups of people for liquid milk 
have been most carefully considered in conjunction with the 
food rationing (special diets) advisory committee of the 
Medical Research Council. In view of the supply position it 
has been possible to grant priority of supply only to those 
whose needs are greatest, and the ministry’s expert advisers 
do not put elderly people within this category. 


American Doctors 


Sir ERNEST GRAHAM-LITTLE asked the Minister of Health 
to what services the medical practitioners, who were coming 
from the United States of America to take up work in this 
country, were being allotted: to what body their original 
selection and ultimate distribution was entrusted; what 
remuneration was offered to them; and what remission of 
the rate of income-tax imposed on British subjects was 
accorded to these American practitioners on the salaries paid 
to them in this country in respect of such service.—Mr. BROWN 
replied: The doctors referred to are being allotted either to 
the E.M.S. or to the R.A.M.C. according to their own choice. 
The selection of the doctors, so far as their professional quali- 
fications are concerned, is carried out in America through the 
National Research Council, the American Medical Association 
and other professional bodies. Medical examinations and 
interviews are arranged in America on behalf of H.M. Govern- 
ment. Doctors who choose the E.M.S. are posted to hospitals 
by the director-general. The remuneration offered to them 
is the salary of medical officer in the E.M.8.—£550 a year 
plus board and lodging, or £100 a year in lieu thereof. I 
understand that this remuneration is subject to British 
' Income-tax in the ordinary way, but the amount of the tax 
is repaid to the doctors by my department, subject to the 
deduction of a sum equivalent to American income-tax at 
current rates. The distribution and remuneration of those 
doctors who elect to serve in the R.A.M.C. are matters for the 
Secretary of State for War. 


National Medical Register 


Mr. T. E. Groves asked the Minister what efforts, apart 
from an announcement in the British Medical Journal, the 
Central Medical War Committee ‘had made to maintain the 
national register of the medical profession up to date; and 
why had not other medical organisations and journals been 
approached to assist.—Mr. Brown replied: I am informed 
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that the Committee obtains information for the maintenance 
of the register from the local medical war committees, hos- 
pitals and various other sources, and that it avails itself of 
the assistance of such other medical organisations and 
channels of communication as seem most likely to be effective. 


Home Guard Medical Officers 


Mr. Groves asked the Secretary of State for War whether 
he would raise the age of enlistment for Home Guard medical 
officers, since over-age doctors who were still in practice must 
necessarily be employed but could not benefit from classes 
of instruction, &c., unless they were actually enrolled in the 
Home Guard.—Captain H. D. R. Marcesson replied: Cases 
of this kind are considered on their merits. In general the 
upper age-limit is not strictly enforced for practitioners. wish- 
ing to enrol as medical officers in the Home Guard, provided 
that they are fit. 


Mr. Groves: Was it the considered policy of his depart- 


ment that zone medical advisers of the Home Guard should 


be appointed from among the whole-time servants of 
local authorities ; and, if so, would he give an assurance 
that such officers had sufficient time for the duties which 
would be imposed upon them ?—Captain Marcrsson: To 
avoid undue interference with the medical organisation of the 
locality, no medical practitioner may be enrolled in the 
Home Guard unless previous permission has been given by 
the local medical war committee, which is aware of the pro- 
fessional commitments of practitioners in its areas, This 
should ensure that Home Guard appointments are not incon- 
sistent with the fulfilment of a practitioner's existing obliga- 
tions. 
Medical Board Delays 


Sir Irvinc ALBERY asked the minister if he was aware of 
the long delay which occurred in obtaining a medical board, 
and subsequent discharge, by men on home stations who 
were believed to be incapacitated for further service.— 
Captain MarGEsson replied: Steps have recently been taken 
to simplify and accelerate the procedure for bringing soldiers 
before a medical board and carrying out their discharge in 
order to prevent delays of this kind. Revised instructions 
were issued on Nov. 1. 

Sir IRVING ALBERY: Will the minister consider whether it 
would not be better to send these men to the depots ?— 
Captain Marcrsson: That is the effect of the new instruction. 


Hospital Accommodation at Slough | 


Sir ERNEST GRAHAM-LITTLE asked’ the Minister of 
Health whether he was aware that there was no general 
hospital nearer to Slough than Windsor, where the accom- 
modation was overtaxed; and whether, in view of the 
special circumstances, he would authorise the reception of 
civilian cases by the E.M.S. hospitals in Slough, where there 


was unused accommodation which the medical profession in 
Slough urgently needed. Mr. Brown replicd: I am aware 


that there has been considerable pressure on the beds at the 
general hospital at Windsor, and I arranged facilities some 
time ago for reducing the waiting-list by transfer of cases to 
emergency hospitals within reach of the area. It rests with 
the hospital to take full advantage of those arrangements 
The emergency hospital at Slough is in the county council’s 
institution. While it is essential to keep a certain number 


i of beds available there for air-raid casualties and other 


emergency cases, it has always been made clear that the 
council can and should admit in the normal way cases needing 
urgent hospital treatment who cannot get it elsewhere. 


Spectacles for the Troops 

Answering a question, Captain MarGrsson said that every 
soldior who requires spectacles is supplied with two pairs so 
that it should rarely happen that he is not in possession of at 
least one serviceable pair. There is now no delay in the 
initial supply of spectacles to soldiers, and adequate arrange- 
ments have also been made for the replacement of damaged 
or lost spectacles in any theatre of war where British troops 
are serving. ‘ l : 


Medical Referee for Notts 


Mr. BERNARD TAYLOR asked the Home Secretary on whose 
advice Dr. F. S. Airey, of Leicester, was appointed medical 
referee for Nottinghamshire ; and was he aware that there 
was a decided objection by the Nottinghamshire miners 
attending Leicester. —Mr. HERBERT MORRISON replied: 
Following a decision to appoint a specialist medical referee for 
cases of dermatitis arising in this area, efforts were made in 


z 
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consult«!on with the county-court judge, to obtain the ser- 
vices < ® Suitable dermatologist in Nottingham, but without 
sne $- The vacancy was then advertised. Dr. Airey was 
-~ 4.only applicant, and on the recommendation of my medical 

advisers he was appointed. I appreciate that a medical referee 
at Nottingham would be more convenient for the Nottingham- 
shire miners, but there does not appear to be a suitable 
dermatologist there who would be willing to accept the 
appointment at the present time. 


Fifth Valuation of Approved Societies 


In reply to a question, Mr. Brown stated that a short: 


report by the Government Actuary, incorporating such 
statistics of the results of the fifth valuation of approved 
societies as it is practicable to furnish in present circum- 
stances, will be available early next year. 


a Public Health 


Damaged Food 


It was only comparatively late in the last war that 
attention was directed to the urgent need for adequate 
steps to prevent food spoilage and to conserve what was 
utilisable. At that time it was possible to visit many 
ports and find large stacks of tinned sweetened milk set 
aside as unsound, and often they were all of one brand. 
The history of that brand is interesting. It came from 
the United States and in their endeavour to supply the 
English market some plants were put into operation and 
ran, not by experienced packers, but by people.compara- 
tively new to the trade. In this case the promoters 
were unfortunate, for the site selected for the new factory 
was a disused brewery. Since the commonest agent 
causing sweetened condensed milk to become ‘“ blown ”’ 
is yeast fermentation, and since a brewery normally 
swarms with yeasts, it was not unnatural that a large 
proportion of each consignment became unsound. But 
it had its serious side—it was bad economy to use limited 
shipping space for food which was condemned as soon 
as it reached this country. It is important that we 
should not make similar mistakes in this war, when the 
problem of shipping space looms even larger. It is 
disquicting to read in the Evening Standard of Nov. 13 
that the Southwark authority applied for the destruction 
of 38 cwt. of cooked pressed meat from Eire on the ground 
that it was unfit for human food, because it was infected. 
Mr. Bernard Campion, the magistrate, said this was the 
third lot of meat from Eire which he had been asked to 
condemn, while the medical officer of health, Dr. William 
Stott, mentioned that there were large quantities of this 
meat being imported. No precise bacteriological in- 
formation is given as to the nature of the unsoundness, 
but the whole of this particular consignment is said 
to have gone putrid 24 hours after being taken out of cold 
store. Probably there was no evidence of specific 
contamination with food-poisoning bacilli, but inadequate 
care resulted in putrefaction. Apart, however, from 
bacteriological considerations it is obvious, particularly 
in these days, that practical measures must be applied 
to preserve our food, whether it is imported or whether it 
is produced and prepared in this country. The present 
system of centralised slaughter-houses was devised and 
operated from the point of-view of distribution ; the 
requirements of adequate supervision and inspection 
were secondary considerations. Those responsible for 


meat supervision were not consulted as to the suitability 


of these centralised slaughter-houses or even as to 
whether they were the best available in the area. 
a number of them are most unsuitable, although improve- 
ments have been made. Being placed in one local area 


the whole of the burden of meat inspection is thrown 


‘on the food inspector (almost always the sanitary inspec- 
tor) of often quite a small town, without regard either to 
his experience in meat inspection or the multiplicity of 
his other duties. No provision has been made for him 
to be assisted by the other food inspectors in the area 
served, although voluntary assistance has been given in 
some cases. Some’ premises are so unsatisfactory that 
adequate supervision is particularly difficult. There is 
evidence from various sources that the number of food- 
_ poisoning outbreaks has increased. All this, with revela- 
tions such as those at Southwark, suggests that the 
Government needs to pay more attention both to the 
contro! over food and to the application of all practicable 
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. expert advice available if outside help is required. 


In fact — 
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measures to prevent food becoming unsound. If food is 
found unfit for human consumption, there is still the 
possibility that it could be heat-treated and made avail- 
able for manufacturing purposes or fed to animals. 
These problems seem to fall within the purview of two 
ministries—of Health and of Food—and possibly they 
sometimes fall between the two. There is plenty of 
Asan 
example of what can be done the following instance may 
be mentioned. A very large consignment of tinned 
herrings*in tomato sauce was imported recently into this 
country and on inspection a small proportion of the tins 
were found ‘* blown,” while a higher percentage showed 
the slight unsoundness called in the trade ‘‘ springers.” 
The question of condemnation arose, but instead the 
local medical officer of health consulted the county 
M.O.H., who with the aid of the county laboratory was 
able to establish the soundness of all except the definitely 
blown tins. The advice given and taken was to keep 
the whole consignment for a month aad after rejection 
of the definitely unfit to pass the rest, unless the holding 
disclosed a different state of affairs. In this way almost 
the whole of this large consignment was used without 


risk. , 
Tuberculosis in Lancashire 


Dr. G. Lissant Cox offers a précis of the work of his 
department for 1940, but all the records are available 
for reference. In a county populátion estimated, at 
1,900,870 there were on the dispensary registers 7533 
patients suffering from tuberculosis (4324 pulmonary, 
3209 non-pulmonary), and of these 19-9% were children 
under 15. During the year 1394 new cases of pulmonary 
tuberculosis were reported, an increase of 105 over 1939, 
and 751 new cases of non-pulmonary tuberculosis, 39 
less than in 1931. Among young women aged 15-35 
there were 386 new notifications of pulmonary tuber- 
culosis (336 in 1938 and 377 in 1939). 1064 persons died 
from tuberculosis during 1940, giving a rate of 0-55 per 
1000 of the population, and this was an increase of 0-01% 
on the 5-year average. l i ’ 

The county has been able to. maintain all its beds, 
the monthly average in occupation being 942. An 
increasing amount of thoracic surgery is being done 
and of the 4324 pulmonary patients 978 received some 
form of surgical treatment. During 1940 the tubercu- 
losis officers have examined and X rayed 656 re¢ruits 
referred to them by the civilian medical boards and the 
council have agreed that recruits for the women’s 
auxiliary services may have the same facilities. 


Infectious Disease in England and Wales 
WEEK ENDED Nov. 15 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1852 ; whooping-cough, 2066; diphtheria, 1043 ; 
paratyphoid, 30; typhoid, 9; measles (excluding 
rubella), 671 ; pneumonia (primary or influenzal), 997 ; 
puerperal pyrexia, 136; cerebrospinal fever, 104; 
poliomyelitis, 21; polio-encephalitis, 1; encephalitis 
lethargica, 5; dysentery, 204; ophthalmia neonatorum, 
78. No case of cholera, plague or typhus fever was 
notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Nov. 12 was 1307, including 
scarlet fever, 181; diphtheria, 250 ; measles, 38 ; whooping-cough, 
475; enteritis, 43; chicken-pox, 40; erysipelas, 24; mumps, 5; 
poliomyelitis, 8; dysentery, 25; cerebrospinal fever, 10 ; puerperal 
sepsis, 11 ;, enteric fevers, 34 ; other diseases (non-infectious), 87 ; 
not yet diagnosed 76. , 


Deaths.—In 126 great towns there were no deaths 
from enteric fevers or scarlet fever, 2 (0) from measles, 
8 (2) from whooping-cough, 43 (1) from diphtheria, 
37 (3) from diarrhoea and enteritis under 2 years, and 
38 (4) from influenza. The figures in parentheses are 
those for London itself. 


There were 12 deaths from diphtheria at Liverpool, 4 at Birming- 
ham; and 3 at Sheffield. Manchester reported 5 deaths from 
influenza. i f 


The number of stillbirths notified during the week was 
195 (corresponding to a rate of 38 per thousand total 
births), including 22 in London. 


The M.B.E. has been awarded to Lieutenant G. D. Eccles, 
M.B., Home Guard (Dawlish), for ‘‘ conspicuous gallantry in 
carrying out hazardous work in a very brave manner.” | 
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Letters to the Editor 


HYPERTENSION 


S1tr,—The article by Dr. Richardson and Dr. Smart in 
: your issue of Nov. 15 is of great interest in that it records 
two further examples of fall in blood-pressure following 
the removal of a diseased kidney. It would however be 
wrong not to challenge the assertion in their penultimate 
paragraph that ‘all cases of chronic hypertension 
should have a complete urological investigation.” In 
accord with contemporary practice we may perhaps 
promote Hypertension to the rank of Captain of the Men 
of Death. It is an extremely grave, common and in- 
tractable disease and any clue as to a means of treatment 
requires careful examination. The recent work of 
experimental pathologists, beginning with Goldblatt and 
his collaborators and reaching a culmination in the 
recent work of Byrom and Wilson, at last throws some 
light on a situation of tragic obscurity. But if this work 
demonstrates that hypertension can be produced by 
reducing the renal circulation through one or both kid- 
neys it in no way suggests that it is usually produced by a 
unilateral lesion. We know full well that in the vast 
majority of cases any demonstrable disease is bilateral 
and that in an even greater number nothing at all can be 
shown to be wrong with the kidneys during life. l 

I would submit that a complete urological investiga- 
tion of such cases would be a waste of time and money for 
a horde of unfortunate patients calling for very different 
treatment. In point of fact each of the cases described in 
the article had localising signs from the very outset. 


Middlesex Hospital, W.1. T. Izop BENNETT. 


COMPRESSED LIMB: RENAL FAILURE 


Smr,—In conformity with modern thought—which 
shows little sign of regressing, of considering any other 
view—the renal failure following limb compression in 
bombed dwellings has been imputed to a ‘ toxin’”’ 
derived from the damaged part. A better, a more 
reasonable, a more helpful view is that the renal failure 
begins, advances and ends as the result of an “ active 
congestion of the kidney ” (Maitland, A. I. Brit. med. J. 
1941, 1,570; Lancet, 1941, 2, 446)—the cause of which, 
however, is arterial in origin. Induced by reflexes 
elicited during the burial period—the Lovén reflex, the 
skin response to cold, and refiexes arising from pain and 
fear—it is advanced by the transfusion given to combat 
shock. Indeed, so marked is the effect of tranfusion 
.on the kidney in these cases that it almost seems that 
the ‘“‘ nephrotoxin ’’ must exist in the blood or plasma 
administered to the patient. But on the one hand cases 
of shock, unassociated with limb compression, treated by 
transfusion, do not develop renal failure (Bywaters, 
E. G. L. and Beall, D. Brit. med. J. 1941, 1, 482); on 
the other hand a case of limb compression treated by 
infusion to induce diuresis, shock being absent, resulted 
in anuria (Mayon-White, R. and Solandt, O. M. Brit. 
med. J. 1941, 1, 434). Itis thus clear how the transfused 
blood acts; it acts mechanically, increasing the mass of 
the circulating blood. The signs of shock disappear ; 
but the arterial congestion of the kidney, diminished by 
the state of shock, is reinforced, the. patient dying of 
renal failure. 

How explain the shock ? Recently I wrote that ‘‘ the 
idea that shock is due to & toxin is a myth.’’ Consider 
the evidence pointing the other way—it is colossal. But 
if shock, in these or in any other cases, is due to a 
“ toxin,” we must suppose that the blood transfused, 
since it cures the patient of shock, must contain an anti- 
toxin to shock—which is absurd. The blood transfused, 
as we have seen, acts purely mechanically ; it is thus not 
surprising to find that mechanical measures, other than 
that of increasing the blood mass, can combat shock— 
e.g., placing the patient in the Trendelenburg position. 
A patient of mine, of a different sort, with a falling blood- 
pressure was placed in the Trendelenburg position, by 
raising on chairs the legs at the bottom of the bed. In 
spite of that, the patient got worse ; the systolic pressure 
in the brachial artery fell below 40 mm. Hg—the 
reading was confirmed by the resident medical officer who 
said ‘‘ we must do something.” We did do something : 
we raised the foot-end of the bed on lockers, which with 
a small rectal sa line resulted in complete recovery. 


BLAST INJURY OF THE LUNGS. 
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Shock in these bombing cases is predisposed 5 be the 
dehydration, and precipitated by the oedema ; watery 
parts of the blood exude into the compress: 


damaged limb, increasing its volume but by «5 na 
diminishing the volume of the circulating blood A`È 
admission, the placing of the patient in a warm ind 


the application of heat, by attracting blood to the skin, 
facilitate the appearance of shock. Shock, which inust 
diminish an arterial congestion of the kidneys, as a rule 
does not last long enough to relieve the renal block which 
the arterial congestion has caused ; with a praisewor:'1y 
zeal it has been met with immediate transfusion—io the 
undoing of the patient. In the same way fluids have 
been pressed when they should have been restricted. 
Something seems wrong. It is, I think, that laboratory 


- experiments, thought to mimic nature, are often a gross 


caricature; and that the life of man is regarded as a 
series of biochemical reactions rather than as a sequence 
of biophysical events. 


Rugby. = R. H. PARAMORE. 


BLAST INJURY OF THE LUNGS 


Sır, —Dr. Osborn states that no real pathological or 
clinical distinction has been shown to exist between cases 
of pulmonary concussion from (a) mechanical causes such 
as road accidents, (b) bomb explosions, and (c) depth 
charges. This last is outside our experience. Clinically, 
our cases did not resemble cases of mechanical injury. 
There was not the slightest risk of overlooking the lung 
damage, which Dr. Osborn says may easily happen in 
cases of mechanical injury. Even the milder cases 
showed symptoms and physical signs which nc-one with 
any experience of chest conditions could miss. In 


almost all Dr. Osborn’s cases blast and mechanical injury 
‘appear to have been associated, whereas it is our conten- 


tion that the effects of blast and mechanical injury 
should be studied separately at present until it can be 
shown that they are identical. 


' The translation of Dr. Osborn’s term ‘‘ predisposition ”’ ` 


into the phrase that blast lesions are ‘‘ best marked in 
the phrenico-costal sinus,” may not have been a happy 
one, and we regret it if we have misinterpreted him. 
In our experience a phrénico-costal sinus pneumonia, 
separate from one involving the bulk of the lower lobe, 
developed.only once (case 3, fig. 11), In addition this 
man had lesions diffused through the whole of both 
lung fields. This patient had had severe abdominal 
blast. Only one other case with severe abdominal blast 
developed pneumonia (case 7), and this involved the 
whole lower lobe. Five other cases without abdominal 
symptoms developed pneumonia involving the whole 
lowerlobe. In four severe cases, and in all the milder ones, 
there was no evidence of phrenico-costal pneumonia and no 
grounds were found for directing special attention to it. 
| J. N. O’ REILLY. 
London Chest Hospital, E.2. S. ROODHOUSE GLOYNE. 


A STATE MEDICAL SERVICE 


Srr,—Those who put forward schemes for the im- 
provement of medical practice are performing useful 


work but must be prepared for criticism. Quite apart . 


from the vested interests of medicine, from which quarter 
Dr. Thompson appears to-expect opposition, it seems 
likely that many of his colleagues in the public-health 
service are hoping that he will reconsidet the ideas he 
has put forward in your issue of Nov. 15 (p. 613). 
Although the framework of the scheme does not greatly 
differ from others which have already been put forward, 
it proposes to deal a death blow to the present preventive 
health services of the local authorities. Dr. Thompson’s 
Utopia is to emerge from a national service of insurance 
practitioners who will take over the work of the mater- 
nity and child-welfare and school medical services which 
in his own words ‘‘ would disappear.” From the chief 
medical officer of a welfare authority this is indeed a 


surprising suggestion and it is difficult to believe that its ` 


implications have been realised. 

Since the maternity and child-welfare movement 
began enormous strides have been made in the care of 
mothers and young children. The work done by the wel- 
fare councils in the past has been followed by'a dramatic 
fall in the infant death-rate and later in the maternal 
mortality figures. But the supervision of infant feeding 
and child care generally demands a knowledge of pædia- 


.of the personnel. 
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IMMUNISATION AGAINST TETANUS 
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trics while the prenatal clinic is of little use if the doctor 
is not a competent obstetrician. 


N.H.I. practitioners it must be questioned whether they 
would be willing to fake over the educative and preven- 


tive work in these subjects in addition to their clinical] . 


duties. In any case they would not have the time, and 
the urgent calls of the sick would have to take precedence 
over the routine examination of the presumably healthy. 

No form of state service would be possible without the 
inclusion of the general practitioner, and it is for us all to 
ensure that the status and working conditions proposed 
will be suitable and calculated to maintain the high 
traditions of the profession. But in any national scheme 
it is hardly conceivable that the educational side of 
preventive medicine—the maternity and child-welfare 
and school medical. services—should not form the basis 
of all medical work. The framework of these services 
now in existence is perfectly satisfactory ; their efficiency 
depends on their degree of development and on the quality 
Some areas are still behind others 
but that is no reason why their services should not be 
improved. Surely the foxes with no tails might try to 
grow them instead of advising others to cut theirs off. 


Welbeck Street, W.1. VIOLET RUSSELL. 


LIGATION OF PATENT DUCTUS ARTERIOSUS 


Srr,—I have read with interest Mr. Mulvany and Sir 
Maurice ,Cassidy’s comments on our article. It remains 
clear, however, that (1) in the two cases reported by us 


_ the ductus arteriosus was patent and infected, (2) neither 


before, during or after operation was there any evidence 
of the presence of any other congenital cardiac defect, 
(3) the patients have remained in good health and with- 
out symptoms for over a year now, (4) no other treatment 
of infected endocarditis or arteritis has in my experience 
yielded two successive cures in two successive cases, and 
(5) the percentage of spontaneous cure is less than 1%.. 

I agree with Sir Maurice that it is yet to be seen whether 
ligation could be justified as a prophylactic measure, for 
even after ligation a local dimple mast persist at the site 
of the tied ductus, and this might provide a nidus for 
future infection. But I do not agree that the fact that 
spontaneous remissions may occur is sufficient to justify 
us in withholding from a patient a proved therapeutic 
measure which may have risk attached toit. The risk of 
the measure must be balanced against the risk of non- 
intervention, and the chances of remission in infected 
congenital cardiac defect are very minute. 


Queen Anne Street, W.1. GEOFFREY BOURNE. 


WHEN TO TIE THE CORD 


S1r,—Is there not a tendency to stray from essentials 
in the consideration of this matter? As far as I am 
aware, Nature made no provision for adventitious aid in 
arresting the circulation through the cord. This pheno- 
menon occurs spontaneously, and it does not seem un- 
reasonable to take the cessation of pulsation in the cord 
as the sign that the placental circulation has in fact been 
arrested. This arrest may actually be established before 
all pulsation ceases, as the only fact that we are entitled 


‘to assume from the presence of pulsation is that the 


vessels are patent between the heart and the point at 
which the pulsation is felt. This consideration does not, 


- jn my opinion, affect the main issue. 


Accepting the evidence for oxygen lack being the prime 
stimulus to respiration in the newborn infant, is it too 


| much to assume that this lack is brought about by normal 
- physiological mechanisms, and should not depend on the 


- arbitrary application of some external obstruction to the 
- vessels of the cord? It is, after all, a commonplace 


- of practical observation that in the vast majority of 
- normal deliveries the child starts to breathe shortly 
: after birth, and before any outside mechanical interfer- 


- ence with the cord has been undertaken. 


It seems to me 


< that as labour proceeds a time must come when the 


placenta is unable to adapt itself to the changed size 


- and shape of the uterine placental site, consequent on 
- the reduction in size of the uterus. This must lead toa 


y 
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progressive separation of the placenta that would b 


sufficient to initiate the requisite oxygen lack. : 
Dr. Chisholm has suggested that the newborn baby is 


> in danger of bleeding into its own placenta and possibly 


, from placental tears. Some light on these risks might 


These are specialist 
jobs, and while I fully appreciate the excellent work of 


be obtained from records of precipitate births involving 
spontaneous rupture of the cord and the consequent 
possibility of hemorrhage from the main umbilical 
vessels. In any event it would seem that to stress the 
propelling action of the heart as the sole motive power in 
the placental circulation after birth is to neglect entirely - 
the suction effect that must be exerted by the increase 
of negative pressure in the thorax that accompanies the 
child’s first inspiratory effort. An immediate ligature 
of the cord, as advised by Dr. Chisholm, may well prevent 
this suction mechanism from coming into play, and for 
this reason and in view of the considerations outlined 
above I would end with a strong plea on behalf of those 
whose practice it is to defer such an operation until 
at least ‘‘ the cord has ceased pulsating.” . 
a 


Baldock, Herts. J: H. MOYNIHAN. 


IMMUNISATION AGAINST TETANUS 


Sır, —In your last issue Dr. Evans makes a comparison 
between the antitoxic response following two inoculations 
of tetanus toxoid and that noted subsequent to a third 
injection administered 10 months after the original doses. 
It is noted that there is a rapid, and in many instances a 
profound, increase in antitoxic titre as a result of this 
further stimulus of the immunising mechanism. In- 
consequence of this observation it is suggested that it 
might be worth the added administrative difficulties to 
give this third injection. < 

It may be of interest to note that some time prior. 
to my relinquishing the direction of the pathological 
services of the Army five months ago an instruction was 
issued to the effect that a third injection of tetanus 
toxoid was to be given 12 months after the original 
inoculations. As, no doubt, you are aware active im- 
munisation against tetanus by the two dose method was 
introduced as a routine procedure in 1938 in the British 
Army. Such information as we have at present lends 
colour to the view that it has had an influence on the 
prevention of tetanus ‘amongst the battle casualties 
sustained in the Belgian campaign. It is probable that 
the third injection now given will so increase the anti- 
toxic level that this protection will still further, be 
enhanced. ; ane. 

The present heavy fighting in the Western Desert 
should yield some data relevant to this method of 
prophylaxis. Information on this subject will, therefore, 
be awaited with interest. : 

H. MARRIAN PERRY. 


Walton-on-Thames. . 

‘ 

Str,—In your opportune leading article of Nov. 22 
you do not mention that simultaneous passive immunisa- 
tion with antitoxin and active immunisation with tetanus 
toxoid is provided for in United States Army and Marine 
orders. The British Army gives two doses of toxoid six 
weeks apart. A wounded British soldier will at once 
receive one emergency dose of antitoxin. If his record 
then shows that he was previously immunised, nothing 
further will’ be. done, but if he is not already actively 
immunised he will get, I understand, three. weekly 
injections of antitoxin as at the end of the last war. 
The U.S. Army gives—not only to those who so opt, as 
in the British Army, but to all personnel—an “ initial 
immunisation ° of three doses of toxoid three weeks 
apart followed by a.“ stimulating dose ” of 1 ml. at the 
end of the first year, or prior to departure for war, if the 
departure occurs more than six months after the first 
yearly dose (War Medicine, May 1941, p. 426). An 
“ emergency stimulating immunisation ’”’ is given far 
battle wounds or secondary operations. Antitoxin is 
not used except for the treatment of clinical tetanus. 
If those who have not been previously immunised are 
wounded they receive a single dose of antitoxin and a 
dose of toxoid plus two further doses as in initial immuni- 
sation. The U.S. Army and the U.S. Marines bestow 
their affections where they wilJl—-one prefers the air- 
cooled airplane engine, the other the liquid-cooled. The 
Army uses toxoid, the Marines use the insoluble alum- 
precipitated tetanus toxoid, and give to all‘ personnel 
two doses of alum-precipitated toxoid four weeks apart. 
A further 1 ml. is injected about a year later. or in the 
event of a severe battle or non-battle wound or burn, or 
if a secondary operation becomes necessary. Antitoxin 
is used for the treatment of clinical tetanus, br for inade- 
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-quately immunised men, to whom a dose of tetanus alum 


toxoid is given at the same time, and the second dose a 
month later. The American Army and Navy thus both 


- aim at passive plus active immunity at the same time. 


The factors are not the same as those described in the 


‘British Medical Journal of Nov. 20 (p. 717) by a group of 
investigators studying the immunology, of diphtheria. 


If antitoxin and toxoid are given at the same time, the 
toxoid cannot act much while the antitoxin is present. 


Until it is got rid of there is a dangerous interval; the. 


individual is exposed to infection if in contact with a 
carrier before the toxoid can act and produce active 
immunity. But in tetanus the man is not exposed dur- 
ing this time to external infection. ae 

In passing, I would guess that the excellent American 
War Medicine has not yet gained full currency here. 
Among other items, a recent number tells that the 
American fighting man will have his blood-group marked 
on his card, as in the Australasian Army. X.. 


SCIENCE OR ART? 


Sır,—In your issue of Nov. 15 Professor Plesch stated 
“Wwe have lost confidence in our intuitive abilities 
and do not use or rely on our five senses sufficiently ; this 
is regrettable because medicine must always remain an 
art to which science is only the servant.” He then goes 
on to state that ‘‘ our judgment must depend partly on 
imaginative intuition, and we can only pass on to the 
student the method of making the bricks from which he 
must build the diagnosis.” feel myself that we have 
rightly lost confidence in our intuitive abilities. Intuition 
is subjective and should be distrusted by the scientific 
mind. I disagree that medicine must always remain an 
art to which science is only the servant. 
better both: for the practitioners of medicine and those 
practised on that it should be primarily a science and 
secondarily an art. For some thdusands of years medicine 
was an art ; it was only when it tended to become a science 
that it began to command respect from intelligent minds. 


A teacher can pass on to his students a scientific attitude ` 


of mind which will ultimately benefit medicine and 
benefit his patients. 
Gorseinon, Swansea. 


PARADOXICAL CEREBRAL EMBOLISM 


Smr,—I am interested in the case recorded by Dr. 
Porter in your last issue but venture to dispute his 
diagnosis. It seems to me much more probable that 
the case was one of cerebral thrombophlebitis. I have 
published a comparable case (Brain 1937, 60, 531) 
in which following thrombophlebitis in the left leg 
symptoms of increased intracranial pressure developed 
which were presumed to be due to thrombosis of the 
superior longitudinal sinus. Thrombophlebitis even 
if widespread is not necessarily accompanied by fever, 
nor is the lung often involved when thrombophlebitis 
arising in the lower part of the body subsequently affects 
the cerebral veins. Indeed in the puerperal cases pul- 
monary involvement appears to be the exception rather 
than the rule. The spread in such cases is probably by 
mural thrombophlebitis, along the intravertebral veins, 
as Purdon Martin has suggested (Brit. med. J. 1941, 2, 
537). The experimental work of Batson (Ann. Surg. 
1940, 12, 188) upon which this suggestion was based 
strengthens the belief which I have held for some time 
that many cases of hemiplegia which in the past have 
been attributed to arterial embolism, thrombosis or 
hemorrhage, have in reality been due to cerebral throm- 
bophlebitis. I would add that the rapidity of recbvery 
in Dr. Porter’s case is an additional argument in favour 
of the diagnosis of cerebral thrombophlebitis as opposed 
to cerebral embolism. 


Oxford. ©. P. SYMONDS. 


G. E. DONOVAN. 


Lonpon HosfIrraL.—An award of the Hutchinson 
triennial prize will be made in 1944 for a dissertation on the 
investigation and treatment of sciatic pain. Candidates 
must be full students of the hospital, but not necessarily 


of the medical college, and they must have registered as 


students not more than ten years ago. Dissertations should 
be submitted to the secretary of the hospital medical council 
by Oct. 31, 1944. 


MEDICAL NEWS 


It would be 


- practitioners. 
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Medical News 


Royal Society | P ; 

The King has approved the recommendations made by the 
council of this society to award a royal medal to Prof B. L. 
Kennaway, F.R.S., for his investigations on production of 
cancer by synthetic substances. 

The. Copley medal has also been awarded to Sir Thomas 
Lewis, F.R.S., for his experimental researches, in the elinic 
and the laboratory, on the heart and the circulation and their 
disorders ; and the Davy medal to Dr. H. D. Dakin, F.R.S., 
for his work as a pioneer in biochemical research and especially 
because of his fundamental contributions to the study of inter- 
mediate metabolisms. 


Royal Society of Medicine 


There will be a general meeting of the fellows of this society 
on Tuesday, Dec. 2, at 3.30 p.m. On Dec. 3, at 2.45 Pom, at 
the section of history of medicine, Mr. Charles Eleock, 
F.R.1.B.A., will read & paper on hospital building—past, 
present and future. At 2.30 P.M., on the same day, at the 
section of surgery, Dr. E. G. L. Bywaters and Mr. Ronald 
Belsey will open a discussion on the effects on the kidney of 
trauma to parts other than the urinary tract including crush 
syndrome. The section of laryngology will meet at 10.30 
A.M., on Dec. 5, to discuss the effects of flying on the nose and 
ear. The opening papers will be read by Wing-Commander 
J. F. Simpson, Group-Captain E. D. D. Dickson, Squadron- 
Leader D. B. Fry, Squadron-Leader J. E. McGibbon and 
Squadron-Leader R. H. Winfield. At 2.30 p.m., on the same 
day, Dr. Z. Mennell and Dr. Ronald Jarman will open a dis- 
cussion at the section of anesthetics on the present position of 
ether. i 


Health Films in America ; 


The Americdn Film Center, 45, Rockefeller Plaza, New 
York, has opened a section on films in health education and 
medicine, to which the Rockefeller foundation has promised a 
three-year grant. Dr. Adolf Nichtenhauser, who is in charge 
of the section, has been working on educational cinemato- 
graphy for many years and before joining the centre he was 
on the staff of the National Tuberculosis Association and the 
New York Tuberculosis and Health Association. The new 
section will be a clearing-house and information centre on the 
use and production of medical films for laymen and doctors. 
It will from time to time publish lists of recommended films, 
and it willdevelop a production programme with other agencies. 


General Practitioners of West Ham 


The practitioners of West Ham met on Nov. 19, to discuss 
the necessity for united and sustained action to meet the 
requirements of general practitioners as a body, in view of 
possible alterations in medical practice due to changing 
economic conditions. Dr. Robert Poots was in the chair and 
83 doctors were present. Dr. Poots discussed the raising of 
the income limit for N.H.I. ; the medical care of dependants of 
members of the Forces ; the inadequacy of the recent addition 
to the N.H.I. capitation fee; the fact that less than 6% of 
the population earned more than £500 per annum ; the effect 
of increasing income-tax burdens on the patient; and how 
these factors must influence the future of medical practice. 

Dr. Philip Inwald, of Islington, told the meeting what had 
been done in his district and in the City area in organising the 
Dr. H. C. Boyde welcomed the awakening 
professional interest in social and economic problems affecting 
medical practice. The B.M.A. had suggested it was desirable 
to form discussion and study groups, to plan future medical 
progress. Dr. M. J. Murphy thought extension and modifica- 
tion of the existing system might give a possible solution. 
Other speakers stressed the need for organisation among — 
general practitioners, to make the wishes of the largest body | 
of medical opinion in the country operative through the lead- 
ing medical organisations. The following resolution, pro: 
posed by Dr. H. A. Hannon was carried unanimously, and 
practitioners from East Ham who were present associated 
themselves with it : 


That a coérdinating committee be elected by the general practi- 
tioners of West Ham, to link up with other practitioner codrdinating 
committees throughout the country, to watch over the interests 
of general practitioners by every accepted means, to formulate 


their requirements and forward them to the Medical Planning 
Commission. ~ 


A committee of twelve practitioners was elected, instructed 
to get to work as soon as possible, and report progress at the 
next meeting, which will be held at an early date. 
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Hospital Saving Association 


Despite war-time difficulties the number of contributors ' 


to this association on July 31, 1941, was almost 1,690,000 and 
the income for the year was £970,000. This year the associa- 
tion has paid the London hospitals 9s. for each inpatient day 
and 7s. 6d. for each outpatient, except when these figures 
exceeded the 1939 statistical cost. But fewer of the associa- 
- tion’s contributors have been ill, only 3% compared with 6% 
im 1938-39, while the outpatients had fallen from 20 to 11-2%. 

' 


Naval Honours 


The D.S.C. has been awarded, for courage and resolution 
in operations in Mediterranean waters, to Temp. Surgeon 
Lieutenant E. R. L. Davies, M.R.C.S., R.N.V.R., H.M.S. 
Manchester, Temp. Surgeon Lieutenant C. J. Vaughan, 
M.E. Dubl., R.N.V.R., H.M.S. Forster, and Temp. Surgeon 
Lieutenant E. J. Yates, M.B.Manc., R.N.V.R., H.M.S. Fearless. 


Harben Lectures = 

- These lectures, which are delivered under the auspices of 
the Royal Institute of Public Health and Hygiene, will this 
year be held in Canada. On Dec. 1, 2, and 3, at 4 P.M., 
E. V. McCollum, Se.D., professor of ‘nutrition at Johns 
Hopkins University, will give them at the University of 


Toronto, and he has chosen as his subject nutritional science 
and public health. | 
Pituitary Extracts | i 

The supplies of pituitary extract issued by the Ministry of 


Health for use in E.M.S. hospitals and first-aid posts carry 
the expiry date of Oct. 26, 1941. But the Medical Research 
Council have tested samples and report that where supplies 
have been kept under ordinary conditions at normal room 
temperature they may be used with safety for a further 
twelve months. 


Anglo-Soviet Medical Committee 

The Anglo-Soviet Medical Committee appeals to all who 
have any surgical instruments which they can spare to send 
therm as soon as possible to the secretary of the Joint Com- 
mittee for Soviet Aid, 171 St. Stephen’s House, Cannon Row, 
Bridge Street, London, 8.W.1. The need is urgent, for the 
manufacturers can supply only a limited number. 
ments which require to be re-plated or repaired will be 
accepted with gratitude and will be restored to good condition 
before being forwarded to the U.S.S.R. | 

Among the instruments wanted at once are: 

Artery forceps of every description. l 


‘Record syringes and needles (international standard pattern). 


Needles of all kinds (including intravenous, blood-transfusion, 
hypodermic and spinal). Bone forceps. ; 

Scissors of every description. Scalpels and amputation knives. 

Towel clips. Plaster cutters. 

Dissecting forceps. Tracheotomy tubes. 

Aural] forceps. Abdominal retractors. 

Bullet or swab forceps: Volkmann retractors. 

Aneurysm needles. Sterilisers and autoclaves. 

Surgical needle holders. Dental instruments. 


Dusting Powder for Babies 


The Board of Trade in consultation with the Ministry of 
Health have agreed to allow manufacturers of toilet prepara- 
tions to supply dusting powder for babies under the name of 
‘© baby powder,” without the addition of any other words. 
It must be sold as packed by the manufacturers and must not 
contain perfume, essential oil or colouring matter. It must 
be ‘composed of the silicates of magnesia and alumina and 
may also contain a small proportion of boricacid. The powder 
will be distributed only to hospitals, medical practitioners 
and registered: pharmacists and may be supplied only to 
people who really need it. 


Communal Meals in Stirlingshire 


On Nov. 14 Mr. Thomas Johnston, M.P., Secretagy of . 


State, opened the fourth feeding centre for the county at 
Stirling. Centres are already open at Falkirk, Kilsyth and 
Grangemouth, and almost 12,000 meals a week are served to 
school-children. The Stirling centre will be able to serve 
every day 3000 meals to children and 3000 meals to adults. 
In a short time Stirlingshire will have seven centres with a 


daily output of 10,400 meals for school-children and 9400 for’ 


adults. Hot meals will be distributed by insulated containers 
to all schools in the county and to selected centres where 
there is likely to be a demand, and the director of 
education for the county, who is in charge of these feeding 
arrangements, hopes to:be. able to supply the mining 
community in districts where no facilities for pit-head 
' canteens exist. 
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Notes, Comments and Abstracts 


NURSES CONSIDER THEIR PROFESSION 


THE inaugural meeting of the Nursing Reconstruction 
Committee, under the chairmanship of Lord Horder, was 
held on Nov. 24 at the Royal College of Nursing. This 
body is composed half of delegates appointed by the 
college and representing different aspects of nursing, 
and half of delegates from kindred associations including 
the British Medical Association, the Society of Medical 
Officers of Health, the Nuffield Trust, King Edward’s 
Hospifal Fund for London (Nursing Recruitment 
Centre), Local Authorities’ Nursing Services Joint 
Committee, the Medical Women’s Federation, the 
British Federation of Business and Professional Women, 
the National Association of Administrators of Local 
Government Establishments,. the Trades Union Con- 
gress, the Incorporated Association of Hospital Officers, 
the Hospital Matrons Association, the Queen’s Institute 
of District Nursing and many others. The delegates are 
to consider ways and means of implementing the recom- 
mendations of the Athlone Committee and to recom- 
ménd such further adjustments as the present situation 
and post-war reconstruction may demand. It is 
stimulating to see this extremely practical approach. 
It is easy—or relatively easy—to make recommendations 
for amending the nursing profession, since many defects 
in the terms of service are as widely known as they are 
of long standing. But to settle down to convert opinion 
into action is a different and worthier task. In wel- 
coming the delegates Lord Horder reminded them that 
even in the short interval since 1939, when the interim 


report of the Athlone Committee appeared, important 


developments had occurred, among them the setting 
up of a division of nursing at the Ministry of Health ; 
but there was much to be done, He pointed out that 
recruitment falls short of demand, education of nurses is 
cramped by the economic needs of the training institu- 
tions, prospects are too poor to attract women of ability, 
and conditions of service are not everywhere what they 
should be. The profession looks for the establishment 
of negotiating machinery on the lines of the Whitley 
Councils to bring such conditions into line. The new 
committee has a great work before it and we wish it well. 


TUBERCULOSIS IN SOUTH AMERICA 


ELEVEN of the Spanish-American countries took part 
in the fifth Pan-american Congress for tuberculosis held. 
at Buenos Aires and Cordoba at the end of last year. In 
his presidential address Prof. G. Sayago said that these 
new countries had a common geographical, racial, 
economical and social background, and the statistics 
submitted to the congress showed that at any rate in 
their rural districts they were facéd with common 
problems in the control of tuberculosis. In the larger 
cities of South America the problems connected with — 
the disease were more comparable to those of the older 
towns the incidence of the disease is 
high and as rural districts become industrialised they are 
exposed. to infection; its spread among children is 
disquieting. But the congress did not consider that 
heredity. was an important factor and infection by the 
placenta was rare. Non-pulmonary tuberculosis does 
not show the same clinical picture as in Europe; for 
surprisingly often it is associated with active or incipient 
pulmonary infections. - These patients should be treated 
in special sections of the hospitals. The next congress 
will be held in Habana in 1943 and the subjects for dis- 
cussion will include the value of BCG vaccination, initial 


. stages of tuberculous infections; and the treatment of 


pulmonary cavities. ; 

At the congress it was emphasised that the number of 
beds available in South America was insufficient for the 
number of tuberculous patients. To implement her 
share of the campaign against the disease the Argentine 
Government has set. up a national committee, working 
under the department of health, which will codrdinate 
the work of sanatoriums and laboratories receiving 
grants from the government, and establish new sana- 
toriums in rural districts in the interior. According to 
official figures there are only 5000 beds available in the 
republic and these can accommodate only a third of the 
patients, but the results achieved so far have been- 
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good, and in Buenos Aires the death-rate from tuber- 
culosis has fallen from 3:14 per thousand in 1938 to 
2-79 in 1929. 

The miraculous remedy against tuberculosis has once 
more been discovered. This time by Jesus Pueyo, a 
Spanish medical student.. For a time he did research 
work in the laboratory of microbiology in Buenos Aires 


and he claims to have discovered a new. vaccine, which ' 


was announced in the lay press in a sensational manner. 
The minister of the interior urged him to demonstrate 
its preparation at the National Institute of Bacteriology, 
but Pueyo made conditions which were unacceptable 
to the scientists. The faculty of medicine also tfied to 
examine the vaccine, but this also came to nothing as 
Pueyo refuses to permit animal experiments and insists 
on being allowed to try his vaccine 9n human beings. 
The use of. the vaccine has therefore been forbidden in 
Argentina and Pueyo has been fined for its unauthorised 
distribution. © 


TO DEFEAT THE TYPHUS-BEARING LOUSE 


THE Ministry of Health (memo 252/Med.) puts us on 
our guard against the possible arrival of louse-borne 
typhus in this country, in company with refugees, 
prisoners of war and returning travellers. -The body- 
Jouse and the head-louse are both probable vectors. 
Diagnosis depends on the sudden onset, high tempera- 
ture, the appearance on the 4th or 5th day of a rash 
which spares the face, and a torpid or maniacal mental 
state. The Weil-Felix reaction can be obtained by the 
end of the first week and sometimes earlier. <A strong 
reaction in a dilution of 1 in 80 or 1 in 100, obtained by 
a naked-eye reading, may be taken as positive,‘ and 


during the later stages of the disease the titre rises to. 


1 in 1000 or even higher. At the other end of the scale, 
any increase in the agglutinating power of the serum, 
_established by examinations at 2-day intervals, is signi- 

ficant even at a titre 
‘of 1 in 50: A vaccine 
against infection is 
available but its value 


tried. It is to be used 
at present only by 


teams and is to be given 
in three doses of 1 c.cm. 
at weekly intervals. If 
typhus does reach this 
country it is most liable 
to break out in crowded 
areas. Several of the 
large cities have been 
asked to organise typhus 
teams, each of which is 

| ee ? to include the medical 
officer, 4 nurses, 1 ambulance driver, 1 ambulance 
‘attendant and 1 or more sanitary inspectors and trained 
‘disinfectors. The team should be duplicated so that 
absentees can be replaced. © 


=- All team members are to be provided with protective 
‘clothing consisting of a one-piece garment with a hood 
fastening down the back, preferably with a Zipper. A tape 
runs round the face aperture of the hood and ties under the 
chin, and tapes and elastic draw the sleeves closely round the 
wrists. Gum-boots and long fabric gloves are also to be 
worn, and masks if desired. Protective clothing is abso- 
lutely necessary for members of the team, since any of them 
may come into contact with typhus-infected lice. During 


removal to hospital the patient should be enveloped in a large. 


sheet, and should travel in a vehicle which is easy to free from 
lice. The staff engaged in admitting the patient to hospital 
are particularly exposed to danger, and the greatest care of 
all should be. taken during this time. The patient must be 
admitted to a special bathroom, stripped, deloused and clad 
in hospital clothing before being taken to a ward set aside for 
the purpose. Delousing must include not only complete 
disinfestation of the patient’s clothing but careful delousing 
of his person, close cutting of the hair, shaving where necessary 
and careful bathing. He must be thoroughly soaped all over 
and cleansed in such a way that all lice are destroyed. In the 
hospital a room must be provided where the staff can change 
into protective clothing. After use the clothing must be 
left there for disinfection ; the staff must pass next to a bath- 
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in the field has not been . 


those working on typhus - 
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room and finally to the room where their ordinary clothing 


is kept. 


Officers with experience of typhus in the medical 
department of the Ministry of Health or in the L.C.C. 
will help to advise on diagnosis, and arrangements have 
been made for a mobile team from the American Red 
Cross—Harvard Field Hospital Unit—to give help ‘in 


diagnosis and control in any part of England or Wales. 


Medical officers of. health are advised to arrange for beds 
to be availabletin the larger isolation hospitals. The 
origin of infection must be carefully traced and all those 
who have been exposed to risk must be deloused and 


` kept under observation for three weeks. Heavily in- 


fested people may have to be deloused a second time 
after an interval of ten days to ensure destruction of lice 
hatched from surviving eggs. . : 
E INCIDENTS AND GAS 

HANDBOOKS to prepare the peaceable against the 


- demands of war are the fashion just now; and a good 


thing too. No one can say ‘“ Why wasn’t I told? ” 
Three such warning messengers have lately been 
launched by Jordan and Sons. Mr. W. F. F. Shear- 
croft’s 24-page booklet (War Gases: Learn and Live. 
6d.) deserves a wide sale. It includes all the man in the 
street need know about gas, and by means of excellent 
little illustrations and apt descriptions paints as vivid a 
picture of a gas attack as you can hope to get for six- 
pence. Mr. T .E. Browne’s 48 pages (Conduct of A.R.P. 
Incidents, 1s.) contain little that will be. new to doctors, 
but the book may have uses for incident officers. So 
will the folded card (Duties of an Incident Officer, 1d.), 
by Mr. R. D. Wormald and Mr. J. M. Young, but this . 
again does not aim at instructing the casualty services. 


LIQUEMIN HEPARIN.—Roche Products Ltd. have 
changed this solution, which is now about 24 times as 
strong as the old solution. The potency of the new solu- 
tion will be stated in terms of Toronto units, viz., 1,000 


T.U. per 1. c.cm., or 5,000 per 5 c.cm. phial 


Births, Marriages and Deaths 


BIRTHS 


Gorr = Om Nov. 18, at Ongar, the wife of Major R. W. Cope, 


.A.M.C.—a daughter. 


.KERR.—On Nov. 16, at Inverness, the wife of Dr. England Kerr, 


—a daughter. 

SHaw.—On Nov. 21, at Berkhamsted, the wife of Dr. C. Carter Shaw 
—a son. 

SMALLEY On Nov. 17, at York, the wife of Captain C. S. Smalley, 

.A.M.C.—a son. N \ 

TEMPLETON. —On Nov. 22, at Leicester, the wife of Major William 
Templeton, R.A.M;.C.—a son. . 

WILLIAMS.—On Nov. 15, at Oxford, to Joyce Beverley Williams, 
M.B., wife of Squadron-Leader Denis Williams, M.R.C.P., 
R.A.F.V.R.—a daughter. 


MARRIAGES 


: SyMon—-Moore.—On Nov. 20, at aonlnen, David Symon to 


Jocelyn Moore, F.R.C.S., R.A.M 


DEATHS 
BLACK.—On Nov. 23, at South Croydon, Thomas Anthony Black, 
M.B. N.U.I 


CHIDELL.—On Nov. 18, at Hythe, Claude Churchill Chidell, M.B. 
Lond., first superintendent of Pinewood Sanatarium. 

Gorr.—On Nov. 21, at Ventnor, Isle of Wight, Bruce Edward Goff, 
M.B. Glasg., late of Ovington Gardens, London. | 

LINNELL.—On Nov. 18, at Northampton, Alfred Linnell, M.R.C.S., 
aged 80 years. 


. PILKINGTON.—On Nov. 21, at Parkstone, Dorset, Frederick William 


ilkington, M.R.C.S., D.P.M., aged 83. 
SM ona Nov. 23, at Bognor Regis, Ernest Jackson Smyth, M.D. 
ond. : 
SANDEMAN On Nov. 22, at Hertford, Muir Sandeman, M.B. Edin., 
age 5. , i 


. WEsT.—On Nov. 20, at Queen Mary’s Hospital, Carshalton, Henry 


Owen West, M.D. Lond., F.R.C.P. 


Appointments 


CLINE, H. R., M.B. N.U.I., D.L.O.: surgeon to the ear, nose and 
throat departinent of the Mildmay Mission Hospital, London. 

Honaks, W. V. A., L.D.S.: dental officer for Dorset. 

Mawson, EpNa E., M.D. Lpool: temp. asst. T.O. for Bristol and 
R.M.O. at Frenchay Park Sanatorium. 

Pimtiips, H. I., L.D.S.: dental officer for Dorset. 

Suaw, DaviD, M.D. Lond., M.R.C.P.: temp. L.C.C. specialist, 
at Sutton Emergency Hospital. 
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FROSTBITE AND KINDRED ILLS* 


RAYMOND GREENE, D.M. OXFD, 


PHYSICIAN, E. A MEDICAL OFFICER TO THE KAMET EXPEDITION 
931 AND EVEREST EXPEDITION 1933 


IN time of peace, Jdostars in England need no know- 
ledge of frostbite. The disorder occurs so rarely that 
many never see it. In war it becomes an important 
military factor, either in its classical form or as the 
closely allied condition of trench-foot. It was a major 
cause of Napoleon’s retreat from Moscow, during which 
it was described by the surgeon Larrey. Should the 
Germans in Russia be forced to dig in this winter, frost- 
bite may be once more a potent weapon against Russia’s 
enemies. Frostbite crippled thousands and killed many 
in the Balkan wars which immediately preceded the war 


of 1914-18, but the lessons these cases taught were not 


learned in time by our own army, despite the efforts of 
Colonel Max Page (1914); though frostbite is almost 
always preventable, 84,670 cases occurred in the British 
Army alone. In the week ending Dec. 16, 1916, 3104 


- frostbitten men were admitted to medical units in 


France and Flanders, and 2521 of these were sent to the 
base. The blizzard of November, 1915, caused, 15,900 
cases in Gallipoli and 998 in Serbia (Mitchell and Smith 
1931). Thanks to a few officers of the R.A.M.C. and a 
few commanders who were prepared to accept their 
advice, there were some units in all theatres of war which 
suffered little, if at all. In the North Russian campaign 
between September, 1918, and September, 1919, only 
48 men were frostbitten. A number of cases occurred 
early in the present war, chiefly in the R.A.F., but 
adequate clothing and the heating of aeroplanes soon 
reduced the incidence to very small figures. Neverthe- 
less it is always possible that the British Army may be 
called upon to fight in conditions of cold and damp and 
in mountainous countries, where only awareness of the 
danger and knowledge of its causes and treatment will 
prevent numerous casualties. 

In the present war, two other conditions have been 
recognised which are in close relation to frostbite and 
trench-foot. These are ‘‘ shelter-foot,’? often seen 
among shelter dwellers in London in the ‘winter of 1940- 
41, and ‘“‘ immersion-foot,’’ commonly observed in those 
who, after shipwreck, have been forced to spend long 
periods in water-logged boats. 


TRUE FROSTBITE 


The onset of true frostbite may be sudden or gradual. 
Sudden frostbile can be studied in comfort by anyone 
who will take the trouble to squirt ethyl chloride at a 
friend’s nose. Dermatologists often produce 
applying a stick of carbon-dioxide snow firmly to the 
skin. In more natural surroundings it develops in 
exceptionally cold weather, especially in a high wind, or 
when the exposed skin is brought into contact with cold 
metal such as an ice-axe, a rifle, a spoon, or the shutter- 
release of a camera. A sting like that of a wasp is 
usually felt, but sometimes it is painless. The skin is 
white and crystalline. If it is observed at once and a 
warm hand clapped on it, no harm may be done. During 
thawing, a red area appears around the frozen patch 
which gradually invades it. The surroundings gradually 
return to normal, leaving the patch red and sharply 
defined. Shortly afterwards itching and swelling begin. 
The weal may take many hours to subside, or blistering 
may follow and even deep gangrene of the skin. The 
flush is due to the opening up of arterioles by the release 
of H-substance from the damaged area (Lewis and 
Love 1926). 

Gradual frostbite may occur on exposed skin or on 
well-clothed parts. The burning sensation of extreme 
cold dies away and a pleasant numbness takes its place. 
At this stage the skin may appear normal or may be 
white and waxy. If freezing continues, there is destruc- 
tion of tissue, blood-vessels give way, cedema and 


+ Based on a lecture delivered at the British Postgraduate Medical 


School on Feb. 6, 1941. Reference is occasionally made to 
mae del hoe to be published fully later, conducted with the 
aid of a grant from the Medical Research Council, to which 
my thanks are duc. 
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hemorrhage develop and the vitality of the tissues is 
destroyed—a course of events which may occasionally be 


delayed by cold so extreme that the normal contour of 


the part is preserved as in marble. In either form, 
thawing usually begins before extreme damage has been 
done, and is itself responsible for the ultimate damage. 

This is the danger period. As in sudden freezing, a 
flush surrounds the frozen area and gradually invades it, 
till the normal or white skin becomes red. Swelling 
begins when transudation takes place from the damaged 
vessels. In extreme cases whole blood may escape into. 
the tissues and the skin become darkened or purple; 
blisters then form, the blebs containing straw-coloured 
fluid or whole blood. The true severity depends on the 
depth of freezing and—more important—the amount 
of transud:tion. In most cases the damage is only skin 
deep or involves only the terminal phalanges. The 
appearance is always unduly alarming to the inexperi- 
enced. A frostbitten hand may have precisely the | 
appearance of a hand in which the main arteries have 
been blocked by embolism, but arterial pulsation can 

usually be felt and recovery with but little tissue loss is 

the rule if sepsis is avoided. During the stage of aseptic 

recovery the unviable tissues become black, hard and 

painless, and finally—sometimes after weeks—strip off, 

leaving healed skin beneath. The viable but affected 

tissues gradually recover their normal appearance, but 

may be hypozsthetic, or paresthetic and hyperesthetic 

for months. Even in a mild case with little or no tissue 

loss, these disturbances of sensation may occur, and 

interference with the blood-supply to the nail-bed may 
result in temporary cessation of nail growth and. loss of 
the old nail some months later. Many years may pass 

before nail growth becomes normal again. 


- ° TRENCH-FOOT 


Larrey was the first to describe trench-foot, which in 
previous wars has been the most important form of 
frostbite; he observed that it was less common at 
extremely low temperatiires than when the temperature 
varied about freezing-point so that the ground though 
always cold was usually muddy. In ‘“ The Medical 
History of the Crimean War ” (1858) it is stated that a 
large proportion of the casualties from this cause 
occurred when the temperature was above freezing-point. 
It was realised even.at that time that in addition to cold 
other factors were involved, especially damp, constric- 
tion and stagnation of- the circulation, fatigue, mal- 
nutrition and scurvy. The author wrote: 


The labours and guards of the trenches were those which 
more especially involved that severe and protracted exposure 
which was favourable to the occurrence of gangrene. The 
men in the trenches and advanced parallels were so much 
restricted in their movements and were for the most part so 
little able, in the presence of a vigilant enemy, to walk about 
or in any other way to assist the circulation of the blood that 
they were under the necessity of remaining quiet in the least, 
exposed position, and frequently this position happened to be 
the bottom of a trench knee-deep in mud and water or half- 
filled with snow. 


Yet, despite this clear warning, we lost thousands of 
soldiers in the winters of the last war. One contrite 
colonel, formerly of the R.A.M.C.,; has told me how at 
first he forced men with sore feet to return to the 
He realised. his error, but many never did._ 

Trench-foot is almost identical with gradual frostbite. 
There are variations in the mode of onset but the main 
features are the same: numbness followed by swelling 
and ultimately considerable pain. ` It is important to 


remember that the feet may be almost free from pain 


until the boots are removed, when transudation and 
swelling take place rapidly and the pain may become 
intense. Some men, slightly affected, found that after 
a few days pain and swelling disappeared, and that they 
could return to the trenches, only to succumb later to 
attacks of steadily increasing Severity: Others were too 


severely crippled to return. 


x SHELTER-FOOT 
In November of last year, Knight (1940) drew atten- 
tion to swelling of the feet: in people who had spent the 


Z 
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night in a sitting position without compensating ‘rest in 
a horizontal position during the day. The condition was 
further described in a leading article in TAE LANCET of 
Dec. 7, 1940 (p. 722). Beginning in the feet, the swelling 
extended up the leg; it was painless at first, but after- 
wards became painful and in some cases the skin became: 
shiny and red. Knight observed that the condition did 
not arise in wardens who, though exposed to the same 
degrees of cold and damp, were frequently on their feet, 
and that most of his patients had used deck-chairs, the 
wooden bars of which had exerted prolonged pressure on 
the popliteal fossa. That pressure was an etiological 
factor was shown by the observation that those who sat 
with one leg crossed over the other developed swellmg 
in the lower leg only. Knight described the appearances 
of this ailment as reminiscent of trench-foot. I saw one 
of these patients in consultation with him. 


Case 1.—A middle-aged baker. Both feet were very~ 
cedematous, the swelling extending a short way above each 
ankle and: gradually fading into the thickness of the calf. 
The skin of the feet and the lower half of the legs was covered 
with a very fine petechial rash. On applying Géthlin’s test 
to the arm, it was found that the patient’s general capillary 
permeability was greatly in excess of normal, and, in the 
absence of any other discoverable abnormality, the question 
of dietary deficiency naturally arose. The patient had 
“ studied all this diet nonsense ” and come to the conclusion 
that it was “ all a doctor’s racket.” He particularly resented 
the efforts of doctors to suppress the white loaf, which he 
considered the only bread fit to eat. He disliked green 
vegetables, but ate them occasionally to please his wife. He 
never ate fruit of any kind. He worked 18 hours a day and 
developed the swelling of the feet after a night spent sitting 
on a hard chair in his bakery. l 


Clinical research outside hospital is notoriously diffi- 
cult. Patients who are not under one’s eye disobey 
instructions or disappear at important moments, often 
never to return. Further investigations on the baker 
were not possible and all that is known is that after a 
change in his diet and his chair he made a complete 
recovery. Four other patients were afterwards seen. 

CasE 2.—A woman, who also had an increased capillary 
permeability. Estimation of her urinary excretion of ascorbic 
acid by the method of Harris and Abbasy (1937) showed 
deficiency of vitamin C. Treatment with ascorbic acid, 50 


mg. t.d.s., was followed by a rapid recovery and the return 


of her capillary permeability to normal. 
CasE 3.—A woman who had spent every alert sitting in a 


shelter, was found on inquiry to be eating a diet apparently . 


deficient in vegetables. By Harris and Abbasy’s test she did 
not appear to be deficient in vitamin C. She was given 
vitamin P in the form of hesperidin, 1 g. daily. Her legs and 
capillary permeability returned to normal. 

CasE 4.—A woman who had been sitting up in her dining- 
room during alerts for 3 months and was taking a diet which 
seemed to be deficient in vitamin C. Her capillary per- 
meability and ascorbic-acid excretion test were normal, 
however, and an opportunity to try vitamin P did not occur. 
Her after-history is unknown. 

CasE 5.—A woman in whom only one leg—that over which 
she normally crossed the other—was affected was living on a 
diet deficient in vegetables. Her capillary permeability was 
_increased. Advice on diet was followed by recovery and 
return to normal capillary resistance. 


These cases suggest that in shelter-foot the most 
potent causative factors are venous stagnation and 
increased capillary permeability. Whether the latter is 
due to deficiency of vitamin C or vitamin P or to some 
other cause remains doubtful, but it is likely that, as in 
the Crimean war, dietetic deficiency played a part in the 
foot troubles of the battle of Britain. The shortage of 
citrous fruits (the main source of vitamin P in modern 
diets) may conceivably be important. We know of no 


action of vitamin P other than its effect of reducing - 


capillary permeability. A deficiency in normal times 
might well pass unnoticed, only to be brought to light 
by the abnormal habits of war. 


IMMERSION-FOOT 
I have never seen a case of immersion-foot, and for its 
adequate description we must await the reports of those 
whose war experience has brought them greater oppor- 
tunities of observing it. I gather that clinically it is 
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almost identical with trench-foot and that the causes 
are the same. In recent experiments I have succeeded 
in producing in the tails of mice immersed for long periods 
in sea-water a condition histologically indistinguishable 
from trench-foot, and it therefore seems that prevention 
and treatment of the two conditions should be by the 


- same means. 


CAUSES : 

Cold.—Many of the effects of cold are too well known’ 
to need more than passing reference. Chilling -of the 
body generally is counteracted mainly by endocrine and 
reflex nervous-mechanisms, both perhaps controlled by 
the hypothalamus. Cold stimulates the adrenal glands, 
with a resulting constriction of skin vessels and diminu- 
tion of heat loss. With a heat debt of less than 900 small 
calories per kg. the adrenaline reaction is sufficient. At 
the same time the thyroid is stimulated, cellular metabol- 
ism is increased and more heat is produced. With 
greater heat debts this mechanism is aided by reflex 
shivering (see Cramer 1928). Were this the whole story, . 
general chilling would be an even more potent cause of 
frostbite than it is, but the general contraction of the 
blood-vessels of the skin may be locally overcome by 
mechanisms which have been elucidated by Sir Thomas 
Lewis and his associates. Freezing of the skin results in 
the release of H-substance from the damaged area, which 
causes local vasodilatation (Lewis and Love 1926), a 
mechanism which can be observed in the colour changes 
of sudden frostbite. An increased blood-flow through 
the extremities is also produced by the opening of 
arteriovenous anastomoses in the skin (Grant and Bland 
1931). It is of great clinical importance that local 
vasodilatation may fail if the whole body is severely 


‘chilled (Lewis 1931). 


The effects of cold with special reference to frostbite 
were studied by Rischpler in 1900. He froze animal 
tissues by the application of ice and salt and investigated 
the results microscopically at various intervals. De- 
generation occurred early in the cells of the vessel walls, 
with swelling of the connective tissues, and vacuolation 
of the muscle-fibres in the media. There was oedema, but 
no sign of thrombosis. His findings were confirmed with 
less severe freezing by Smith, Ritchie and Dawson (1915), 
who showed that the chief, and only important, effect of 
cold short of total destruction of the tissues is on the 
vessels. These show dilatation of the lumen, swelling of 
the intima and vacuolation in the media; there is no 
thrombosis. In other tissues, the effects depend on 
coedema—in other words, on transudation from the blood- 
vessels. The initial contraction of the blood-vessels due 
to cold is rapidly supplanted by dilatation of the damaged 
vessels. An excessive amount of fluid is poured out 
into the tissues and there may even be rupture and 
hemorrhage. The fibrous bundles of the connective 
tissues are separated by fluid and become swollen and 
disintegrated. Other surrounding tissues share this fate 
in varying degree. According to these workers, the 
effects of mild wet cold differ only in degree from those 
of severe dry cold short of actual freezing. Their con- 
clusions are of the more importance because they 
succeeded in producing in the feet of their rabbits 
conditions closely similar to some forms of frostbite 
in man. 

. In 1917, Lake, in a beautiful series of experiments 
with a large variety of tissue-cultures of man and other 
animals, drew a hard and fast distinction between degrees 
of cold which solidified tissues (sudden frostbite in clin- 
ical terminology) and lesser degrees. His critical tem- 
perature was — 6° C. both in cultures and in tissues in 
their normal relationship with vessels and nerves. Itis . 
interesting to compare the observation of Brahdy (1935) 
that men working in the streets of New York are not 
frostbitten even in a high wind till the temperature falls 
to — 44°C. Below — 6° growth of Lake’s cultures 
ceased, blood was hzmolysed, and destruction of intact 
skin occurred. Above it tissue-cultures retained their 
functional and vegetative vitality, blood-cells survived, 
and only a transient hyperseemia occurred in the intact 
human skin. At first sight these findings appear to 
contradict those of Smith, Ritchie and Dawson, who 
found quantitative differences only between the effects 
of prolonged mild cold and short exposures to extreme 
cold. Further consideration shows that the two results 
are not necessarily incompatible, for Smith, Ritchie and 
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Dawson did not produce real frostbite by cold alone 
- without the assistance of damp or constriction. I am at 
present investigating this point afresh. The two investi- 
gations agree in this, that the tissue damage is wrought 
by vasodilatation and exudation and not by vasocon- 
striction, which is a transitory phenomenon only. While 
the vessels are constricted, little transudation takes 
place, especially if the venous return is free and capillary 
pressure therefore: low. When, by destruction of the 
arteriolar walls by cold, or by the passing off of the 
constriction as the tissues thaw, the vessels dilate, 
exudation and damage follow. This conception is con- 
firmed by the observations of Lewis and Love (1926) and 
by my own recent unpublished experiments. i 


Warmth.—After the primary effects of cold the most 
dangerous causal element is warmth during the time of 
thaw. That great heat is dangerous has been recognised 
at any rate since the time of Larrey (1812) and is part 
of the folk-knowledge of the Eskimos. It is curious that 
the natives of the Himalayas have not learned this. 
I have more than once forcibly prevented Tibetans and 
Nepalis from roasting or boiling their chilled feet. That 
-even slight degrees of warmth are dangerous is not 
-realised by many even today. Smith, Ritchie and 
Dawson (1915) showed that when the tissues of the feet 
have been damaged by cold, water at only 37° C. causes 
a rapid cedema or a rapid increase in cedema already 
present. Lewis and Love (1926) showed that this 
cedema is excessive and injurious and went so far as to 
suggest the temporary obstruction of the arterial supply 
to frostbitten limbs. My own experiments show that 
gentle warmth greatly increases the amount of tissue 
lost after freezing. 


Damp.—It has already been pointed out that, in the 
presence of cold mud at temperatures even above freezing- 

int, a form of frostbite develops which is different only 
in the slowness of its onset from gradual frostbite due to 
greater cold alone. This is in part due to the fact that 
water is a much better conductor of heat than air. 
Further, it has been shown by Lewis and Love (1926) 


that variations exist in the freezing-point of human skin . 


between the extremes of — 2:2° C. and — 25°C. These 
variations occur not only between individuals but in the 
same individual at different times. They are due to the 
phenomenon of super-cooling—the capacity of a sub- 
stance to go below its ordinary freezing-point without 
solidifying. Supercooling does not harm the tissues ; 
freezing does. The capacity to supercool may be 
abolished by soaking the skin in water, and skin which 
does not supercool may be induced to do so by leaving it 
unwashed for a week or by rubbing in oil, an observation 
which explains the efficacy of whale oil as a prophylactic. 


Circulatory stagnation.—Obviously the maintenance 
of a brisk circulation is an important preventive of cold 
feet. lLarrey, in the Napoleonic wars, made his men 
take brisk exercise in the cold. The Crimean war 
observations have already been’ quoted. Nevertheless, 
exhausted men will often forget so simple a fact and in 
the trench warfare of 1914-18 constant vigilance was 
required, but not always shown, by platoon commanders 
to prevent men from standing for long periods slumped 
motionless against the parapets of the trenches.. The 
venous return from the legs depending largely on 
muscular activity, it is necessary that this activity 
should be maintained if increased venous pressure, 
increased capillary pressure and consequent cedema are 
to be prevented. Active obstruction of the venous 
return is still more dangerous and may arise from 
clothing such as tight boots, tight garters and even tight 
gloves or socks, though puttees have at last been dis- 
carded. It may arise also from compression of the pop- 
liteal space. In the last war men were apt to sit for 
long periods, often to sleep, with the sharp edge of the 
fire-step compressing their thighs, just as in this war 
shelter-dwellers have compressed their thighs with the 
edge of deck-chairs. The same factors are undoubtedly 
at work—venous stagnation, caused by uneasy sleep on 
hard chairs, cold,.and often damp, with resulting rise in 
capillary pressure, transudation, and, in the rare severe 
cases, tissue damage. Smith, Ritchie and Dawson 
(1915) showed that slight constriction of the legs of their 
rabbits by rubber bands greatly increased the destructive 
effects of cold. 
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Wind.—The cooling effect of wind, increasing the 
evaporation of sweat and blowing away the layer of warm 
air about the body, is of great practicalimportance. Frost- 
bite does not occur in New York in the absence of wind 
until the temperature falls to — 13:3° C. (Brahdy 1935). 


Anoxia.—Persons suffering from anoxia from any 
cause are more liable than others to suffer tissue damage 
from the effects of cold. The anoxia may be anzmic, 
as in the anemic diseases, poisoning with nitrites or | 
carbon monoxide, or after severe hemorrhage; stag- . 
nant, as in heart failure and wound shock; histotoxic, 
as in cyanide poisoning and under general anzsthesia ; 
or due to reduction of atmospheric oxygen pressure. 
The first three are chiefly important because men suffer- 
ing from hemorrhage and shock are likely to be sub- 
jected in winter air-raids to severe cold. If such a man 
must be given an anzsthetic—which not only renders 
him almost poikilothermic but depresses his tissue 
oxidation by interfering with the reduction of cytochrome 
—great care should be taken to protect him from cold. 

The presence of frostbite may well tip the balance in 
favour of transfusion. Blood should be used rather than 
plasma, in order that the oxygen-carrying capacity of the 
blood should be increased. The fluid balance must be 
carefully watched, and any temptation to overdo it, 
and thus risk increased cedema, strongly resisted. 

Anoxia due to reduced pressure of atmospheric oxygen 
is important because patients suffering from emphysema, 
pneumonia, blast injury to the lungs or the shallow 
breathing of neurasthenia are very vulnerable; and 
because of the association of low temperatures with 
great altitudes. At such altitudes, anoxia produces its 
effects not only by depriving the tissues of oxygen but 
by its effects on the circulation. Acute anoxia 
causes an apparent increase in the force of the heart, but 
the effect is only temporary. The heart muscle is 
depressed, the blood-pressure falls and the minute- 
volume is reduced (Doi 1921, Schneider 1921, Barcroft 
1925, Barcroft, Bock and Roughton 1921). When the 
supply of oxygen is deficient, the skin bears the brunt, 
the blood being shunted to more important organs. 
Thus the skin is more liable to frostbite not only because 
the blood carries less oxygen but because it gets less 


‘blood. The warming effect of oxygen at great altitudes 
is most obvious, and its effect in incipient frostbite 


extremely valuable (Greene 1934 and 1940a). 
Nutritional deficiency.—‘‘ The Medical History of the 
Crimean War” (1858) drew attention to defective 
nutrition and concurrent disease such as fever or scurvy 
as predisposing factors in the production of frostbite. 
Captain R. F. Scott’s ill-fated polar expedition was 


. crippled by frostbite, though experienced arctic and 


antarctic explorers are rarely so severely smitten. The 
diet of the party was certainly scorbutic, a fact of which 
Scott had been warned. The relationship is easy to 
understand. The main feature of scurvy is hemorrhage, 
which may show itself in any organ of the body but which 
is especially noticeable in the skin. The various features 
of the complete syndrome are becoming gradually asso- 
ciated with deficiency of a variety of vitamins. Thus 
the night-blindness often present is now ‘recognised as a 
symptom of hypovitaminosis A, while evidence is 
emerging that the increased capillary permeability may 
be a combined effect of lack of vitamins C and P, lack of 
the former producing ecchymosis and of the latter 
petechiz (Scarborough 1940). However this may be, 
it is clear that a deficiency of one or other of these 
vitamins is capable of increasing that exudation from the 
blood-vessels which is the most important damaging 
factor in frostbite and trench-foot. 

In starvation, too, oedema already present may 
increase the damage due to frostbite. It is thought that 
the low protein intake results in a low concentration of 
plasma proteins and a consequent transfer of ¢fluid 
osmotically to the adjacent tissues, but the relative 
importance of this factor and of the vitamin deficiencies 
associated with starvation has not been determined. 


Trauma.—Age-old tradition demands that a frost- 
bitten limb should be rubbed with snow. Many of those 
who have discarded the snow, which is probably harmless, 
have continued the rubbing. As I have already ex- 
plained (Greene 1940b), the skin of a frostbitten limb is 
in a most delicate state, and the gentlest rubbing may 
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well destroy its chance of survival. The tail of a mouse 
frozen and then gently rubbed suffers damage as severe 
as if it is warmed before the fire, a. practice recognised as 
harmful. It is clear, too, that rubbing must increase 
the risk of infection, a complication greatly to be feared. 


Andrews (1941), after a trial of my methods, agreed that 


gentle methods give the best results. , 

These factors—cold, warmth after cold, damp, venous 
stagnation, wind, anoxia, nutritional deficiency and 
trauma—may all play a part in the production of the 
various forms of the ailment. Thus in true frostbite, 
the immediate cause is cold, aggravated often by wind 
and anoxia and occasionally by the other factors. In 
trench-foot and immersion-foot, damp is probably the 
most imp6rtant factor, associated usually with cold and 
venous stagnation and often by the others. In shelter- 
foot, venous stagnation is apparently the primary cause, 
perhaps with dietetic deficiency as a partner and certainly 
often with cold and damp as assistants. Though the 
causes vary in relative importance from case to case, 
they act through a common channel—transudation from 
damaged blood-vessels. The prevention and treatment 
of the four variants can therefore be discussed together. 


PREVENTION 


` Frostbite is usually preventable. Nowadays among 
experienced explorers and mountaineers it seldom occurs 
severely, and then only in circumstances which are 
beyond their control. Despite the severe conditions in 
various theatres of the last war, some units were almost 
untouched. Experience gained then should make 
- trench-foot a rarity now, and consideration of the 
principles which I have outlined should greatly Jessen 
and, indeed, have already greatly lessened, the inci- 
dence of both sudden and gradual frostbite. In the 
winters 1914-18, it was found that long rapid marches 
were dangerous, the men arriving in the trenches with 
feet sodden with swéat, probably swollen by their 
exertions and often rubbed by ill-fitting boots. When- 
ever possible, then, the last march should be a short one. 
The importance of dry socks was recognised in a number 
of Army orders. In an order of the First Army in 


January, 1915, it was laid down that every man was to 


carry in his pack an extra pair of socks and was to change 
them at least once in 24 hours. Careful attention should 
be paid to the construction of trenches. In many 
districts proper drainage will keep trenches dry even in 
wet weather. When this is impossible, duckboards must 
be provided. The men should wear gum-boots. These 
should not be used for long marches because they are 
impermeable and retain sweat. In many places jn the 
last war, a boot store was kept just behind the front line. 
Men going to the trenches took off their own boots, 
which were marked and stored, and were supplied with 
dry gum-boots. On leaving the trenches, they exchanged 
these for their own boots. The gum-boots were dried by 
passing into the toes a rubber tube attached to a six-foot 
length of iron pipe. To the other end of the pipe was 
fixed a hand bellows. The pipe was laid across a brazier 
and a stream of hot air pumped into the toes of the boots. 
Whenever possible, the period of duty in the trenches 
should not exceed 24 or at the most 36 hours, and it 
should be remembered that the transfer of a man from a 
muddy trench to a biilet does not end the danger if he 
continues to wear wet socks and boots. Some medical 
officers of the last war were able to arrange that at least 
once a day a pair of clean dry seeks should go up with the 
rations to every man in the trenches. These rations 
should be hot; carriers working on the hay-box principle 
make this possible, and the supply of ‘‘ Tommy’s 
cookers ” should be large. 

Officers should watch for habits in their men likely to 
lead to trench-foot. It is dangerous to sleep sitting with 
the edge of the seat or fire-step compressing the back of 
the thigh. Whenever possible men should sleep lying 
down with their feet up. wearing their overcoats and as 
many blankets as possible. They should not stand still, 
but should move about, raise themselves on their toes, 
and in general keep the muscles of the legs in constant 
activity. They should be warned of the danger of 
touching bare metal on very cold days. Boots should be 

unlaced at every opportunity. 
~ Clothes should be loose and in many layers. Two thin 
layers are warmer than one thick one, for the chief 


DR. RAYMOND GREENE: FROSTBITE AND, KINDRED ILLS 


uppers. 


, gallons per day per battalion. 


‘trench-foot finally convinced the sceptics. 
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warmth lies in the imprisoned air. The outside layer 
should be of light windproof material like Grenfell cloth. 
Two pairs of socks should be worn, but only if the boots 
are large enough to take them easily. Tight socks are as 
dangerous as tight boots. Darned socks are dangerous 
because they make blisters. Boots must be kept supple 
with grease gr heavy oil, especially at the flexure of the 
The gloves should be of wool, but an outer 
waterproof glove should be worn also,’ for wool is neither 
windproof nor waterproof. Gloves are of special 
importance in the R.A.F., air-gunners being particularly 
exposed to frostbite. Their work cannot be done in 
large and cumbersome gloves, but these should be 
carried on a string round the neck. The hands can then 
be protected when. not in use but instantly removed 
when needed. It is in this way that mountaineers 
protect their hands during the periods of waiting on 
difficult climbs. Thin silk gloves worn continuously, 
and thus reinforced when possible, are a valuable pro- 
tection if they can be kept dry. Hot packs t are dangerous. 
They are good protectors, but may be most harmful if 
frostbite has already developed. -Perhaps it is a good 


thing that at very high altitudes they cease to function., 


Foot drill is necessary in cold trench warfare. It should 
be carried out before going into the trenches, if possible 
once a day or more while in the trenches, and again when 
leaving. During the winter of 1917—18 foot-drill centres 
were established, one for each brigade, near the front line. 


At such centres the men sit in pairs, facing each other. 


' Each man removes his companion’s boots and socks, and if 
water is available washes his feet and carefully dries them.. 


Any sores or abrasions are immediately reported to the 
medical officer and the man is relieved from duty till the skin 
is healed. It may seem that a very large number of men would 


-be off duty for this cause for long periods, but in fact it is 


found that the number of casualties from foot troubles is 
greatly reduced. Each man then rubs into his companion’s 
feet by a process of gentle massage a quantity of whale oil. 
It is no use just putting the oil on the feet : it must be rubbed 
in until it has disappeared. The quantity needed is 10 
Dry clean socks are then 
put on. 


Despite the difficulties of trench warfare and the 


opposition at first of many commanding -officers, foot 
drill was carried out regularly in many units. It was 
popular with the men, and the drop in casualties from 
I recommend 
this Army experience to the notice of the senior service 
and to all who go down to the sea in ships, collapsible 
boats or Carley floats. 
TREATMENT 

If, despite all care or because of its lack, cases occur, 
treatment depends on the stage at which it is undertaken, 
not on the clinical type of frostbite. The premonitory 
symptom may be a white patch on the face, for which 
men in very cold conditions should -be trained to watch. 
This can usually be cured by the immediate application 
for a few seconds of a warm ungloved hand. If feet or 
hands become numb no time must be lost. Boots and 
socks or gloves must be instantly removed and the limb 
warmed by placing it inside another man’s clothes. 
Gentle massage may be used, but it should not be 
continued for more than a few minutes. Rubbing the 
affected parts, with or without snow, is extremely 
dangerous. Either the tissues are dead, in which case 
they are beyond care, or they are still alive. If they are 
still alive, the application of the most gentle warmth, 
never greater than that of the human body, will quickly 
restore the circulation ; friction can only harm delicate 
and perhaps brittle tissues, and by increasing exudation 
increase damage. If these measures fail to restore 
warmth, the affected part should be thoroughly but 
gently cleaned, painted with an active antiseptic such as 
proflavine, wrapped in sterile dressings and in many 
layers of wool, and given complete rest. A man with 
only slightly frostbitten feet is a stretcher case. A 
frostbitten hand must be carried in a sling. Antitetanus 
serum should be given, for tetanus after frostbite is 
common and very fulminant (Andrewes 1923). The 
patient should be given hot food and drinks and extra 


t Hot packs are metal boxes containing a chemical source of heat’ 


At great altitudes there is insufficient oxygen for tho heat- 
producing chemical reaction to take place. 
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clothes and removed as quickly as possible to a place of 
comparative warmth and security. If the frostbite has 
occurred at a height above sea-level, whether in an 
aeroplane or on a mountain, pure oxygen should be given 
either with the B.L.B. mask or with the simpler face- 
piece of my design (Greene 1934b) until sea-level is 


reached. Thereafter, a policy of masterly inactivity ~ 


should be pursued unless sepsis develop, in which event 
it should: be treated like sepsis from any other cause. 
Excessive warmth should be avoided throughout, hot 
cradles being specifically forbidden. Between the part 
irretrievably doomed to gangrene (if such there be) and 
the part never endangered there is probably an area 
striving for life in a state of anoxia. Heat to this part 
will increase its metabolism and its oxygen requirements, 
and will encourage the growth of bacteria. Frostbitten 
parts must be kept cool. 

. A number of active treatments have been suggested, 
but are still sub judice. Short-wave treatment has been 
advocated by Burkmann (1934) but it is difficult to see 
what good could come of it. Passive vascular exercise 
is popular in the United States but has been little used 
here and nowhere under properly controlled conditions. 
It appears at first sight to be dangerous, for should the 
arterial supply to the limb be increased the capillary 
pressure would be further raised ‘and transudation 
increased. On the other hand, if pressure-changes were 
used sufficient only to effect the venous side of the 
circulation the capillary pressure would be lowered and 
good might come. I hope to be able to provide some 
experimental] evidence on this point later. 

Recent publications (Soupault and Orsone 1940, 
Simon and Filhouland 1940, Forster and Wiederkehr 
1940, Stricker and Buck 1940) have described the use of 
lumbar injections of procaine and allied compounds, 
of femoral sympathectomy, and of injections of the stel- 
late ganglion. It is difficult to see how treatment 
producing vasodilatation could possibly do anything 
but harm in the acute stage. The suggestions of Lewis 
and Love (1926) that the arteries should be obstructed, 


and of Lake (1917) that they should be constricted are . 


more rational. After the acute stage, healing takes 
place in any event, and though vasodilatation might 
conceivably hasten the process the treatment seems 
hardly worth while. Happily none of the cases reported 
were seen until a time when they were probably well on 
the way to spontaneous recovery, but it is to be hoped 
-that without careful previous animal experiments no 
surgeons will be tempted to follow in the footsteps of 
these French colleagues. 

Amputation is, in the absence of uncontrollably 
spreading sepsis, seldom necessary and never urgent. 
In the last war hundreds of Jimbs were unnecessarily 
lopped off because they were black and of alarming 
appearance. I have described a case (Greene 1940a) 
in which the feet were black and hard to 3 in. above the 
ankle, where a clear line of demarcation might have 
‘tempted a surgeon. Below this level the woody tissues 
obscured the pulsation of the arteries. I am not a 
surgeon and. I left well alone. The gangrenous skin 
peeled off little by little like a sock, leaving healthy skin 
beneath. Two months later the little toes and the 
‘terminal phalanges of the others were amputated in the 
comfort of a hospital—as a matter of convenience not of 
mecessity even then. A porter on the 1933 Everest 
expedition was- frostbitten in establishing camp 6 at 
27,390 ft. Two of his fingers were black and hard to 
the proximal interphalangeal joints. After a short time 
he refused to wear dressings. When he returned to 
‘Darjeeling he refused to have his fingers amputated ; 
- he liked them like that. Presumably they fell off in the 
-end. -We should never, therefore, amputate hurriedly 
any part of the body afflicted with uncomplicated frost - 
bite. Amputation may be advisable later for wsthetic 
or orthopedic reasons. That question can be left to the 
unhurried judgment of a surgeon working amid the 
conveniences of a hospital at home. 


‘SUMMARY 


Frostbite and the kindred conditions of trench-foot, 
shelter-foot and _ immersion-foot are produced by 
combinations in differing proportions of many causes, 
the most important being cold and damp. Of secondary, 
but still great, importance are excessive warmth during 
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recovery, circulatory stagnation, wind, anoxia, dietetic 
deficiencies, and trauma, especially during ill-directed 
treatment. By bearing in mind the causes, and 
especially by proper care of the feet, most cases are 
preventable. Those cases which occur despite all care, 
are usually less alarming than they appear to be. 

The treatment consists of the avoidance of trauma and 
infection., Amputation is seldom necessary, and in the 
absence of spreading infection, is never urgent. | 
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THE experimental evidence in support of the hypothesis 
that the liver plays an essential rôle in the production of . 
prothrombin is to be found in the work of Andrus and 
his colleagues‘(1939) and of Warren and Rhoads (1939), 
who by “total and partial hepatectomy in animals 
produced a profound reduction in the blood prothrombin 
concentration which was not affected by treatment with 
vitamin K and _bile-salts. The observations: reported 
here have been made during the past two years, while 
we were studying the effect of various preparations of 
vitamin K on the prothrombin level. During this study 


it beéame obvious, as has been noted by others (e.g. 


Butt, Snell and Osterberg 1939, Scanlon et al. 1939), 
that some patients with liver disease and hypoprothrom- 
binzemia do not show a satisfactory response to oral or- 


‘parenteral therapy with vitamin K or its synthetic 


analogues. Smith, Warner and Brinkhous (1937), from the 
results of an experimental investigation of chemically 
induced liver damage in dogs, have suggested that the 

lasma-prothrombin level appears to be a fairly sensitive 
index of liver function provided there is not an associated 
vitamin-K deficiency. 

Of approximately 200 of our patients suspected of 
having hypoprothrombinemia, 57 -were diagnosed 
clinically as having disturbances of the liver. Among ~ 
these patients were cases of portal and biliary cirrhosis, 
catarrhal jaundice, toxic or infectious hepatitis, and 


patients with intense jaundice which created a difficult 


problem of differential diagnosis. In attempting to 
assess the type and extent of liver disorder present in 
these cases, instead of using the blood-prothrombin 


Jevel alone, we tried to come to a conclusion from a study 


of two sets of data. These were the initia] level of the 
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blood prothrombin before the administration, of vitamin 


K, and the character and degree of response following its 


administration. - | 

Analysis of the data accumulated showed that these 
57 cases with clinically evident liver disease could be 
placed in five subdivisions. A schematic representation 


- has been devised (see figure) in which the response of the 


> 


‘in the urine. 


lowered blood-prothrombin levels to vitamin-K therapy 
in the patients in each of the five groups is represented 


by a curve considered typical for each group. — 


GROUP I 


The lowered prothrombin concentration in the blood 
rapidly (24-48 hours) returns to normal level (90—100% of 
normal) after therapy with vitamin K.—When intense 
jaundice and well-marked hypoprothrombinemia are 
present, and when the diagnosis is in doubt, the rapid 
and complete response of a lowered blood-prothrombin 
level to therapy with vitamin K indicates the probability 
of obstructive jaundice. The good response to therapy 
implies that no gross paren- 
chymatous disease of the 
liver exists and that the low 
prothrombin level is conse- 
quent on vitamin-K defici- 
ency due to the absence of 
bile-salts in the 
bowel. 

An unemployed 
white man, aged 61, 
was admitted because 
of severe vomiting and 


Obstructive Jaundi 


FIXED aT 
THERAPY WITH VITAMIN K 


Toxic 


IBITLAL 
REDUCED. 

- LEVEL 
oF o Ps 
BLOOD 
PROTHROMBIN 
CONCENTRATION 


jaundice. He was 
deeply jaundiced 
and the liver was 
palpable. The stool 


> 


THERAPT OR REMAINS BELO® HEYORRHAGIC THRESHOLD 
was brown, the 1. Severe and Progressive Liver Danage 
icteric index 75, and SITH 2. No Nutritional Deficiency of Vitanin R 


both bile and urobi- VITAMIN g 
linogen were present 

Because of a history of alcoholic excesses he 
was thought to have cirrhosis of the liver, While under 
observation the stools were tan to yellow in colour, the 
icteric index remained at between 50 and 100, and bile and 
urobilinogen persisted in the urine. Because of “‘ needle- 
puncture ” hematomata a Quick prothrombin time was 
performed and showed a blood-prothrombin level of 25% of 
normal. Forty-eight hours after injection of a synthetic 
vitamin-K analogue the blood-prothrombin level had reached 
100% of normal. On the basis of this good response to 
vitamin K it seemed that there was no gross disturbance of 


Diffuse Neoplastic 


liver function and a diagnosis of vitamin-K deficiency and ° 


obstructive jaundice was made. During the next week the 
jaundice became more intense, the stools became pale and the 
icteric index rose to over 200. At laparotomy, an obstruction 
of the hepatic ducts was found, high up, which was considered 
to be of neoplastic origin. The ducts themselves were much 
dilated, but because of their friability no major surgical 
intervention was attempted. A portion of the liver taken 
for biopsy showed “‘ slight acute cholangitis, with bile stasis, 
with no evidence of parenchymatous pathological changes.” A 
cholangeogram performed after the operation showed dilated 
biliary and hepatic radicles with no dyeentering the duodenum. 


GROUP 2 


The lowered blood-prothrombin level rises somewhat but 
remains fixed at a subnormal level, despite repeated admin- 
istration of vitamin K.—This group of jaundiced patients 
have acute or subacute parenchymatous liver damage of 
a moderate and variable degree. In them, swelling of 
hepatic cells exerts pressure on the intrahepatic ducts, 
and, following the development of intrabiliary obstructive 
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g PROTHROMBIN LEVEL RISES RAPIOL? TO NORMAL 
1. No Liver Damage 
$: Rutritional Deficiency of Vitamin R Alone 
; ce 


PROTHROMBIN LEVEL RISES SOMEWHAT BUT REMAINS 
SUBNORMAL LEVEL IN SPITE OF REPEATED 


1. Moderate and Variable Liver Damage 
2. Some Nutritional Deficiancy of Vitamin 
3 Intrabilisry Obstruction i 


patoses 
Infectious Hepatitis 


PROTHROMBIN LEVEL DROPS DESPITE THERAPY 


3. acute Yellow eg ae 
nge in Liver 
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jaundice, vitamin K is not absorbed from the bowel. 
Therapy with synthetic vitamin-K analogues or with 
natural vitamin K and bile-salts remedies this nutritional 
deficiency, but, because of a moderate metabolic disturb- 
ance in the production of prothrombin by the liver, 
although the restoration of the blood-prothrombin level 


is rapid it is not complete. The liver seems able to . 


produce prothrombin, but in quantities insufficient to 
maintain a normal level in the blood. If chronic hepa- 
titis develops subsequently, then these patients will show 
the same type of response as those in group 4 (see figure), 
but if clinical improvement occurs there will be a return 
of the blood prothrombin from a subnormal to a normal 
level (cf. group 3). In group 2 are found cases of 
catarrhal jaundice, toxic or infective hepatitis, cardiac 
failure with hepatosis, and also cases of so-called “ fatty 
livers ’’ which precede “ alcoholic ” cirrhosis. 

A boy, suffering with acute rheumatic fever and severe 
congestive heart failure, developed an acute parenchymatous 
hepatosis, characterised by deep jaundice and considerable 
enlargement of the liver. He was very ill 
with cholemia, and a severe hemorrhagic 
diathesis became evident. On clinical and 
laboratory evidence his immediate prognosis 
was considered to be extremely grave. At 
the height of his illness his blood-prothrombin 


PROTHROMBIN LEVEL GRADUALLY RISES ON TREATMENT 
(? COINCIDENT BITH CLINICAL IMPROVEMENT) 
1. Temporary and Recovering Liver Derage®* 
2. May be Associated with Mild Nutritional 
Def icieacy ¥ Jaundice Intense 
3. Infective Cholengitis 
Catarrha) Jaundice 
Toxic Hepatitis a Sas 


PROTHROMBIN LEVEL FLUCTUATES AT SUBNORMAL LEVEL 
LADOKE Threshold for Hemorrhage) IRRESPECTIVS 


1. Chronic Liver Damage in Quiescent Phase 


OF 
> 2 Wo Wutritional Deficiency of Vitamio K 
n> .¢ 3. Cirrhosis of Liver (Banti’s Syndrome, Alcoholism, etc.) 


level was 20% ofnormal. After the injection 


of a synthetic vitamin-K analogue, the - 


prothrombin concentration rapidly and un- 
expectedly increased to 45% of normal, well 
above the level for hxemorrhage. Despite 
further treatment, the prothrombin level con- 
tinued to remain at between 45 and 50% of 
normal. At the present time, some nine 
months after the acute episode, the patient 
presents the picture of chronic hepatosis with 
ascites and dilated abdominal veins. The blood prothrombin 
has remained at the subnormal level. 


GROUP 3 g - 
The blood-prothrombin level gradually rises with treat- 


: ment, coincident with clinical improvement.—In this group 


of patients with liver disease, jaundice may or may not 
develop. - Fever is usually present and may be associated 
with an acute septic process, involving especially the 
biliary tree. A moderately lowered blood prothrombin 
does not respond to therapy with vitamin K, or, if there 
is an immediate response, it is only slight. This is 
because in the majority of these patients there is no true 
lack of vitamin K in the diet, but the prothrombin level 
is low because the liver is apparently unable to utilise 
the vitamin K absorbed from the gut. If clinical 
improvement occurs, either through subsidence of an 
acute infectious process or because the initial liver 
disease clears up, then the prothrombin concentration in 
the blood will eventually reach a normal level. In this 
group are found patients suffering with infective 
cholangitis, catarrhal jaundice, acute and toxic hepatosis, 
patients undergoing heat therapy, and pawon suffering 
with obstructive jaundice complicated by an associated 
infective process. 

A housewife, aged 35, suffering with ‘obstructive jaundice 
and: hypoprothrombinemia of 65% of normal, developed high 
fever, chills and liver tenderness suggestive of acute cholangitis. 
There was no response to what was considered adequate 
therapy with a synthetic vitamin-K analogue, but after 
spontaneous remission of the acute symptoms further treat- 
ment with similar amounts of the synthetic vitamin-K 
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analogue restored her blood-prothrombin level to normal 


_ within two days. 


A labourer, aged 55, was admitted with jaundice. Five 
days previously he had developed anorexia, nausea and 
vomiting and a moderate degree of fever, and since then his 
stools had become pale and his urine dark. His skin was a 
deep lemon-yellow.. The liver was palpable 3 cm. below the 
costal margin, firm, smooth and not tender. The icteric 
index was 75. The stools were pale, and contained no blood. 
The urine contained bile and urobilinogen. A diagnosis of 
catarrhal jaundice was entertained. During his first week 
in the hospital there was some fever up to 102° F., while the 
icteric index fluctuated between 75 and 200. The blood- 
prothrombin level two weeks after the onset of illness was 
65% of normal. Six days later the blood prothrombin had 
dropped to 45% of normal. He was given synthetic vitamin 


' K intramuscularly, but the next day the blood prothrombin 


had dropped to 40% of normal. At this time the jaundice 
began to clear and there was obvious clinical improvement. 
However, there was no rapid response to repeated therapy 
with vitamin K, and the blood-prothrombin level rose gradually 
over a period of eight days, when it reached a normal level. 


3 GROUP 4 : 
- The prothrombin level fluctuates at a subnormal level 


_ which is above the threshold for haemorrhage, irrespective of 


therapy.—This group of patients have chronic and long- 
standing liver disease, usually unassociated with jaundice. 
The blood-prothrombin level usually fluctuates between 
40 and 60% of normal and is not affected by therapy 
with natural or synthetic vitamin K, even when this is 
supplemented with a ‘‘ high-vitamin ” diet together with 
lightly broiled liver up to 300 g. per day and dried 
brewers’ yeast concentrates by mouth (equivalent to 
30` g. per day), and crude liver extracts given intra- 
muscularly. In these patients there is no deficiency 
of vitamin K in the diet or evidence of its malabsorption 
from the gut, but the liver is not able to produce sufficient 
prothrombin to maintain a normal level in the blood 
(Kark and Souter 1940). Among these patients are 
found those suffering with cirrhosis of the liver and those 
presenting Banti’s syndrome. 

An unemployed man, aged 46, had been accustomed 
to take large quantities of alcohol for many years. During 
this time his diet had been inadequate. Dilated veins were 
present over the abdomen and there was severe bleeding from 
hzemorrhoids. Ascites and loss of weight were evident. He 
obviously had cirrhosis of the liver. While he was in hospital 
the blood-prothrombin concentration fluctuated between 44 
and 70% of normal. This fluctuation was irrespective of 
therapy with vitamin K by mouth or parenterally in addition 
to 200 g. of liver and 90 g. of dried brewers’ yeast by mouth. 
There was no response to the daily injection of 5 c.cm. of 
crude liver extract (1 unit U.S.P. per 2 c.cm.).or nicotinic 
acid, 500 mg., given by mouth or parenterally. 


GROUP 5 | 

The lowered blood-prothrombin level drops despite 
therapy or remains below the level for heamorrhage.—This 
group of patients have severe and widespread liver 
damage. Clinically they appear acutely ill and usually 
present hemorrhagic manifestations—bleeding from the 
mouth, gums or nose, with cutaneous bruising. The 
blood-prothrom bin concentration is in the “ haemorrhagic 
zone ’’ and often continues to drop despite therapy. 


The liver seéms incapable of producing prothrombin, 


since it is apparently severely damaged. The immediate 
prognosis is grave. Autopsy will reveal an acute 
hepatitis (acute yellow atrophy) or generalised malignant 
infiltration. of the liver. l 

A male elevator operator,* aged 59, was admitted to Evans 
Memorial Hospital complaining of weakness and jaundice. 
After an acute respiratory infection four weeks before 
admission he lost his appetite, developed a brassy taste in his 
mouth and his urine became dark. There was no history of 
alcoholism or of taking drugs. He was deeply jaundiced, his 
liver enlarged, firm, smooth and tender, and his spleen 
palpable at the costal margin. The blood-prothrombin 
concentration was 29% of normal on the day of admission, 
and during the six days he was in the hospital the level 
dropped despite therapy. On the day of his death it had 
fallen to 5-10% of normal. Autopsy confirmed the clinical 
diagnosis of acute atrophy of the liver. 


+ We wish to thank Dr. Chester Keefer for permission to publish 
this case-report. 
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DISCUSSION 

Wilson (1939), from a study of a group of patients with 
liver disease, in which he compared hippuric-acid 
excretion and plasma-prothrombin level, concluded that 
the blood-prothrombin level was as sensitive in the 
diagnosis of liver dysfunction as tests of. hippuric- 
acid excretion. He found, however, no correlation 
between the blood-prothrombin levels and the blood- 
fibrinogen or the bromsulphalein and galactose-tolerance 
liver tests. In a comparative group of cases reported 
elsewhere (Kark et al. 1941) no correlation was observed 
between the blood-prothrombin level and single observa- 
tions of hippuric-acid excretion in patients with liver 
disease, after correction by therapy of any coexisting 
deficiency of vitamin K. 

In a report on 12 patients with hypoprothrombinxemia 
and hepatic disease (Kark and Souter 1940) it was 
pointed out that they did not respond to therapy with 
natural vitamin K or synthetic vitamin-K analogues. 
At that time it was suggested that this failure of response 
might have prognostic importance when considered 
along with the level at which the blood-prothrombin 
concentration was maintained in these patients. It also. 
appears that the repeated observation of the blood- 
po level before and after therapy with vitamin 

may give information of value in the differential 
diagnosis of intense Jaundice when the results of other 
tests are equivocal (group 1). For example, if a patient 
with intense jaundice and well-marked hypoprothrom- 
binzemia responds rapidly (within 48 hours) and com- 
pletely (blood-prothrombin level returns to 90-100% 
normal), then the diagnosis is probably obstructive 
jaundice. On the other hand, if there is a well-marked 
hypoprothrombinzemia which does not respond to 
therapy with vitamin K, and especially if the blood- 
prothrombin level continues to drop after therapy 
(group 5), the immediate outlook for recovery is extremely 
poor. Conversely, if there is a response to therapy in an 
acutely ill patient with liver disease and hsmorrhagic 
hypoprothrombinzemia (cf. case 2, group 3), the imme- 
diate prognosis is not grave. 

The extent of liver damage in the other three groups of 
patients can be told only after a longer period. Further- 
more, single estimations of blood-prothrombin level are 
not likely accurately to assess the extent of the liver 
dysfunction which is present. es 

If any of the patients in groups 2, 3 or 4 require ‘a 
surgical operation, either on the biliary tract or else- 
where, it is always necessary to restore their blood- 
prothrombin to a normal level and to maintain it there 
by pre- and post-operative transfusions of fresh blood or 
fresh plasma. The bleeding occasioned by surgical 
procedures on these patients may, by reason of pro- 
‘thrombin depletion, reduce an already low blood- 
prothrombin concentration to a dangerous level. If 
hemorrhagic hypoprothrombinzemia develops in these 

atients they may bleed to death, since in such cases the 
oss of prothrombin by bleeding and the inability of the 
liver to produce sufficient prothrombin to make good 
this loss will perpetuate the hæmorrhagic staté. 


CONCLUSIONS 


In patients with clinically evident liver disease five 

types of response to vitamin-K therapy have been 
observed. 
_ In cases with intense jaundice in which the diagnosis 
is in doubt the rapid and complete return of a lowered 
blood-prothrombin level to normal after vitamin-K. 
therapy favours a diagnosis of obstructive jaundice. 

In cases of gross liver disease the failure of response- 

to vitamin K, when the blood-prothrombin concentra-- 
tion is below 30-35% of normal, is indicative of advanced. 
hepatic failure and is a grave prognostic sign. 
_ In other types of cases with liver disease which respond 
incompletely or not at all to vitamin K, transfusion of 
fresh blood or fresh plasma is the only known therapeutic . 
measure which can then increase the prothrombin 
concentration of the blood. In these cases this thera- 
peutic measure should be employed, before and after _ 
operation, if any surgical procedure is necessary. 


We wish to thank Dr. George R. Minot and Dr. William T. 
Salter for their criticism and advice. 
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PRESERVATION OF 
LIQUID COMPLEMENT SERUM 


GEORGE MAXWELL RICHARDSON, D.SC., PH.D. 
(Pathological Laboratory of the Ministry of Health) 


A PROPER technique for Wassermann tests should 
require that the pooled serum from at least three properly 
fed, healthy, adult male guineapigs is used as comple- 
ment (Wyler 1929, Faber and Black 1938a, Eagle 1939, 
Kolmer 1939).) Any less exacting standard may lead 
to error. Yet in war-time the weekly loss of three prime 
animals, if the serum is obtained by bleeding out, is an 
unwelcome extravagance. Even if the serum is obtained 
by heart puncture as little demand as possible should be 
made on the animals. In these circumstances, a simple 
means of preserving complement serum in the ordinary 
laboratory will'be of much value. : 

The most effective method known is to preserve the 
serum by drying it from the frozen state, provided that 
the drying is complete and the dried material is kept dry 
(Flosdorf et al. 1935, 1940, Greaves and Adair 1936, 
1939).. Yet the fact that success depends on the skill 
applied to a slightly involved technique makes the 
method less attractive to the ordi worker. More- 
over, complement reconstituted from the dried material 
is even less stable than is fresh complement (Faber and 
Black 1938b). It can only be made up and kept satis- 
factorily if special preserving solutions such as those 
discussed below are used. The purpose of this note is to 
outline some factors involved in preserving liquid 
complement, to discuss some recognised methods of 
preservation, and to describe some effective new methods. 


FACTORS CONTRIBUTING TO PRESERVATION 


An inclusive explanation of factors involved in 
preserving liquid complement must take account of many 
seemingly unrelated facts. Possibly the most puzzling 
of these has been the divergent results given by the same 
method of preservation on different occasions, or in the 
hands of different workers. 


The most popular method of preservation has been to freeze 
the serum solid in a freezing chamber-or freezing mixture. 
Methods for more moderate temperatures (0°-3° C.) have 
been based on storing under carbon dioxide, or on the addition 
of hypertonic salt solution to the serum, a method which has 
been effectively modified by adding boric acid as well, presum- 
ably as a disinfectant. Another modification depends on 
storing the salted serum in sealed containers (Glover 1933, 
Green 1938). Most workers have found that serum intended 
for preservation should be processed promptly, and Glover. 
suggests that the value of sealing may be that it retains 
carbon dioxide in the serum. The serviceableness of the 
various methods has been reviewed and examined by Kolmer 
and his colleagues (1919) and by Faber and Black (1938b). 


Present work has shown that four factors are especially 
important in preserving liquid complement at room 
temperature or at 0°-3° C.: sterility, hypertonicity, pH 
and absence of specific destructive ‘effects. The chief 
shortcoming of previous methods has been an imperfect 
combination of these factors, especially with reference 
to pH. The optimum pH for preservation at 0°-3° C. is 
about 6:4 (as shown roughly by indicators), or at room 
temperature 6, and the optimum zone is a sharp one. 
The stability of complement, rapidly declines above pH 7. 
The variability of results with the same preserving 
technique may often express nothing more than a vari- 
able approach to the correct pH. Sterile hypertonic 
complement serum should have a life of many months 
at 0°-3° C. or room temperature, if the pH is correctly 
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adjusted. Consequences of these facts may be recog- 

nised from everyday experience : a 
(a) Serum exposed to the air loses CO, erratically (the rate 

depending on such circumstances as warmth and i 


| ) 
and suffers an erratic alkaline drift towards pH 8; loss of 


activity in such serum will thus be erratic as well as rapid. 

(b) Loss of CO, can be retarded by low temperatures, 
especially by freezing solid, and can be stopped by sealing in 
tubes; these procedures help to preserve fresh serum, but 
not serum which has already lost its CO}. 
` (c) Loss of CO, is actelerated by evacuation ; vacuum-dried 
serum will be especially unstable on reconstitution. 

(d) Loss of CO, can be reversed by storing under CO, ; 
alternatively, its destructive consequences can be avoided 
by replacing it with a non-volatile acid of suitable strength 
(pK 6-6-5) ;* these are suitable conditions for preserving 
complement. 

(e) The rôle of boric acid is apparently complex since its 
acid strength (pK 9-2) is insufficient to permit it to replace 
CO, (pK 6-1); its main effect is probably due to polymerisa- 
tion to a more acid polymer (Thygesen 1938). Significant 
amounts of polymer are found only in concentrated solution, 
and this accords with the fact that only. concentrated 
solutions are used for preserving serum (0-4-0°6 M). A 


secondary and variable effect may follow from the formation. 
, of acidic complexes with sugar alcohols or sugars. Mannitol, 


for instance, strongly enhances the acidity of boric acid (Bell 
et al. 1938), is widely distributed in plants, and is not easily 
metabolised after ingestion (Carr and Krantz 1938). Its 
presence in serum will vary with the quantity and type of 
diet, and thus the effect on the pH of boric-acid serum will be 
variable. Comparable effects will follow from the presence 
of other sugar alcohols. The variable success of the boric-acid 
method in different laboratories can thus be accounted for. 


SELECTION OF PRESERVING AGENTS 


The choice of reagents to control sterility, hypertonicity, 
and pH is much restricted by specific destructive effects. 

Sterility.—For various reasons few of the usual dis- 
infectants can be used to control infection in complement 
serum. Strong oxidising agents destroy complement 
(Ecker et al. 1938), and highly coloured disinfectants are 
inconvenient. Heavy metal salts, formaldehyde, and 
several phenols (trichlorophenol, 8-hydroxyquinoline, 
and sodium salicylate) were found to inactivate comple- 
ment on prolonged exposure. Merthiolate, phenyl 
mercuric nitrate, and boric acid were hemolytic. Sul- 
phides, cyanides, and acid gases like sulphur dioxide 
would cause undesirable pH changes. Thus only pro- 
flavines, sodium selenite and sodium azide were left for 
trial. Azides resemble sulphides and cyanides in 
inhibiting cellular respiration (Keilin 1936), and the 
sodium salt in a strength of 0:01-0-05% will selectively 
inhibit a variety of aerobes growing on blood-agar plates 
(Snyder and Lichstein 1940). In this laboratory we have 
found it a better disinfectant for serum than selenite 
or proflavine at doses innocuous to complement. 

Sodium azide (NaN,) is important as a disinfectant for 
serological uses because: (a) it is neither hemolytic nor 
destructive of complement at dilutions necessary to 
prevent visible infection of serum (M/80 =:0-08Q%) ; 
(b) it is chemically inert towards organic molecules of 
serological interest, and is stable in solution at neutral 
pH (only on substantial acidification is the poisonous 


_hydrazoic acid set free, pK 4:5); (c) it Ùs effective in 


considerable dilution and has idnic properties resembling 
sodium chloride—notable considerations in dealing with 
colloids. These distinctive advantages are unfortunately 
offset by its toxicity ; it is a powerful poison with effects 
resembling those due to. cyanide (Smith and Wolf 1904). 
The dangerous dose is only 5-10 mg. (Kayser 1928), and 
this is present in only 0-6-1-2 ml. of the stock solutions 
described below (M/8). Obviously such solutions should 
not be handled by unskilled persons. It may also be 
noted that the azides of heavy metals are detonators ; 
though sodium azide is stable in solid form, it ig probably 
best handled with non-metallic spatulas. 
Hypertonicity.—Many salts have been recommended 
for increasing the tonicity of serum for preservation, but 
they have hitherto been studied without adequate control 
of pH; conflicting reports have been common (Faber 


* In this note, pK is taken to mean the negative logarithm of the 


titration constant of the acid at an ionic strength equivalent 
to that of physiological saline. z 


b 
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and Black 1938b). Work in this laboratory has not yet 
proceeded far, but it suggests that sodium salts of mono- 
- valent ions—e.g., chloride—are more satisfactory than 
those of divalent ions of the dehydrating type—e.g., 
sulphate, phosphate. Since sodium chloride is the 
recognised diluent for serological work, it should be 
preferred for salting the complement, at least until 
strong reasons appear for using another salt. The 
practicable hypertonicity will be simply that which can 
give, after dilution with water to the dose required for 
the test, a correctly isotonic solution. 

The pH. —Most buffer mixtures which cover the pH 
region 6—7 include salts with divalent ions. Preliminary 
work with phosphate buffers showed that such divalent 
salts give inferior results if used both to make the serum 
hypertonic and to control pH. The best results followed 
from the lowest possible concentrations, tonicity being 
ee by other means—e.g., by adding sodium 
chloride. 


In experiments along these AS buffer acids with pK 
values between 6 and 7 were chosen, and sufficient amounts 
added to samples of serum to bring the pH to about 6-6-2 
(shown roughly by sulphonphthalein indicators). The 
samples were finally made up as'1 in 2 serum dilutions con- 
taining M/80 azide and sufficient. sodium chloride to be 5 
times isotonic and left at room temperature (15°—20° C.) in 
loosely stoppered tubes. The control sample with only azide 
present became completely inactive within a fortnight, and the 
5 x isotonic control without pH adjustment was inactive 
after five weeks. Of the other samples, those adjusted to the 
above pH with M/50 NaH maleate (pK 6), M/40 cacodylic acid 
(pK 6-1), saturated CO, gas (pK 6-1), M/33 NaH glycerophos- 
phate (pK 6-3), or M/25 NaH, phosphate (pK 6-6) have suffered 
no important change in titre in ten weeks. Samples adjusted 
with hydrochloric acid were less satisfactory, while those with 


M/20 NaH sulphite (pK 6-7) wero inactive in eighteen hours.. 


The phenomenal keeping power of salted complement adjusted 
to the proper pH with selected buffers has been confirmed on 
many occasions. 


PRESERVED COMPLEMENT IN THE WASSERMANN REACTION 


The serviceability of the various mixtures for use in 
Wassermann tests by the Harrison-Wyler method (Wyler 
1929) and by the recent modification of it (Richardson 
1940) has been regularly under study. 

Complement preserved in acidified mixtures as above 
was found to be entirely satisfactory‘ for tests by the 
Richardson modification, and for most tests by the 

Harrison-Wyler method. Occasionally, however, a non- 
‘syphilitic serum would be found in which a tendency to 
give a doubtful reaction by the Harrison-Wyler method, 

fresh complement, would be much accentuated by 
the acidified complement; the implications of this are 
being explored. In the ‘meantime it was thought that 
complement at the optimum pH for preservation ought 
not to be used directly for Wassermann tests. An 
attempt to compromise between this pH and a safe pH 
for tests was made in early work. It was found that 
complement treated with M/80 azide and M/8 phosphate 
of pH about 7 could be transmitted. by post and still 
remain satisfactory in tests. 
was confirmed by three pathologists—Dr. J. L. Edwards, 
Major K. E. A. Hughes, and Dr. Robert Thomson, to 
whom I am grateful for collaboration. Nevertheless the 
stability of the product was not optimal, and attempts 
were next made to store the complement at its optimum 
pH but under such conditions that the pH automatically 
returned to less acid values merely on dilution. This is 
the great advantage of the boric-acid method, since the 
polymer to which acidity is due practically disappears on 
dilution ; but the method has the accompanying 
vantages of a variable pH during preservation, as already 
discussed, and of high concentrations of non-biological 
material. These faults are remedied. in the methods 
described below. 


DETAILS OF METHQDS 


Four solutions—A, B, and C for method l, and C and D 
for method 2—are used.. 


A. (M/4 boric acid in saturated NaCl).—Boric acid (H;BQ;), 
1-55 g., is dissolved in and made to 100 ml. with saturated 
NaCl golution. ~ 

B. (M/2 sorbitol, M/8 azide in saturated NaCl).—Sorbitol 
(CoH... $H,O), 9-55 g., and sodium azide (NaN;), 0:81 g., 
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are made to 100 ml. as above. 
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Tho very poisonous nature 
of sodium azide has been discussed. 

C. (M/8 azide in saturated NaCl).—Sodium azide, 0-81 Bs 
is made to 100 ml. as above. . 

D. (Saturated NaCl) —A ‘saturated solution of sodium 
chloride in water. 

In making solutions B and OC, some NaCl may be 
precipitated. It is assumed, however, that the final 
solutions have the same tonicity as saturated NaCl 
(5-4 M = about 36 x isotonic). Moderate change of 
temperature has little effect on the solubility of NaCl. 


Method 1.—Eight volumes of serum are mixed with one 


volume of solution A and one volume of a mixture of B and C. ` 


The suitable ratio of B to C may vary according to the source 


of the complement, but is likely to be about 1 : 1 (perhaps. | 


greater). The pH of the serum mixture should be about 
6-6-5, as shown by a faint or negligible green tinge with 
bromothymol blue indicator and a distinct purple with bromo- 
cresol purple, while experience will show what conditions best 
suit the temperature chosen for preservation. In the ex- 
amples given, a 4 in 5 dilution of serum containing M/40 boric 
acid, M/40 sorbitol,‘ M/80 azide, and 1:08 M NaCl will be 
obtained. The tonicity will be 0-8 x isotonic with respect 
to serum and 7-2 x isotonic with respect to NaCl, or 8 x 
isotonic altogether. The method depends on the ability of 
boric acid and sorbitol to form an acidic complex whose 
acidity can be increased with increase in the sorbitol ratio. 
On dilution, the complex largely dissociates and the acidity 
disappears. Similar use can be made of other Ppolyhydric 
alcohols or sugars. 

Method 2.—Eight volumes of serum are mixed with | one 
volume of solution C and one of solution D. The misture is 
then stored under an atmosphere of CO, in a closed container. 
On dilution and exposure to air the carbon dioxide disperses 
and the acidity disappears. 

- Mixtures made by either method are kept in the dark 
and may be used as 1 in 16 complement dilutions simply 
by mixing 1 volume with 7 volumes of distilled water. 

The methods are satisfactory with stale serum, 


provided the titre has been maintained, and also, after. 


appropriate changes, for reconstituting vacuum-dried 
serum. Method 1 is suited to laboratories doing routine 
testing and lacking facilities for a supply of CO,. 
2 is suited to research laboratories needing complement 


with negligible adulteration; the 1 in 10 dilution has. 


only M/640 (0-01%)-sodium azide: -asadulterant and this 
is a salt closely resembling -sodium chloride in ionic 
properties. 
SUMMARY 
Successful preservation of the complement activity of 
hypertonic guineapig serum depends sharply on pH. 
Sterile salted serum keeps for months at room tempera- 


ture if brought to about pH 6, or, at 0°-3° C., to about pH . 


6-4. Sodium azide is the disinfectant of choice. Methods 


‘are described for maintaining a suitably acid pH during 


storage, and restoring neutrality’ automatically on 
dilution. They depend on the use of sorbitol-boric-acid 
complexes, or of carbon dioxide. © 

I wish to thank the Dean of the London School of Hygiene 
and Tropical Medicine, ‘and Prof...JJames McIntosh of the 
Bland-Sutton Institute of Pathology, Middlesex Hospital, for 
hospitality during the course of this work ; and Colonel L. W. 
Harrison for his encouragement. 
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. MAMMARY CARCINOMA 
RESPONSE TO IMPLANTATION- OF MALE 
HORMONE AND PROGESTERONE 


ALFRED A. LOESER, M.D. BERLIN, L.R.C.P.E. 
(Department of Biometry, Carey College, London) 


A HIGH percentage of certain strains of mice die 
from cancer of the breast and some women seem to 
Apart 
from inherited susceptibility, one of the carcinogenic 
‘factors which may transform a normal cell into a cancer- 
ous one is said to be a surplus of cestrogenic substances 
in the body. It appeared, therefore, worth while to try 
to counteract the female hormone by male hormone. 


Lacassagne (1939), Raynaud (1939), Murlin (1939), - | 


and Nathanson and Andervont (1939) have published 
papers on the same subject, but they never used the 
implantation method—they made injections with male 
hormone. Sometimes they injected the mice at a very 
early age before they had litters (between the Ist and 
21st day of life), and none of them treated the mice after 
the age of 4—44 months. Ifa mouse is treated with male 
hormone soon after birth there is a risk that the mammary 
gland will be prevented from developing. Male hormone 


~ in big doses causes an atrophy of the mammary gland as 


well as of the ovaries, and the suppression of the ovarian 
function may also be secondary to pituitary inhibition. 
No details of the changes in the different glands can be 
described in this paper, but the results of a long-continued 
action. of testosterone on these glands are well known. 

- All the observers mentioned showed that testosterone 
protects from cancer of the breast a high percentage of 
mice of the strain I used in my experiments. Murlin 
influenced the growth and metastasis of the transplanted 
Brown-Pearce epithelioma by urinary androgens and 
considerably reduced severe metastasis and mortality, 
especially when the injections were begun before the 
inoculation of the tumour. The workers quoted tried to 
counteract inherited susceptibility to cancer by injecting 
male hormone, and succeeded to some extent where they 
injected the mice at a very early age. But they un- 
doubtedly altered the constitution of a female mouse if 
they injected the male hormone so early, and at the end 
of the course there was only a ru entary Mammary 
gland, or a gland which had never properly developed. 


It is not surprising therefore that these mice did not > 


develop cancer of the breast, since the cestrogenic factor 
could not be formed while the ovaries remained atrophic ; 
and these mice were never wholly female. 


In the following experiments I used the implantation 


method in order to maintain a permanent source of 
counteracting hormone in the tissues. It is perhaps 


worth comparing the results in strains of mice with a very ' 


‘high familial incidence of breast cancer and those ob- 
tained in women suffering from breast cancer who had a 
high familial incidence of the disease. Unfortunately 
the number of animals and patients who were treated and 
observed over several years was small. The animal 
experiments took place between February, 1939, and 
September, 1940. The war prevented me from breeding 
further generations of mice. It was also difficult to keep 
track of the patients over a sufficiently long period. 
Many of the treated patients left London before my 


observations were concluded, and only a small number ' 


could therefore be used for the purpose of this inquiry. 


MOUSE EXPERIMENTS 


Mice of Strong A strain were used. They show a very 
high incidence of breast cancer, and according to Bittner 
(1939) up to 83% die from breast cancer when they are 
eleven months old and have had several litters. I had 
at my disposal 354 mice born in the laboratory, but only 
65 were bred and used either for implantation or as 
controls. Out of these 65 mice, only 22 remained for 
investigation over a period of thirteen to sixteen months ; 
43 died from intercurrent disease or failed to have three 
litters. 

Of the 22 remaining mice 10 (nos. I1- 10) had testo- 
sterone propionate implanted and 12 (nos. 11-22) were 
controls. Each of them had three litters, the 10 treated 
mice having 165 offspring altogether, and the controls 
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189. Every three to five weeks’7-8 mg. of testosterone — 


propionate was implanted subcutaneously in tablet form, 


being embedded in the subcutaneous fat of the back of - 


mice nos. 1-10. After three or four weeks the small 
tablet was usually absorbed. 

Of the 12 control mice 9 died from cancer of the breast 
(see table). 
between the tenth and eleventh month and on an aver 


it took a month from the beginning of the disease for them 7 


RESULTS OF IMPLANTATION OF TESTOSTERONE PROPIONATE IN 
MEMBERS OF A STRAIN OF MICE SUSCEPTIBLE TO MAMMARY 
CANCER . 


~, 


TREATED MICE 
(Testosterone propionate 7-8 mg. CONTROL MICE 
in each implant) : 
OU: | Agee | rap : 

0. 0 - 
implant | implant | ` Result Result 
(months) i 

1 4} 7 Living. 15 mths ;}'11 Died cancer, 
cancer 12 mths. 

2 54 T: Living, 15 mths ; | 12 Died cancer, 
| no cancer 13 mths. 

3 6 - 7 Died cancer, 14] 13 Died cancer, 
mths mths. 

4 54 7. Died, 14 mths;/ 14 Died cancer, 
no cancer 13 mths. 

5 8 3 Died cancer, 10] 15 Died cancer, 
mths. mths. 

6 8 5 Living, 16 mths ; | 16 | Living, 16 mths; . 

no cancer no cancer 

T 54 «4 Living, 15 mths ;| 17 Died cancer, 

: no cancer mths. 

8 84 -5 Died od cangen, 12] 18 Dha cancer, 
m e 
9 8 4 Living, 15 mths ;/ 19 | Living, 15 mths ; 
no cancer...” no cancer, 
10 9 4 Died cancer, 13] 20 | Died, 10 mths; — 
mths. no cancer 
21 Died cancer, 
12 m 
22 Died cancer, 
12 mths. 
to die. Mouse no. 20 died at 10 months of intercurrent 


disease. Of the 10 implanted mice 4 died from cancer. 

Mouse no. 4 had no cancer when ‘it died from an inter- 
It was found that 
none of the mice who lived for more than fifteen or sixteen 
months died from cancer. All the mice of this strain 
which had no cancer by the age of twelve or thirteen 
months died from some other cause, the age at death 
being between sixteen and eighteen months.. Altogether 


5 of the treated mice and 2 of the controls survived; 4. 


of the treated mice and 9 of the controls died of cancer ; 
1 treated mouse and 1 control died from other causes. 

If we compare the 5 mice who did not develop cancer 
after the implantation with the 4 mice who did so in spite 
of implantation, we find that 3 of the former had received 
implants before the age of six months, whereas all the 
latter received implants at six months or even later. 
The younger a mouse the more implants can be made ; 
thus the young mice received 7 implants. The fewer the 
implants the more limited the chance of protection. In 
some of the mice who developed cancer fresh implants 
were made even after the first appearance of the growth, 
but no beneficial effect could then be observed. Histo- 
logical examination of the tumours revealed no difference 
in the treated and control cancerous mice 

I made no implantations until the mice had had three 
litters, when forced breeding had produced cestrogenic 


‘substances without interruption for at least the first four 


and a half months of their lives. Thus not only was the 
hereditary factor acting but a surplus of cstrogenic 
substances had also stimulated the breast. Of the 4 
mice which were implanted before the first half of their 


precancerous life was over, 3 appeared to be protected. 


from cancer for fifteen months and more; whereas. of 6 
mice implanted nearer to the date when breast cancer in 
this strain usually appeared, 4 were, not protected. 


CLINICAL TRIALS IN WOMEN 


The mamma is an organ in which there is a high familial 
incidence of cancer, often restricted to the immediate 
female relatives of the woman suffering from breast 
cancer, as the statistical investigations of Wassink (1936) 
in Holland and of Waaler in Norway have shown. I 


They usually showed the first sign of cancer — 
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traced back the history of my patients and found that 
in 6 breast cancer ran in the family. All 6 patients had 
undergone operations for breast cancer and after the 
operation had had X-ray treatment by experts. Male 
hormone was given to these patients to see whether when 
given over a long period it would inhibit severe metas- 
tasis and influence recurrences. Naturally no prophy- 
` lactic treatment could be applied before the first appear- 
ance of cancer, as can be done in mice—membership of 
a family in which cancer runs is no indication for prophy- 
lactic treatment. Thus treatment could be started only 
when the normal Mammary cells had already undergone 
cancerous change. In 3 of the 6 there were no signs or 
symptoms of recurrence when male hormone was im- 
planted ; in the other 3 metastases were present at that 
time. Of the following cases 4 have already been 
published in part (Loeser 1939, 1940). 


CasE 1.—Married woman, aged 37; nochildren. Maternal 
aunt died from breast tumour. Radical operation in Johan- 
nesburg in Mme, 1936, after X-ray treatment. Recurrence 
above right clavicle in February, 1937. Histological ex- 
amination revealed carcinoma. I performed curettage in 
April, 1937, because of uterine hemorrhage ;_hyperprolifera- 
tion of the endometrium found. During May-—September, 
1937, patient had testosterone propionate, 1500 mg., injected, 
resulting in amenorrhea. In December, 1937, testosterone 
propionate, 600 mg., was injected. Symptoms of masculinisa- 
tion appeared—enlargement of clitoris, hoarse voice, in- 
creased sexual urge, increased growth of hair, gain in weight. 
These symptoms faded in June, 1938. In March, 1939, 
September, 1939, and March, 1940 testosterone propionate, 
600 mg., was implanted again with the same result. In 
November, 1940, the patient was free from symptoms or signs 
of cancer. The voice remains hoarse. 


CasE 2.—Married woman, aged’ 42; two healthy children, 
one miscarriage. Paternal uncle died from cancer; grand- 
mother died from breast tumour. Radical removal of breast 
performed September, 1935, after X-ray treatment. Recur- 
rence in cicatrix on the left breast, March, 1936; excision. 
Second recurrence in armpif, October, 1936; histological 
examination confirmed carcinoma. Curettage performed 
because of uterine hemorrhages ; hypertrophic endometrium 
found. Between April, 1937, and January, 1938, testosterone 
propionate, 700 mg., injected. December, 1938 to March, 1939, 
testosterone propionate, 600 mg., injected. In November, 
1939, and June, 1940, implantations of testosterone propion- 
ate, 600 mg., were made. Signs of masculinisation followed as 
in case 1l. In October, 1940, there were no signs or symptoms 
` of cancer recurrence. 


Case 3.—Spinster, aged 41. Mother died. from breast 
tumour, illness lasting four years. Radical operation on 
patient’s right breast in Budapest in 1936, after three courses 
of X-ray treatment. Supraclavicular recurrence in 1938, 
treated by X rays. In June, 1938, patient consulted me 
because of pruritus vulve. At that time she had no recurrence 
of breast cancer. Between June and October, 1938, testo- 
sterone propionate, 700 mg., injected. In January, 1939, 
testosterone propionate, 500 mg., implanted ; implantation 
repeated in June, 1939. Masculinisation as in the other cases. 
In December, 1940, there were no signs or symptoms of cancer. 


CasE 4.—Married woman, aged 60; two children. One 
sister had breast cancer. For the past eight years patient 
had been treated with radium for carcinoma of the breast. 
Multiple recurrences were treated by excision. Metastases 
on both sides, supraclavicular and mediastinal. Diffuse 
infiltration in right axilla with a suppurating ulcer the size of 
half a crown around the nipple.. The radiologist called in 
. recommended. morphine for pain; on account of the dis- 
seminated carcinosis no other treatment was carried out. 
From July to October, 1939, testosterone propionate, 1850 
mg. was implanted. The temporary result was a superficial 
swelling around the right nipple, accompanied by considerable 
reduction of the ulcer, softening of the hard infiltration in the 
armpit, and superficial swelling and pigmentation of the 
healthy breast. Striking features were an increase in weight 
by -5 lb. and obviously improved health; the pain along the 
right arm lessened considerably ; the patient felt very well, 
walked about and looked after her household, whereas previ- 
ously she had been confined to bed. The improvement lasted 
‘only four months. A new implantation could not be per- 
formed owing to lack of material. The patient’s weight 
dropped again and further decline could not be checked. 
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Case 5.—Married woman, aged 45 years; no children. 


Sister had had breast cancer, and a nephew at the age of 18 | 


was suffering from cancer of the testis and had recently been 
operated on. Radical operation for cancer of the breast on 
the right side 1937, followed by much X-ray treatment in the 
next year. She had two recurrences in the operation scar 
and a fresh recurrence in the axilla in July, 1939. From August 
to November, 1939, testosterone, 1500 mg., was implanted. 
At first patient showed similar striking symptoms of improve- 


ment to those in case 4, but there was no change in the con- 


sistency or size of the recurring tumour in the axilla, though 
it showed no enlargement; X-ray treatment dissipated this 
little tumour. New recurrence in the armpit and left breast 
in April, 1940. As the patient had undergone temporary 
masculinisation after the implantation of testosterone, a trial 
was made of progesterone. In July, 1940, progesterone, 300 
mg., was implanted and daily doses of progesteral, 40 mg., by 
mouth were given up to a total of 2800 mg. Menstruation 
stopped. No result was obtained; metastasis in | the liver 
with ascites was diagnosed. _. 


Case 6.—Married woman, aged 28 ; no children. Paternal 
aunt died from breast tumour. Two years ago operation was 
performed followed by X-ray treatment because of breast 
cancer. 
ness. Supraclavicular glands involved on both sides. Radio- 
logist refused further X-ray treatment. Progesterone, 400 
mg., implanted in August, 1940, and for two months daily 
doses of ‘progesteral, 40 mg., taken by mouth. There was no 
change in her condition. 
mately a year, and after the implantation amenorrhea 
continued. No improvement, further decline and death in 
November, 1940. The total amount of progesteral taken was 
2400 mg. % 


Cases 1, 2 and 3 had one common feature : soon after 
radical operation and X-ray treatment they all developed 
recurrences; when treatment with male hormone was 
begun these were not present, for they had either been 
excised or had disappeared after X-ray treatment. 


Clinically these patients were free from any sign of cancer 


when the injections or implantations of male hormone 
were begun. But although they had shown recurrences 
soon after operation they remained free from recurrences 
and metastases for 3—4 years (cases l'and 2) and 24 years 
(case 3) after the hormone treatment. It is now nearly 
five years since the operations were performed on all these 
patients and they are stillin good health. These patients 
will have to be observed for several more years before any 
final judgment can be reached, and it will be necessary to 
continue hormone treatment from time to time. Even 
then it will be difficult to assume that the male hormone 
is responsible for the good result and the postponement 
of recurrences. 

Cases 4, 5 and 6 all had metastases at the time when 
hormone treatment was begun.: Cases 4 and 5 improved 
strikingly under implantation treatment for the first two 
or three months, but the cancer itself remained gniaivered 
and their decline could not be averted. 


DISCUSSION 


There is a wide difference between inherited ‘breast 
cancer in mice and carcinoma of the breast in women. 
Virgin or castrated female mice of strains with high 
incidence of breast cancer seldom suffer from cancer of 
the breast. Virgin or unmarried women acquire breast 
cancer more often than married women who have had 
children (Peller 1940). In my experiments the mice as 
well as the women showed an inherited susceptibility to 
breast cancer. This susceptibility was further enhanced 
in the mice by cestrogenic substances developed in 
response to forced breeding as a result of which the 
mammary gland was exposed without interruption to 
hormonal irritation. The same cannot be said of the 
patients ; 4 of them had never had a child, and'there is no 
reason to assume that their mammary glands had been 
exposed to ‘any irritation by cestrogenic substances. 
Whether they produced abnormally high amounts of 
these substances in their tissues cannot be said. But the 


antagonist of cestrogens was introduced into their circula- . 
tion, and it is my impression that it was not the antagon- | 


istic action alone but the alteration in the patient’s con- 
stitution—the masculinisation—which had an effect. 
The crescendo of masculinisation coincided with 
improvement in their condition; the diminuendo with 
progress of the disease. 


She had metastases in the mediastinum, with hoarse- | 


She had amenorrhea for approxi- 


~ 


—_ 
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Progesterone can also. be regarded as antagonistic to 
the follicular hormone. In my cases no effect of pro- 
gesterone on the cancer cells was observed. Progesterone 
acts quicker when given by mouth than when implanted, 
and as it was only applied in hopeless cases no definite 

‘conclusions should be drawn; but it might be worth 
trying it in still more massive doses i in cases which—like 
my cases 1, 2 and 3—are free from cancer at the time of 
treatment. < 

Incomplete as this series is, I hope it may encourage 
others to try out the idea and perhaps to implant testo- 
sterone or progesterone in cases of breast cancer at the 
‘time when the radical operation is performed. It may 
be implanted in the tissues of the operated breast 
whether postoperative X-ray treatment is given or not, 
and the implant should be repeated as soon as the signs 
of masculinisation disappear. '. The effect of testosterone 
is always temporary, and may be compared with a 
temporary sterilisation, which in contrast to X rays acts 
on every tissue of the cancerous body instead of locally. 
I suggest that testosterone propionate, 700 mg., should be 
injected over two months. I have called this the hor- 
mone atrophy dose (H.A.D.) for the endometrium, since 


it temporarily sterilises any healthy woman and makes ` 


the endometrium atrophic (Loeser 1940). It is better 
to implant testosterone propionate, 500 mg., than to 
inject 700 mg. -» Since the implant has a more lasting 
effect. 
SUMMARY 

On the assumption that excess of œstrogenic substance 
is a factor in producing cancer of the breast, an attempt 
was made to counteract this effect by implanting male 
hormone. 

In mice of a strain showing a very high incidence of 


breast cancer testosterone propionate was. implanted 
subcutaneously in 10 every three to five weeks while 12 
acted as controls. Implantation was not begun until the 
mice had had three litters. In the treated group 4.and - 
in the controls group 9 died of cancer. 

In 6 women with a family history of breast cancer who 
had had their breasts amputated for carcinoma, testoster- 
one propionate or progesterone or both were repeatedly — 
implanted and in 2 progesteral.was also_given by mouth. 
In 3, recurrences were present at the time of implantation, 


and ‘though 2 of these improved tem ep Mcrae in general | A 


health, the progress of the cancer was not checked. In 3 
no recurrences or metastases were present at the time of 
implantation, and none has appeared in the subsequent 
five years. 

It is suggested that male hormone should be implanted 
in the operation site when the-- breast is removed for 
carcinoma, and implantation should be abel Sa when 
signs of masculinisation disappear. 

I wish to thank Prof. J. B. S. Haldane for gllowing me 
to work in the Department of Biometry at University College, 
London ; Dr. H. Griineberg and Dr. P. A. Gorer for giving 
me advice on breeding mice; Miss M.Watson my assistant; and 
the Schering Corporation of New York and Organon Labora- 
tories for supplying testosterone and progesterone tablets. . 
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Lipidoses : Diseases of the Cellular Lipid Metabolism 


SIEGFRIED T. THANNHAUSER, M.D., Ph.D., formerly 

_ professor of medicine, University Clinic, Freiburg ; associ- 
ate professor of medicine, Tufts College medical school. 
London: Humphrey Milford, Oxford University Press. 
Pp. 370. 30s. 


Most of our knowledge of this group of metabolic 
disorders has accumulated during the last twenty years, 
a period covered by Professor Thannhauser’s contribu- 
tion of the section on Tipoid diseases to the ‘‘ Oxford 
Loose-Leaf Medicine.” The publication in book form 
of this monograph by one who has contributed so much 
to this particular branch of medicine will be welcomed 
by all interested in the lipoidoses. The volume, which 
is well edited by Prof. H. A. Christian of Harvard, is 
abundantly illustrated and embodies full records of 
cases observed by the author. Appropriately enough, 
the section on xanthomatosis occupies most of the book ; 
it embraces 12 primary types divided into hypercho- 
lestersemic and normocholesterzemic groups, and 8 other 
types. Gaucher’s disease and Niemann-Pick’s disease 
are fully considered in separate sections. 

The author has no doubt that the primary lipoidoses 
are manifestations of abnormal intracellular metabolism 
in the reticular and histiocytic cells of the organism, 
supporting this concept with convincing biochemical 
and experimental evidence. He regards an imbalance 
of intracellular lipoidases as the fundamental disturbance. 
The research worker will reap a rich harvest from the 
1076 references which are conveniently arranged at 
the end of each section. 


Parenthood : Design or Accident? © 


(4th ed.) Micnart Frentptmna. London: Williams and 
-~ Norgate. Pp. 259. 2s. 6d. 


THIs excellent little book on birth control and related 
problems needs no introduction either to the medical 
profession or to the public. In this edition recent 
research work on spermicides is included ; the descrip- 
tion of the technique of well- established ‘and desirable 
methods has been rewritten in the light of modern 
experience ; ` dangerous, ineffective, emergency and 
experimental methods are fully discussed ; so also is the 
safe period. It would be difficult to find a more lucid 


and concise description, or a more helpful evaluation, 
of this much publicised method of family limitation. 
The sections on the sociological, ethical and legal aspects 
of contraception remain materially unchanged.. The 
appendices include lists of birth-control clinics in the 
United Kingdom and of approved and reputable appli- 
ances and chemicals. There is also a short bibliography, 
glossary and index. 


Arthritis and Allied Conditions 


- (2nd ed.) Brrnarp I. Comroz, M.D., F.A. OP. London : 
Henry Kimpton. Pp. 878. 42s. 


Tus is a large book but not too large, for arthritis and 
various conditions loosely termed rheumatic occupy a 
considerable part of medical: practice here as well as in 
Philadelphia. In fact Dr. Comroe often compresses the 
result of much study (there are references to over two 
thousand original papers) into a small space. General 
practitioners, as well as physicians especially interested in 
chronic rheumatism, will find much to interest them and 
to help them in their choice of therapy, though they will 
probably use the book more for reference than for light 
reading on dark evenings. The illustrations are good 
and more profuse than in the first edition, while new 
chapters have been added and many old ones’ re- 
written. Curiously, the paging of the sections of each 
chapter is given in the table of contents, not the paging 
of the chapters themselves ; but the index is full. 


Out of the Test Tube 


(3rd ed.) Harry N. HoLMES, Ph.D. New York: Emer- 
son Books Inc. Pp. 305. $3. 


- Few of us without special knowledge of the subject 
ever pause to consider the material benefits conferred by 
chemistry upon mankind. In his expanded and revised. 
edition Dr. Holmes gives a vigorous account of what the 
chemist, working in divers spheres, has done, is doing 
and will do for us. Our food, tools ànd clothing, our 
medicines, means of transport ‘and weapons of war are 
only a few of the accepted accompaniments of modern 
life which are profoundly influenced by chemistry. It 
is depressing to reflect on how high explosive has been 
largely diverted from its proper purpose of quarrying 
rock and so liberating slave-labour ; or to realise that 
profit-making rather than philanthropy has been a prime 
motive of chemical research. But we shall change all 
that in the brave new world after the war. 


\ 
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EGG OR SCORPION ? 


EARLY in 1939 Sir Arnoro Witson and Prof. 
Hermann Levy published their first volume on our 
law of workmen’s compensation, surveying the 
historical origins, Parliamentary debates and depart- 
mental inquiries. The war, which has broken their 
admirable partnership and delayed their second 
volume, now published,! must not be pleaded as an 
excuse for deferring study of their conclusions on the 
admitted need of reform. War means extended hours 
in factories, a quickened industrial tempo, more 
fatigue, less experienced workers (some of them long 
unemployed), new machinery, processes and materials 
involving unknown risks of accident and injury. 
These conditions are in part familiar in times of 
prosperity ; war adds personal anxieties, air-raid 
dangers and the inconvenience of the blackout. 

After leading them in industry, Britain has lagged 
behind other countries in her scheme of industrial 
compensation. Distrusting bureaucracy, we have 
refused to contemplate large- scale official admini- 
stration. We leave this great social activity to the 
private enterprise of the insurance companies and to 
the judicial impartiality of the county courts. The 
courts are swift and their proceedings are reported, 
but there is a lack of uniformity ; a settlement passed 
by the judge or registrar of one court would be 
rejected, it is said, by that of another. Hence the 
demand for a Workmen’s Compensation Commissioner. 
Afraid of interfering with the individual control of 
business, we have not even insisted upon compulsory 
insurance of employers (except in mining), though 
we now insist upon it for motorists. We hesitate to 
create a “‘ State monopoly ” of occupational insurance 
because it would be so costly; yet an insurance 
company pays out only 60 per cent. of its earned 
premiums in awards to incapacitated workmen, about 
9 per cent. being consumed in commissions and 32 per 
cent. in management expenses. What would we say 
if a banker, taking our money on deposit, informed us 
that about 40 per cent. of it would be absorbed by 
expenses ? ‘The companies do not concern themselves 
with accident prevention. The insured employer has 
no incentive to diminish the risks. The standard of 
safety is said to be highest in those great undertakings 
which carry their own insurance. 

Hesitating to fetter freedom of contract, we have 
left the law too loose. The all too attractive bait of 
the lump-sum agreement is dangled. It looks like a 
nest-egg, but has a sting in its tail. The injured 
man, be it recalled, can choose between three legal 
remedies: First comes the common-law claim for 
damages, based on some breach of duty on the 
employer’s part and complicated by the defence of 
‘* common employment ”’ which eminent judges have 
called fantastic. Next comes the Employer’s Liability 
Act with its own special technicalities, seldom used 
but still to be considered. Lastly the Workmen’s 
Compensation Act imposes liability irrespective of 
1. Workmen’s Compensation, vol. 11 (Need for Reform). Sir Arnold 


Wilson, M.P., and Prof. Hermann Levy. London: Humphrey 
Milford, Oxford University Press. Pp. 366. 18s. 
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negligence by either side. Its sweeping provisions 


were meant to simplify awards, but the notorious words 


“ accident arising out of and in the course of the 
employment ” have multiplied the litigation which the 
statute was to avert. Faced with the choice of remedy, 
the workman may have no trade-union to advise 
him. The insurance company will naturally seek a 
settlement which suits itself. Last October the Master 
of the Rolls critiicsed “ an act of the shabbiest des- 
cription ” discreditable to such companies’ reputation 
for decent, humane and reasonable behaviour; he 
warned them not to take advantage of an injured man, 
nearly always a.working man, who might be suffering 
from shock, by putting before him a form when he 
had no-one near to advise him and then afterwards 
contending that, because he had signed the form, he 
had precluded himself from making a more advan- 
tageous claim. Does it pass the wit of man to 
substitute one foolproof remedy for the workman’s 
triple choice and to develop our hospital services and 
other remedial facilities as part of a codrdinated 
scheme of industrial compensation and State health 
insurance ? We have no answer to the charge that 
the law of workmen’s compensation fails to do any- 
thing for the medical care of the injured or unfit man, 
for his physical or vocational rehabilitation and his 
reabsorption into industry. We are backward in 
fracture clinics. If the general practitioner cannot 
provide the best diagnosis and treatment of the man’s 
injury in his own home, the general hospital may also 
fall short ; moreover it seldom keeps the patient long 
enough. Figures are offered to show that incapacity 
is far more prolonged, and permanent disablement 
far more likely, when the patient is not treated in a 
proper clinic. This brings us to problems of staffing 
the appointments in surgery. The Delevingne Com- 
mittee report repeated somebody’s blunt dictum that 
“ there is no money in fractures ” as far as surgical 
practice outside the hospital is concerned. If the 
fracture clinic is to be well organised, something 
must be done: to offer the surgeon-in-charge a 
post which is pecuniarily attractive. Mention of 
the medical referee raises other problems ; there are 
the old doubts of his independence and of the value 
of the final decision of a single arbiter, especially if he | 
sometimes appears as an expert: witness in the court 
of an adjoining district. Medical examination itself, 
moreover, seems to cause the workman misgivings. | 
He goes before the insurance company’s doctor like a 
plaintiff about to suffer cross-examination; the 
atmosphere is controversial ; there are implied sus- 
picions of malingering. There is no certainty that 
he will be allowed to have his own doctor present. 
He will inevitably dislike examination by a doctor 
known to have given evidence to the disadvantage of 
other injured workmen. As for the place of the 
examination, will it be his own home or his own. 
doctor’s consulting-room or will it be a solicitor’s office ? 
These may be small points, compared with so 
fundamental a matter as our failure to furnish 
continuity and uniformity of treatment from first aid 
to rehabilitation ; but, if we want the blessings of 
industrial peace and a contented society, we must 
remove the sense of injustice. And for this purpose 
there can be no better preparation than a study of 
this new work by Sir ARNoLD Wison and Professor 
Levy. WItson’s courage of thought (as conspicuous 
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asthe physical gallantry with which he met his death), 


his gift of handling the statistics which in this subject 
are none too adequate, his industry and his astounding 
facility of quotation are here exemplified. Linked, 
not for the first. time, with the solid abilities of the 
collaborator who survives him, they add one more to 


the series of reports which, like those of CHADWICK 


in the field of poor law and public health a century 
ago, compel social reform. 


NEW DRUGS IN PROTOZOAL INFECTIONS 
In 1935 some continental workers recorded that 
the drug Synthalin (decamethylene-guanidine di- 
hydrochloride) exerted a slight therapeutic action on 
certain pathogenic trypanosomes in mice. They 
ascribed this action to hypoglycemia produced by the 
drug, an adequate supply of sugar being essential to 
- the metabolism of trypanosomes, and not to a direct 
` action of the compound on the parasites. WARRING- 
TON YORKE and his collaborators thought that a 
= degree of hypoglycemia sufficient to affect the try- 
panosomal infections would be incompatible with 
the Jife of the host, and decided to investigate the 
subject further. They found that, in vitro, synthalin 
exerted a direct and powerful trypanocidal action, a 
dilution of only 1 in 100 million destroying all the 
trypanosomes in a suspension of nutrient medium 
within 24 hours at 37°C. They further found that 
the degree of hypoglycemia produced in the normal 
animal by synthalin in therapeutic dosage is not 
pronounced. The discovery that synthalin has a 
direct lethal action on certain trypanosomes opened 
up a wide field of biological and chemical investiga- 
tion into the chemotherapeutic value of drugs of this 
and allied series in protozoal infections of man and of 
animals. This inquiry was followed by the prepara-. 
tion and trial of many compounds, of which three, 
produced by Ewms of May and Baker Ltd., have 
‘been shown by YORKE and his co-workers to possess 
considerable therapeutic promise. These are all 
diamidine compounds and are diamidinostilbene, 
diamidinodiphenoxypentane and diamidinodiphen- 
oxypropane. Cases of human sleeping sickness, of 
human visceral leishmaniasis and of babesiasis in 
domesticated animals have now been successfully 
treated- with these compounds; and information is 
being accumulated that not only are these drugs 
‘therapeutically active in such conditions but that in 
some of them they are superior to any remedy hitherto 
employed. This is more particularly the case in the 
Mediterranean and Sudan forms of visceral leish- 
maniasis, or kala azar, conditions with a very high 
mortality which are notoriously resistant to the 
antimony treatments normally effective in the Indian 
form of the disease. Oo l 
Some figures collected by STEPHENSON,! showing 
the results of antimony treatment of cases of Sudan 
leishmaniasis, with others collected by Kirk and 
Sat1,? showing those of treatment with the diamidines, 
illustrate this point. STEPHENSON saw 73 cases of 
Sudan leishmaniasis between the end of 1937 and the 
middle of 1939. Ofthese, 19 were admitted moribund 
and died before treatment could be begun. Of the 
remaining 54 cases, 25 died in hospital and 22 were 
discharged as presumably cured, but 11 of these 
subsequently died. Another 7 left hospital before 
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1. Stephenson, R. W. Ann: trop, Med. Parasit. 1910, 34, 175. 
2. kirk, R. and Sati, M. H. Ibid, pp. 83, 181. f 


completion of treatment and 6 of these later died. 
The standard treatment was a course of 4-8 g. Neosti- 
bosan, followed by a full course of tartar emetic, and 
in some cases by further courses of these drugs or of 
Anthiomaline. The total result was that of 54 cases 


treated only 12 were alive in January, 1940. KeK 


and Sati treated 49 cases of Sudan leishmaniasis with 
the diamidines, of whom 8 died. Of these 8, 5 were 
moribund on admission, and'1, when progressing well, 
broke out of hospital on a debauch and died within 
48 hours. Of the 43 cases which completed treatment 
41 (95%) were provisionally regarded as cured. 
These results compare most favourably with those 
obtained with the antimonials. Cases treated by other 
workers in Palestine and elsewhere, both of the 
Indian and of the Mediterranean forms of kala-azar, 
show that the diamidines may effect a cure where 
antimony has previously been given and proved 
ineffective. In Africa these drugs are being tested 
on cases of human trypanosomiasis and have been 
found rapidly to produce sterilisation of the peripheral 
blood ; early cases, as a result, are cured by them. 
So far there is inadequate information as to their 
effect on late cases with involvement of the central 
nervous system. In the veterinary field the diami- 


dines have shown much promise in the treatment of 


the various forms of babesiasis, a condition responsible 
for great economic loss among dogs and domestic stock. 
The diamidines may be given to man in doses ranging 
from 0:5 to 2 mg. per kg. body-weight, either intra- 
venously or intramuscularly. Owing to their greater 
solubility, diamidinodiphenoxypropane and diami- 
dinodiphenoxypentane are more suitable for intra- 
muscular injection than is the less soluble diamidino- 
stilbene. The drugs may be given daily or on 
alternate days until 30, or even 60 or 90, injections 
have been administered. No serious accidents have 
so far been recorded, although certain immediate 
effects lasting about half an hour occur owing to a 
dramatic fall in blood-pressure. These are more 
pronounced when the intravenous roate is employed, 
and vary from headache and dizziness with a rapid 
pulse, sweating and retching with occasional vomiting, 
to alarming symptoms in a small number of cases, 
where there may be syncopal attacks with temporary 
unconsciousness. These symptoms are all transient 
and last but a short time, and no permanent after- 
effects have been observed. ; 


THERAPEUTIC RESEARCH LIMITED 
FREEDOM and opportunity, as Sir Henry DALE 
reminded the Royal Society on Monday, provide the 
conditions for the highest type of research. The 
quality of research is in fact determined by the 
character of those engaged in it and not by organisa- 


tion or by the source of endowment. Stated thus — 


the proposition sounds self-evident. Yet there is no 
denying the justice of the reproach made by the pro- 
moters of the new Therapeutic Research Corporation! 
that there has existed in the past a diffidence on the 
part of some academic research workers in this country 
to ally themselves wholeheartedly with the researches 
of industrigl firms, or the rightness of the corporation’s 
aim to establish closer liaison between industry and 
the research laboratories of the universities. It is 
only a couple of months ago that we remarked in 


1. The constitution and object ef the corporation were stated on 
p. 11 of our advertisement columns last week. 
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these columns : “ If ever there was a case for open and 
full. coöperation here is one.” Moreover the die was 
cast when in January, 1937, two medical men holding 
important academic positions became trustees under 
Sir Henry WELLCOME’s will for the allocation to 


medical research of the profits of a great manufactur- 


ing and trading organisation. The new approach is 
less surprising when one reflects that the research 
staffs of the most individualistic concerns have 
fraternised freely in the past. Knowledge has an 
instinctive urge to companionship and the most 
jealously guarded secrets have been those with nothing 
substantial to conceal. - There is a little more to it 
than a common research pool. Five laboratories— 
and there is nothing to prevent others coming in— 
with highly trained staff and elaborate equipment 
will now be able to concentrate on the solution of 
any new problem. And, perhaps the best feature of 
all, any new drug which may be discovered will not 
be.monopolised by one member of the corporation. 
This will facilitate the known intentfon of the Medical 
Research Council to undertake chemotherapeutic 
research on a much larger scale in the future. Clearly 
there is no room here for the relaxation of the 
rigid standards of true science in favour of policy or 
propaganda which the President of the Royal Society 
regards as a danger to be foreseen and resisted.  __ 


CADMIUM POISONING 


Ir we know cadmium at all most of us would recall 
its brilliant sulphide, which as Cadmium Yellow is 
familiar in the paint-box and was thrown down by 
H.S from acid solution in our analytical tables. It 
occurs in nature as the sulphide in association with 
zinc ores, chiefly in Scotland (as ‘‘ greenockite’’’), in 
Czechoslovakia and in Pennsylvania. 
white metal which takes a high polish, and can easily 
he deposited electrolytically from a cyanide bath. 
Lately it has come to be increasingly used for plating 
in place of silver, nickel and chromium, and it is this 
that has led to trouble. There have been instances 
of poisoning from the inhalation of dust containing 
cadmium in zine works, but most of the recorded cases 
have arisen from the unwise use of cadmium-plated 
vessels containing foodstuffs, because cadmium is 
readily corroded by acetic, tartaric, citric and lactic 
acids and therefore by foodstuffs containing vinegar, 
fruit acids and the like. 

On another page Dr. A. T. W. PowELL recalls eight 
cases of poisoning resulting from the preparation of 
‘< lemonade ” ices in refrigerator trays replated with 
cadmium. In his report for 1935 the Chief Medical 
Officer of the Ministry of Health recorded the poison- 
ing of three péople by cadmium falling into their food 
from the reflector of an electric cooker. Dr. POWELL 
also draws attention to 208 cases of cadmium poison- 


y ing reported in the U.S. Navy,! where foodstuffs had 


been in contact with cadmium-plated utensils -for 
` 14-14 hours. It was found there that anything over 
15 parts per million of cadmium might .produce 
symptoms of poisoning, and some of the navy men 
had drunk lemonade containing 100 p.p.m. A few 
months ago FRANT and KLEEMAN? reported five 
outbreaks in the United States, involving some 50. 
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people in all. One of these, in which at least 29 
school-children were affected, was traced to cadmium 
contamination of popsicles—flavoured ices frozen ona | 
stick. Here too the popsicle moulds had been 
replated with cadmium. In these cases the symptoms 
are those with which the wise student defeats his 
examiner when asked for the symptoms of irritant 
poisoning—vomiting, diarrhea, abdominal pain, and 
the symptoms and signs of dehydration—and the 
violent evacuation seems to prove effective, for fatal 
cases are rare. In the popsicle epidemic all the 
children recovered completely in 5-6 hours. Cases 
due to inhalation are less common but may be more 
deadly. In 1858 Sover ? reported poisoning in three 
domestic servants who inhaled the dust when polish- 
ing silver with cadmium carbonate. Here the 
symptoms were collapse, cramps in the legs, headache, 
a*feeling of constriction in the throat, continuous 
vomiting, and blood-stained diarrhea with colic. 
One of the three also developed pneumonia and nearly, 
died. Sir THomas Lecce, in his factory report for 
1923 (p. 74), reported poisoning in an engineer and 
two workmen who inhaled fumes while melting down 
ingots of cadmium in an ill-ventilated factory. The 
engineer died, and the autopsy showed congestion of 
the larynx, trachea, bronchi, stomach and intestine, 
with fatty infiltration of the heart and liver, and 
congestion of the spleen and kidneys. Curiously | 
enough, chemical analysis of the viscera revealed no 
trace of cadmium. Chronic poisoning has been 
extensively studied in animals, but seems to be rare 
in man. STEPHENS,‘ however, has reported 9 cases 
of chronic poisoning. One was an elderly zinc 
smelter who had received compensation for plumbism, 
but at autopsy he was found to have chronic inter- 
stitial nephritis and cardiac hypertrophy, and his 
liver contained nearly a grain of cadmium to the 
pound. It seems, therefore, that despite the severity 
of the local action on the stomach, a certain amount of 
cadmium may gain access to the body tissues. 

In the factory where ores containing cadmium are 
smelted, or wherever dust or fumes of cadmium may 
be in the air, prevention must depend on adequate 
ventilation, supported when necessary by masks. 
But for the commoner danger prophylaxis is simpler : 
cadmium plating, however desirable it may be for 
motor-car parts, must not be used for utensils which 
may come in contact with foodstuffs. 


3. Pr. méd. Belge, 1858, 10, 69. a 
4. Stephens, G. A. J. industr. Hyg. 1920-21, 2, 129. 


Post-waR HosPIraL PoLticy.—Replying to Captain 
Elliston’s question in the House of Commons on 
Dec. 2, Miss Horsbrugh gave the following terms of 
reference for the survey of. London hospitals : 

To survey the hospitals (other than mental hospitals and 
mental deficiency institutions) in London and the surrounding 
area ; and having regard to the information thus obtained, 
and to the general principles of post-war hospital policy laid 
down by the Minister of Health in the House of Commons 
on Oct. 9, tọ advise the Minister what area would appro- 


_priately be served by a hospital system centred on London, 


and what modifications or extensions of the existing hospital 
facilities would be necessary or desirable to give effect to that 
policy. 

Dr. A. M. H. Gray and Dr. A. Topping are to make the 


shes and have already started on the preliminary 
work. 


_ repeat if necessary,” not “Take two.” 
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Annotations 


ECONOMISE NOW 
As the inexorable economic war gains momentum, it 
is not surprising that produce other than food is coming 


more and more under the surveillance of Government. - 


departments. The man in the street is well aware of 


the shortage of supplies in many pharmaceutical require- ` 


ments such as dusting powders, ointments and liquid 
paraffin. The physician too is beginning to feel that 
the war is cramping his style as a prescriber, but restric- 
tion of supply has served to show how difficult it is to 
abandon or even modify the prescribing. habits of a 
lifetime ; in fact, many recipes have become reflexes. 
Nevertheless, if we are to avoid the nightmare of actual 
rationing of drugs, we must wake up to the fact that we 
must economise now. Happily, when we set out to 
produce a particular therapeutic action there are often 
several ways of achieving the desired result; and when 
we have to choose a preparation of a drug, a great deal 
of latitude is permissible without significantly altering 
the pharmacological action. Thus there is plenty of 
scope for economy in prescribing; and the matter 
rarely involves sacrifice by anybody, though it needs 
forethought by the doctor. Just now the common drugs 
which must be used sparingly are aspirin and phenacetin, 
alcohol, glycerin, glucose, mercury and liquid paraffin, 


-~ and unless the non-essential uses of these are curtailed 


those whose health really depends on them will have to 
go short. Even where one of them is certainly needed 
we must avoid ordering 8 oz. when. 6 oz. will do, and the 
direction on the aspirin should read: ‘‘ Take one, and 
Before pre- 
scribing any drug, the practitioner might well ask himself 
two questions. First, is the substance chemically similar 
to any foodstuff or material which is now rationed? And 
secondly, does the drug come from abroad? Liniments 
are half-cousins to the salad dressings of happier days ; 
ointments should be regarded with the respect we pay to 
the butter ration ; and the recollection that glycerin is 
an alcohol should i inspire that conservatism which evokes 
from the canny host an agonised “say when!” It is 
often forgotten that malt is primarily an emulsifying 
agent, and we are apt to credit it with almost mystical 
nutritional qualities which it certainly does not possess. 
War babies will be found most accommodating in swallow- 
ing cod:liver oil neat instead of malt and oil; and the 
substitution of vitaminised (arachis) oil should always be 
considered when prescribing vitamin D for children. 
The conservation of drugs coming from abroad presents 
a different problem, but experience suggests that it 
should not be insoluble. No-one will doubt our desire 
to assist the Government in its economy campaign, and 
when the doctor errs it is usually because there is nothing 
to remind him of the need for caution. These are condi- 
tions which lend themselves to the use of propaganda. 
We are no less susceptible than the lay public to sugges- 
tion and reiteration. Eye-witness accounts of the 
hardships our merchant seamen undergo in order to 
bring essential supplies to this country are occasionally 
broadcast by the B.B.C. In addition to their dramatic 
value, these vivid descriptions of superb acts of heroism 
on oil tankers make every one of us think twice before 
using petrol unnecessarily. What is true of fuel is also 
true of many drugs. How can the fact be brought home 
to the busy practitioner? Thumbnail pictures by a 
Bernard Partridge or a Matania providing graphic 
records of these sagas of the seas might be stuck on 
bottles and containers used for many of the drugs in 


‘classes B and C. The greater the variety of pictorial 


labels the more sustained would be the interest of both 
doctor and patient. Furthermore the scheme could 
easily be extended to the use of labels which would 
indicate the country’s approval of the physicians’ choice 


of drugs. These pictorial reminders would undoubtedly 
stimulate the interest of the profession in the Therapeutic 
Requirements Committee’s classification of drugs—an 
interest which will otherwise be difficult to arouse. The 
method is unconventional, but some sacrifice -of the 
conventions is unavoidable if we are to cope successfully 
with a problem which is demanding the immediate 
attention of every registered medical practitioner. 


QUESTIONABLE LIPOIDOSES 

THE publication of a work on the lipoidoses by Thann- 
hauser (reviewed on p. 700) will raise recent contro- 
versies anew. Within the last few years Tay-Sachs’s 
disease and chondrolipodystrophy (gargoylism) have 
been added to the list of lipoidoses, yet Thannhauser has 
excluded both from his monograph. Either he does not 
regard these conditions as lipoid disorders, or else he 
considers their status to be still undecided. A discussion, 
by one who has contributed so much in this field of 
medical research, of the relationship of these two diseases 
to the lipoidoses of known causation would have been 
extremely welcome; for in the better-known lipoid 


-disorders the nature of the biochemical disturbance has 


been elucidated and the character of the excessive lipoid 
demonstrated. Xanthomatosis, embracing many clinical 
types including the Schiller-Christian syndrome, is a 
cholesterosis ; Gaucher’s disease, a cerebrosidosis in which 
there is an accumulation of kerosin ; and Niemann-Pick’s 
disease, a sphingo-myelinosis. Thannhauser emphasises 
the modern conception that the fundamental disturbance 
in the lipoidoses is an imbalance of intracellular lipoidases 
in the reticulo-endothelial system. In Tay-Sachs’s disease 
and chondrolipodystrophy (gargoylism) the nature of 
the lipoid error is unknown. The rarity of these condi- 
tions, and the difficulty of obtaining post-mortem material 
which has been suitably fixed for biochemical analysis 
and lipoid staining, are the principal causes of the failure 


‘to elucidate the precise nature of the metabolic disturb- 


ance in them ; but it would seem unj justifiable to exclude 
these diseases from the category of lipoid disorders on 
this account, since they have many clinical and patholo- 
gical features in common with the other lipoid diseases. 
Moreover, foam cells, the most characteristic feature of 
the lipoidoses, were demonstrated by Bielschowsky in 
the spleen in a case of Tay-Sachs’s disease recorded by 


. Brouwer: ; and widespread infiltration of the tissues with 
a heavy deposit of a lipoid substance was observed by — 


Kressler and Aegerter? in a typical case of chondrolipo- 
dystrophy. Only further pathological and biochemical 
investigation can settle this vexed question to the 
satisfaction of everyone, and the fullest use should be made 
of every opportunity for doing so. 


EXTRAVASATION OF URINE 

Tur pathogenesis and mechanism of urinary extra- 
vasation have excited much comment in their time. 
Earlier observers believed that the urethra dilated 
behind an obstruction—nearly always a stricture—and 
gradually became attenuated until it suddenly gave way, 
usually while the patient was straining at micturition. 
This concept of the process was suggested by the frequent 


history of long-standing obstruction followed by a feeling- 


of “something giving way” and temporary relief; 
however, besides bemg open to other objections, it failed 
to explain the cases without organic obstruction where 
the patient continues to pass urine naturally. These 
are commoner than is generally imagined and probably 
constitute about 15% of all cases. The purely hydro- 
static theory, although not completely discarded, has 
been largely superseded by the view that urinary extrava- 


sation is more of the nature of a severe cellulitis spreading ~ 


from the urethra, associated in many instances with the 
presence of gas-forming anaerobic organisms. There is 


1. Brouwer, B. Proc. Roy. Soc. Med. 1936, 29, 579. 
2. Kressler, R. J. and Aegerter, E. B. J. ia 19388, 12, 579. 
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no doubt however that urine does pass into the tissues 
at the same time, since: Kidd! showed that the fluid 
drained from the infiltrated tissues contained urea. 
Wesson ? suceessfully reproduced the clinical mode of 
spread of the condition experimentally by injecting 
coloured fluid through the urethra into the superficial 
perinzal pouch in cadavers, and more recently Fine- 
stone,* in an attempt to confirm the hydrostatic theory, 
has carried out a series of rather similar experiments in 
which the spread of the injected solution (sodium iodide) 
was checked by serial radiograms as well as by dissection. 
He was able to reproduce the clinical spread of extravasa- 
tion only in the superficial perinzeal pouch and over the 
scrotum, the injection failing to pass up over the anterior 
abdominal wall or to involve the penis. He suggests 
that this failure was due to lack of tone in the scrotum 
of the cadaver and to the absence of the inflammatory 
element. In several instances the bulb of the urethra 
was accidentally pierced by the needle and the vascular 
tree injected. The ease with which this occurred sug- 
gested that the importance of the vascular arrangement 
in this region has not been sufficiently considered in 
previous conceptions of the pathology of urinary extra- 
vasation. Whether inflammatory or not, the disease 
process in its spread from the urethra must involve the 
corpus spongiosum with resulting thrombophlebitis. 
This would account for the severity of the general symp- 
toms, which are particularly serious in those patients who 
continue to pass water naturally, since the contraction 
of the bulbo-cavernosus with each act of voiding helps to 
spread the inflammation. This affords a sound argu- 
ment for the diversion of the urinary stream, particularly 
in such cases. In summarising, Finestone tries to 
correlate the evidence in favour of the two theories of 
urinary extravasation, but does not make it clear to 
which view he adheres himself. His experiments confirm 
rather than exclude the importance of: the infective 
element. 
DEVELOPMENT OF MITRAL STENOSIS 

It has apparently been accepted without question 
that mitral deformity takes place slowly. Had there 
not been much truth in the tradition it would have been 
questioned long ere this, but Glazebrook and Scott 
Thomson * of. Edinburgh have questioned it now. They 
report 5 cases of rheumatic fever, in 3 of which physical 
signs of mitral stenosis appeared within sixty days of the 
onset of the illness, while in the remaining 2 physical 
signs of aortic incompetence appeared within twenty 
days and disappeared after persisting for two months 
and seven months respectively. This last observation 


is scarcely unexpected, but the evidence in favour of ~ 


their first observation is by no means complete. None 
of their 3 patients gave any history of previous rheumatic 
infection but one was aged 16 and two 15; the mere fact 
that signs of mitral stenosis developed, or were detected, 
during the illness reported suggests strongly that there 
had been a previous attack, especially in view of the 
statement that typical radiological signs of mitral stenosis 
were observed by the fourth and ninth weeks of the illness. 
The authors of the paper argue that because the sub- 
cutaneous rheumatic nodule goes through the stages of 
inflammation and repair with scarring in the space of a 
few weeks the same time interval probably applies to a 
similar lesion on a heart valve ; but conditions in a heart 
valve differ considerably from those in the subcutaneous 
tissues. It is well known that during the febrile stage of 
rheumatic fever a soft presystolic murmur is occasionally 
heard at the apex, presumably from dilatation of the 
mitral ring, the consequent tautness of the chordx 
tendines producing a relative stenosis of the mitral valve; 
1. Kidd, F. S. common Diseases of the Male Urethra and Cervix, 
London, 1917, p. 124. 
2. Wesson, M, B. J. Umer med. Ass, 1923, 81, 2024. 


3. Finestone, E. O. Surg. Gynec. Obstet. 1941, 73, 218. 
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but this murmur nearly always disappears as the acute 
stage of the illness subsides, and presumably the presys- 
tolic murmur detected by the Edinburgh observers was 
not of this type. . That the valvular changes in rheu- 
matic fever may occasionally result in stenosis within a 
comparatively short time is undoubtedly true; 


which probably represents the consensus of clinical 
opinion on the subject. The Edinburgh findings are 
interesting, but until more evidence is available most 
clinicians will continue to work on the assumption that 
the development of a characteristic apical rumbling 
diastolic murmur during an attack of rheumatic fever 
ne to a previous attack. 


THE LITTLE MORE 

Lord Woolton is justly proud that today our food is 
more evenly distributed than ever before. But though 
everyone is getting an adequate ration there is not much 
margin, and fads or dislikes may upset the balance of a 
finely adjusted diet. Many of us have to manage with- 
out some of the semi-essential luxuries to which we were 
accustomed, and especially among children an anxious 
watch is being kept for signs of deficiency diseases. In 
his presidential address to the Society of Medical Officers 
of Health on Nov. 21, Sir Alexander Macgregor told how 
a survey of the records of over 20,000 children under two 
years of age visited by the Glasgow health visitors during 


the first three months of 1939 and 1941 showed that 


under war-time conditions the incidence of rickets for 
the city as a whole had fallen, but that there was a ' 
fractional increase of mild rickets in some of the poorer 
localities. At Great Ormond Street Dr. Paterson and 
Dr. Daynes have reported 8 cases of scurvy among 
some 6500 patients treated up to the beginning of 
October this year as against 2 cases among 10,000 
patients last year. These are perhaps examples of 
vigilance rather than disease but they show that the 
Government’s proposed free distribution of fruit juice 
and cod-liver oil to infants is a wise precaution. Though 
our health is so good nutritionists are still prepared to 
take a benevolent interest in us. The L.C.C. and other 
authorities have received supplies of vitamins from 
America to carry out controlled experiments on their 
school-children. But in war-time the exact goal of 
research must depend on the data we can obtain, and it is 
better to leave our destination vague until we know 
something of the land we are exploring and the con- 
dition of the roads on which we will travel. 


TREATMENT OF THE MENOPAUSE 

THE increasing popularity of stilbcstrol in the allevia- 
tion of menopausal symptoms has perhaps tended to an 
enthusiastic misapplication of this drug. While most 
writers speak favourably of their results from this therapy, 
there are a few voices raised in protest and condemnation. 
Stilbeestrol is so cheap and simple to take, and its results 
in many cases are so dramatic, that it is only natural for 
practitioners to prescribe this drug to any woman whose 
symptoms of whatever nature are reasonably referable 
to her climacteric. There are, however, certain indica- 
tions and contra-indications that should be more fully 
defined and more widely appreciated. The use of stilb- 
cstrol is ‘primarily therapy by substitution, the deficient 
hormone being, in the case of the menopausal patient, 
the naturally occurring cstrin. If we are to prescribe 
stilbcestrol reasonably and effectively it behoves us to 
define which, if any, of her symptoms are due to this 
cestrin deficiency. The symptoms of the menopause may 
be, broadly speaking, divided up into groups: amenor- 
rhea, vasomotor or circulatory symptoms (such as hot 
flushes, tachycardia, palpitation), dyspnea, vertigo, cold 
hands and feet, numbness and tingling ; nervous mani- 


5. Linnell, J. W. and Thomson, W. A. R. Brit. med. J. 1938; 2, 442. 
6. Brit, ‘med. J. Nov. 29, 1941, p. 787. 
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festations such as excitability; irritability, headache, loss 
of memory and power of concentration, insomnia, and 
depression psychosis ; and a number of gastro-intestinal 
symptoms such as dyspepsia, flatulence, nausea, con- 
One or two of these groups may 
dominate any given clinical picture though the patient 
will often produce a hotch-potch of the lot. The presence 


_ of hot flushes and other somatic sensations may well be 


responsible for irritability and depression and a timely 
treatment of-:the vasomotor symptoms will result in a 
disappearance of the emotional counterpart. But 
Heaver ! points out that unless the patient’s exaggerated 
emotional response is directly related to these vasomotor 
phenomena stilbestrol may,do harm rather than good. 
He is inclined to regard the menopause as a causative 
factor in precipitating an unstable patient into a state 
of involutional melancholia ; and he states categorically 
that 4% of all mental diseases are'to be traced to this 
specific source. He does not agree that the endocrine 
upheaval of the menopause is responsible for the psy- 
chosis, and believes that such a case is better treated by 
a psychiatrist. Substitution therapy by stilbcestrol in 
such cases may stimulate ovarian and genital activity 
and so increase the emotional chaos that the physician 
is only anxious to soothe. Heaver treated 26 established 
cases of menopausal psychosis with stilbestrol: 66% 
of the women so treated showed withdrawal bleeding and 
23% other toxic side effects such as enlargement and 
fullness of the breasts, areolar pigmentation, increased 
sexual feelings, nausea, diarrhoea and even dysmenorrhea. 
From a psychological point of view 43% were unrelieved 
and 38% were definitely in a worse state than before 
treatment. The crux of the problem is whether it is 
justifiable to attempt to relieve vasomotor symptoms 
at the expense of exaggerating other aspects that con- 


tribute to the psychosexual conflict which is in part 


responsible for the development of the psychosis. Heaver 
replies that such symptomatic treatment is wholly 
unjustifiable. .The general employment of a potent and 
readily obtainable drug, such as stilboestrol, raises once 
more the question of more remote dangers of cestrogen 
therapy. ~ No actual evidence is clinically available that 
this substance is in man a carcinogen, yet no-one would 
sponsor its exhibition in say a case of established breast 
or uterine cancer. Moreover, the cestrogens have a 
remote effect on other body structures than the genital 
organs, certainly. in small animals, where pituitary 
tumours have been produced. No such effect has yet 
been seen in human cases, but until further evidence 
accumulates it is as well to curb indiscriminate dosage 
for mild symptoms with this drug. Finally, some 
patients seem to acquire almost a drug addiction to 
stilboestrol and once they get the taste are difficult to 
wean from its subtle attraction. It may well be said 
that all this is nebulous and fanciful, but none the 
less until the risks can be completely assessed the wise 
physician will restrict the use of stilboestrol and other 
cestrogens to those cases where the indications ar 
clear-cut. es 
HANS BERGER 
Professor Berger died on June 7, aged 68 years. 
He had lived in Jena all his life, and all his work was 
done in the university there, where he held the chair 
of psychiatry and was director of the university clinic 
for .nervous and mental diseases. Although he was a 
clinical psychiatrist who saw the great advances in 
analytical psychology modifying the approach to the 
psychoses which had previously been fundamentally 
organic (or ‘“‘ clinical”), he spent his life investigating 
mental diseases by physiological experiment. In this he 
was practically alone in his country, but in spite of 
ridicule he persistently studied the physical minutiæ of 
the brain in health and disease. In the late ’nincties 
he was measuring cerebral vascular changes, and at the 
turn of the century he was recording cerebral temperature 


l» Leaver, W. L. Amer. J. Obstet. Gynec. 1910, 40, 980. 
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with great accuracy. As these studies seemed to yield 
little he began in 1902 to look for electrical changes in 
the brain. This search was based on the tentative 
conclusions of Canton, von Monakow, Beck, and Horsley, 
but it was hampered by the limitations of electrical 
recording available thirty years ago. Berger employed 


each advance in physical knowledge as it arose, believing 
that the change he hoped to demonstrate required more 
So his work developed 


sensitive methods of recording. 
with the 

capillary 
electro- 
meter, the 
string 
galvano- 
meter, the 
thermionic 
valve, and 
finally the 
cathode 
oo 

'aph. 

ae 1924 
Berger was 
able to 
record 
minute 
electrical 
fluctua- 
tions from 
the brain 
ofa patient 


who had a eee 

skull defect. He then began to study the phenomenon with 
Teutonic thoroughness, so that when he published his 
first observations five years later’ he had acquired 
a wealth of data which formed the basis of electro- 
encephalography. In the years which followed, before his 
work had been recognised or had been given the seal of 
respectability by its confirmation in the orthodox schools 
of physiology, he conducted a logical series of clinical 
investigations backed by animal experiments. He 
described the characteristics of the electro-encephalo- 
gram, the alpha and beta rhythms, and their modification 
by all forms of stimuli and experimental changes, and he 
also drew conclusions as to their origin and propagation. 
He found that detrimental factors caused slowing or 
abolition of the alpha waves, and he described abnorm- 
ally slow waves around cerebral tumours and abscesses, 
in anesthesia, and in coma due to:many causes, including 
high intracranial pressure. He recorded abnormal 


_ Waves. in some forms of psychosis, especially in. the 
dementias, and he also made important negative observa- 


tions, as in the extrapyramidal diseases, in which the 
electro-encephalogram is normal. His initiative and 
perseverance were the more remarkable, not only because 
he was alone in this field of neurophysiology, but because 
electrophysiologists were concerned with single neurones 
and nerve-fibres, while the simultaneous change in 
millions of cells was unorthodox and considered hardly ` 
scientific. When his work was criticised he answered 
criticism by further successfyl experiment, and he had to 
modify few of his many conclusions. 

As is the way with prophets Berger first received 
recognition abroad, and it is recorded that, when hailed 
as a distinguished visitor at the Paris congress of psycho- 
logy in 1937, he said with feeling ‘‘In Germany I am 
not so famous.” Even jn the last years he continued to 
work quietly and undisturbed until his death. 

Hans Berger was not an extraordinary man, nor was he 
an outstanding intellectual, but using all his talents fully 
in the course he had set for himself he made rare advances 
in knowledge and gained an honoured place in medicine. 


-- 


Dr. WILLIAM Evans, physician in charge of the cardiac 
department of the London Hospital, will deliver the 
third Strickland Goodall lecture, at Apothecaries Hall, 
His subject will be triple rhythm. 


WE regret to announco the death, on Nov. 20, in 
Dublin of Dr. T. Henry Wi son, a former president of- 
the Royal College of Physicians of Ireland; and King’s 
professor of midwifery at Trinity College. 
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__ Special Articles 


BUILDERS MUST PLAN 


“ From the siting of a factory to the provision of a 
children’s playground we are concerned with the right 
use of the land, and that is Planning.” 

Lord BALFOUR OF BURLEIGH. 


Some parts of our cities should have been built again 
long ago ;. some will have to be built again because they 
are lying flat. The opportunity ahead has been clearly 
stated for Birmingham in á study ! made by the Bourn- 
ville Village Trust of conditions of living and working 
there. The trust decided to begin the research in 1935 ; 
the material took three years to collect, and now appears 
- in a well-illustrated book. The city can be conveniently 
divided into the central wards where population density 
reaches 62 people per acre, the middle ring with 32 
people per acre, and the outer ring with 15 people per 
acre; this gives an average density for the city of 20 
people per acre, which compares favourably with the 
county of London where the average pre-war density 
was 54, and the density in Stepney 238. Birmingham 
had no charter until 1838 but attracted many skilled 
workers in base or precious metals and other trades. 
In the nineteenth century growth of industry fired those 
speculative builders who, careless of life and health, set 
up street after street of back-to-back houses, of which 
no less than 38,000 still remain in the central wards and 
in parts of the middle ring. They were originally built 
without internal water-supply or sink, and many still 
have only’ one standpipe in the courtyard to serve a 
dozen or more houses. Every house in the row is sur- 
rounded on three sides by similar houses so that through 
ventilation or adequate lighting cannot be attained. 
Later, by-laws demanded air space on at least two sides 
of every dwelling, and those tunnel-back houses sprang 
up which still occupy miles of streets in the middle ring. 
The building of tunnel-backs, so called because the rear 
of each house juts backwards in a narrowing projection 
leaving a dank strip of yard between itself and the 
tunnel-back of the next house, was a nefarious way of 
_ keeping within the law and crowding houses into a site 
with a density of 20 or 30 to an acre. At the end of the 
nineteenth century came the garden city movement, 
bringing the semi-detached house intended for wide 
frontages and low density. The speculative builders 
snapped up the idea without conforming to the low 
density plan, and built thousands of closely-packed semi- 
detached houses in the suburbs of Birmingham, tricked 
out with aimless decoration which satisfied the: taste of 
their customers without educating it. 

These, then, were the three main types of house in 
Birmingham when the City Council undertook an inquiry 
in 1913; their report appeared three months after the 
beginning of the last war and recorded that 50,000 
houses were unfit for habitation, many of them being 
overcrowded as well. At the end of the war building 
costs had risen and speculative building no longer paid ; 
under the Housing Acts of 1919, 1923, and 1924 the 
municipal authorities received help which gave them the 
field to themselves for almost ten years. In Birmingham, 
3234-houses were built under the 1919 Act, 3433 under 
the 1923 Act, and (over a period of 8 years) 33,612 under 


the 1924 Act, the result being movement of population ` 


towards the outskirts. By 1930 building costs had 
fallen sufficiently for private enterprise to take a hand 
again, and the Housing Acts of 1930 and 1935 enabled 
local authorities to concentrate on slum clearance and the 
abatement of overcrowding. Much good work had 
already been done, but the slums still remained. Indeed, 
in the middle wards, apart from provision of a separate 
water-supply in many houses previously without, little 
change had been made since the 1913 report. The 
number of houses built since 1920 has been greatly in 
excess of the. corresponding rise in population, but on 
the other hand the average family has been growing 
smaller, and thus the number of families needing houses 
has increased out of proportion to the rise in population. 
However, about 10,000 houses were condemned, and 
about 8000 pulled down between 1930 and 1938. Mean- 


1. When we Build Again. London: George Allen and Unwin. 
Pp. 138. 8s. 6d. 


BUILDERS MUST PLAN 


. at the rate of 5000 houses a year. 


- Rockefeller and Markle foundations. 
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while private building between 1935 and 1938 was going 
‘on at the rate of 7000 houses a year in the outskirts of 
the city, and at the same time the corporation was 
building at the rate of 2500 a year. All the municipal 
houses were earmarked for the occupation of families 
displaced from the slums. Yet despite this, progress 
‘‘was hardly sufficient to ensure the abolition of the 
slums within any tolerable period ”: so in 1938 the city 
council launched out on a five-year programme of building 
Even this number 
fell short of the minimum actually required within the 
five years, a number estimated at 17,500 for slum clearance, 
3500 to abate overcrowding and 8000-10,000 to meet 
normal needs. l 

The plan has of course been interrupted by-the war, 
but the trust in their report consider how it should be 
resumed when the time comes. Householders in all . 
three regions of the city have been questioned and factory 
sites, transport and rentals studied, in an attempt to 
bring the whole mass of conflicting interests into unity. 
The writers of the report conclude that individualism — 
must be tempered to fit civilisation ; the city’s problems 
must be integrated with those of the region, those of the 
region with those of the country as a whole, and ‘‘ these 
in turn must be examined against the matrix of the world 
problem.” And they are supported by Lord Balfour’s . 
definition of planning in a foreword to the report. To 
acquire further building land beyond the city boundaries. 
would increase transport difficulties, and make the 
countryside still less accessible. The worst difficulty 
of planning is in the old jewellery quarters of the 
central wards where many small factories are thrust 
in among the dwellings. ‘There is no simple solution, 
as the report points out, but the best plan here 
seems to be to build flatted factories five or six stories 
high, which could rehouse existing factories in less than 
half the space. This would make it possible to include 
extra services—good working accommodation, canteens, — 
laundries, rest rooms, first-aid posts, garages, repair 
shops, car parks,-and cycle sheds. Similar factory 
centres or flatted factories-could be built scattered 
through the city and suburbs alike, and. this would 
enable a larger number of people to live near their work. 
Many of the largest factories must remain where they 
are because removal would be too costly and complicated. 
Others could be removed beyond the city boundaries 
to form the nucleus of satellite towns. As to rehousing 
workers, the report shows that preference among Bir- 
mingham residents is for the separate house with a 
garden, but in the central wards this would simply not 
be possible. There is no solution for the 130,000 people 
living there except transfer to modern flats, maisonettes 
and well-planned terraced houses, built not as competing 
alternatives but as part of a housing scheme. The | 
flats, like the factories, would have communal advantages 


.—central heating, hot water, playgrounds, creches and: 


lifts; and wide through roads and boulevards to the 
city would help to ease transport difficulties for those 
living on the outskirts. : 

To carry out these improvements the Bournville 
trust suggest that a national planning authority should 
be established, that the present system of land tenure 
should be reformed to ensure .control of land for use in 
the public interest, and that expansion of the present 
city area should be stayed. by enforcing the maintenance ` 
of an agricultural green belt. They propose, too, that ` 
the life of buildings should be limited by licence so that . 
plans for reconstruction could be eased and synchronised. 


DENTAL MEDICINE at HarvarpD.—On Sept. 23 the new 
Harvard School of Dental Medicine was opened with nine 
students selected from different parts of America. The 
school has been made possible by an endowment of 
$1,500,000, most of which was contributed by the Carnegie, 
Under the present 
plan of instruction no more than 15 students may be 
accepted in any one class. „At the new school the combined 
course of dentistry and medicine will last for five years and 
students will receive both the M.D. and D.M.D. degrees. 
The existing Harvard Dental School will continue its present - 
courses for three years more until members of the present 
second-year class are graduated. 
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‘GENERAL MEDICAL COUNCIL 
© WINTER SESSION, NOV. 25-28, 1941 


AT the conclusion of the President’s address, reported 
last week (p. 677), Dr. Thomas Fraser was introduced 
by Sir Henry Brackenbury as direct representative for 
Scotland, Prof. W. J. Wilson by Prof. C. G. Lowry as 
representative of Queen’s University, Belfast, and Prof. 
L. G. Parsons by Dr. Guy Dain as representative of 
Birmingham University. . 

Five names were, after deliberation in camera, restored 
to the Medical Register: John William Paterson Collier, 
‘Wiliam Joseph Doody, William Aloysius Kennedy, 
Francis Stedman Poole and James Pearson Thierens. > 


Charges against Medical Practitioners 
REPORTED CONVICTIONS 


The council then considered thirteen charges arising 
out of convictions for enness, but did not erase 
. any names save those of John Mackay Young, M.B. N.Z. 
(1923) and John Black, M.B. Belf. (1921). In addition 
to two convictions for being drunk and disorderly Dr. 
Black had been sentenced to one month’s imprisonment 
with hard labour for obtaining credit by fraud. 


CHARGES OF IMPROPER CERTIFICATION 


The case of Alexander. Cannon, registered as of 
38, Harley Street, London, W.1, M.B. Leeds (1924), 
who appeared before the council on the following charge : 

That being, a registered medical practitioner (1) You on July 15, 
1941, signed and sent to one Herbert Latreille, a district warden 
on the whole-time paid strength of the A.R.P. wardens establishment 
of Beckenham, a certificate, notification, report, or document of 
a similar nature dated July 15, 1941, in the following terms :— 

To whom it may concern: This is to state that Mr. Herbert 
Latreille is under my care and requires an immediate rest owing 
to the state of his nervous system and I have ordered him away 
for a rest from the 19th instant for a period not less than three weeks. 
In my opinion it would be criminal to allow him to continue his 


work at present. ALEXR. CANNON. 
ALEXANDER CANNON, K.G.C.B., M.D., etc. 


whereas you had neither seen nor examined the said Herbert 
_ Latreille at any time during the calendar year 1941, and such 
certificate, notification, report, or other document was misleading 
and improper. . 


2) You on October 22, 1940, signed and sent to the said Herbert 
Latreille a certificate dated October 22, 1940, in the following terms :— 
This is to certify that Herbert Latreille of Beckenham Kent is 
suffering from nervous exhaustion and sympathetic atonia and 
urgently requires 14 days rest from all duties with complcte change 
_ of air away from England. ALEXR. CANNON 


ALEXANDER CANNON, K.G.C.B., M.D., Ph.D., D.P.M., ete. 
whereas you had neither scen nor examined the said Herbert 
Latreille since March, 1940, and such certificate was misleading 
and improper. And that in relation to the facts so alleged you have 
been guilty of infamous conduct in a professional respect. 

Dr. Cannon conducted his own defence. The council’s 
solicitor said that Mr. Latreille applied in July, 1941, to 
his employing local authority for sick leave in order to 
spend three weeks in the Isle of Man under treatment by 
Dr. Cannon. He submitted a medical certificate from 
a local practitioner, stating that he was suffering from 
boils and was recommended “ three weeks’ holiday (for 
special treatment) on the advice of his specialist.” - The 
local authority refused the sick leave but granted twelve 
days’ ordinary annual leave. Mr. Latreille then sent to 
the chief warden the medical certificate, the subject of 
the first charge, which he had received the same morning, 
July 18. This document purported to “ state,” not to 
“ certify,” the matter contained in it. The local 
authority accepted this certificate and granted Mr. 
Latreille his sick leave. Dr. Cannon, when asked to 
explain why he had given it, wrote that he had been 
under the impression that a specialist could send a 
statement regarding a patient who was under treatment 
to anyone without actually seeing the person concerned. 
He had therefore commenced the document “ This is 
to state ”? ; but in a later certificate which he had issued 
on August 8 after seeing Mr. Latreille he had written 
“ This is to certify.” He had treated Mr. Latreille from 
time to time since the beginning of 1937, the latest 
occasion being in December, 1940. It was arranged that 


he should come to the Isle of Man on July 19, but two . 


days beforehand his wife had telephoned saying that 
the local authority, although he was very ill, would not 
let him come because he had not a medical certificate. 
Dr. Cannon had explained to Mrs. Latreille that he 
could send the medical statement to get over the 


immediate difficulty, and then when he saw the patient 
he could issue the medica] certificate. This he had 
actually done at the end of the three weeks’ treatment. 
The facts he had stated and certified were, he wrote, true, 
and he asked the council’s forgiveness for any offence 
against its rules. 

In_a further letter Dr. Cannon declared that he had 
known Mr. Latreille’s condition immediately before 
issuing the statement of July 15; ‘‘ having spoken to his 
wife and then himself on the phone and having made 
hypnotic diagnosis through a third party that day, and 
which method is often more reliable than ordinary 
clinical findings, and as you know, the Hippocratic 
Oath allows me to use any means of diagnosis and treat- 
ment.” In another communication, when asked. to . 
admit that he had not seen Mr. Latreille at any time 
between Jan. 1 and July 15, 1941, and between March 
and Oct. 22, 1940, he replied that he had not seen, but 
had spoken to and examined the patient hypnotically 
on three dates during the interval in 1940 and had a 
telephone ‘call and contact with him again on Oct. 22, 
1940; in 1941, before July 15, he had spoken to the 
patient and examined him hypnotically on five dates. 
On each of the dates when he had issued a statement or 
a certificate he had spoken to Mr. Latreille and examined 
him hypnotically. He also sent to the registrar a copy . 
of his book ‘‘ Sleeping through Space,”’ a chapter of which 
explained briefly the method he used. 

The council’s solicitor maintained that both documents 
were certificates within the meaning of the council’s 
warning notice. He called Mr. W. J. Sampson, mayor 
and chief warden of Beckenham, who identified the 1941 
statement ard testified to the circumstances in which 
he had received it. 

Mr. Latreille gave evidence for the defence, confirming 
Dr. Cannon’s written explanation and saying that the 
documents had truly stated his condition. Dr. Cannon 
gave evidence on his own behalf and answered questions 
put by members of the council. After the council had 
delibérated in camera, the President announced their 
finding as follows : i 


Dr. Cannon: I have to announce that the facts alleged 
against you in the charge have been proved to the satisfaction 
of the council. The council cannot avoid the conclusion that 
the certificates signed by you in your professional capacity 
which form the subject of the charge were certificates of the 
type stigmatised in para 1 of the warning notice issued by 
the council as untrue, misleading or improper: This para- 
graph is presumably within your knowledge, and the attention 
of the profession was drawn to its special importance under all 
conditions by an announcement published on behalf of the 
council in the professional journals in April, 1941. The 
council regard your action in giving the certificates as a 
serious breach of the trust which Parliament has confided 
to the members of the medical profession. They have 
listened to the description of the circumstances in which these 
misleading and improper certificates were given by you. 
They do not regard that as affording any excuse for your 
laxity in giving them. They take a grave view of carelessness 
in issuing certificates required by public authority ; but from 
your statements they are prepared to believe that you sent 
the certificates, not from any perversity or desire to falsify, 
but from a mistaken view of your duties and an error of 
judgment. Taking that into account, and believing that the 
warning you have received will be sufficient, they have not 
directed the registrar to erase your name-from the Medical 
Register. 

j x x x 


The case of Albert Alexander Gunn, registered as of 
3, Carr Wood Road, Pownall Park, Wilmslow, Cheshire, 
M.B. Edin. (1898), who had been summoned to appear 
before the council on the following charge: | 


That being a registered medical practitioner you on March 5, 
1941, gave certificates, notifications, reports, or documents of a 
similar nature in your professional capacity for subsequent use 
for administrative purposes under the National Service Acts, 
1939 to 1941, in the cases of John D. Collings, Phillip Connell, 
Peter H. Goddard, David Hobbs, David H. C. Mason, and Roger 
Wakefield, who were inmates of an institution maintained by an 
unqualified person, one G. H. Lyward. You had not seen or 
examined the persons for whom you gave the said certificates or 
other documents either on March 5, 1941, or at all, and the said 
certificates or other documents were accordingly misleading and 
improper. . A 


Dr. Gunn was represented by Mr. A. A. Pereira, 
instructed by Messrs. Le Brasseur and Oakley, on behalf 
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of the London and Counties Medical Protection Society. 
The council’s solicitor laid the facts before the council. 
Asked for an explanation by the Registrar, Dr. Gunn 
had replied that he had been very ill at the time of signing 
the statements. He quoted the warning notice, the 
words of which were used in the charge. 

~ Dr. J. R. Bulman testified that at a meeting of the 
Hereford Medical Board (of which he was chairman) on 
March 7, 1941, Mr. Lyward had handed to him six “‘ certi- 
ficates’’ relating to persons attending for medical examina- 
tion. These documents were signed by Dr. Gunn but 
did not actually certify anything, being case-histories of 
mental cases, without verbs. Witness said his suspicions 
were aroused because the documents used expressions 
which he thought no ordinary medical man would use. 
Asked to exemplify such statements, he quoted ‘“‘ Lives 
entirely in phantasy,” and “ Has fetichisms.” Every 
one of the six boys had been rejected for military service, 
after examination by the county psychiatrist. 

Mr. Pereira pointed out that a school for neurotic boys 
had been evacuated to Ludlow, and Dr. Gunn, who had 
taken over a practice there, was called in by the head- 
master, Mr. Lyward, and had been asked at the same 
time to attend the boys, all of whom had been sent to 
the school by well-known psychiatrists. Later, when he 
was ill in bed, he had received an urgent letter asking 
him for a résumé of the histories for the use of the board, 
before which the boys had to appear at short notice. 
He appreciated now that he should not have put his 
name to these histories in the way he had, though he 
- had never intended to imply that the statements were 
of his own observation of cases. ` 

Dr. Gunn testified on his own behalf, confirming his 
counsel’s statements, and put in medical certificates as 
to his state of health at the time. His name was not 
erased. * * * 


‘The case of Israel David Black, registered as of 649, 
Leeds Road, Bradford, M.B. Leeds (1926), who had 
been summoned to appear before the council on the 
following charge : 


That being a registered medical practitioner you signed and 
issued the following certificates :— 
(1) Tel. No. oe 649 Leeds Rd., Bradford. 
D. Black, M.B., Ch.B. Feb. 7, 1941. 
I hereby certify that Ronald Hindle residing at 30 Long St. Bfd., 
is suffering from chill and is unable to attend School. D. BLACK. 
(2) MEDICAL CERTIFICATE 
This is to ce that Ronald Hindle of 30 Long St., Bfd. „attending 
Usher St. School, is suffering from chill and is not fit. to attend 
School for a week. . D. BLACK. 
Ei: Date 28/2/41 March 14, 1941. 
ereby certify that R. Hindle residing at 30 Long St. Bfd. . is 
ring from influenzal deb. and is unable to attend mere 
LACK. 
whereas you had not examined the said Ronald Hindle on any 
of the said three days, or at all, and he was in fact quite able to 
attend school on all the said three days, and such certificates were 
untrue, eading, and improper. 


ca Dr. Black was accompanied by Mr. Pereira. The council’s 


solicitor said that the town clerk of Bradford had drawn 
the council’s attention to this case, on the instructions 
of the city council. Bradford had a custom of granting 
compassionate leave to children whose relatives were 
ill; in this case no medical certificate was required. 
Ronald Hindle’s sister was in hospital, and his mother 
had to look after the two grandchildren as well as her 
own seven and kept the boy at home to help her. On 
Jan. 7 a certificate for the compassionate ground was 
given by Dr. Black’s assistant and Ronald had been 
granted leave until Jan. 24. 

Mr. W. Margerison, superintendent of school attend- 
ance, testified to the custom at Bradford and to the 
facts in this case. 
at the home during the material time and found the boy 
out—and so presumably not ill. 

Mrs. Selina Hindle testified that her daughter had been 
in hospital ten weeks with lobar pneumonia, and the 
baby had had fits. She had sent Ronald to the doctor’s 
for medicine for the baby and a doctor’s note to continue 
the leave of absence already granted. The assistant who 


had signed the first certificate was not there, and the boy | 


had returned with document (1) in the charge. She had 
been to the town hall and explained the circumstances. 
On a second visit the boy had gone with her. She sent 
the boy to the surgery again for repeat certificates during 
the ten weeks. Dr. Black was not her doctor or her 
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. material times. 


He agreed that an officer had called . 
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family’s doctor, except only the married daughter’s. 
She had been too busy to look at the certificates before 
sending them to the school. Dr. Black had sent an- 
account last week (14s. for the certificates) ; previous to. 
that the collector had been taking 6d. a week from her 
for 14 weeks. She knew that the usual charge for 
certificates was ls. each but had made no protest at the 
size of the bill. She emphatically denied any treatment 
to the boy, as Dr. Black was not his, or her, doctor.. 
She admitted having shown Dr. Black the damp cellar 
of her house when he called to see the daughter’s 
baby. Ronald had been in the house at the time of 
the visits. 

Ronald Hindle confirmed his mother’s account of 


_ the facts, and added that during his school leave he had 


been distributing newspapers for his older brother. 

Dr. Black declared that he had a large mixed general 
practice. He had been called to see the baby on Feb. 7 
and had seen the baby, Mrs. Hindle and Ronald. He 
went through the house with her, saw five inches of 
water in the cellar and promised to report it. She said 
they were all getting eolds and that Ronald had been 
coughing. He examined him and found bronchial 
catarrh. He sent a certificate accordingly, with the 
baby’s medicine. At the time he had not known that 
Ronald had school leave on compassionate grounds. He 
had called to visit the baby every day until Feb. 17 and 
had seen Ronald every time. Ronald was fit for school 
on March 18; he had attended the surgery on March 21 
and asked for another certificate; he denied he had 
been selling papers. Respondent refused a certificate. 
He had never seen Ronald at the surgery at any other 
time. The bill was given to the collector at the end of 
August. 

Cross- examined, he said he had destroyed—as was his 
custom—the visiting lists, on slips of paper, from which 
he made up his ledger. Thus there was no contem- 
porary evidence of his attendance. He destroyed this 
evidence in June or July, although he had heard of an 
inquiry into the case in May. It was before he heard 
from the G.M.C. 

In reply to the Legal Assessor, he detailed the examina- 
tion and treatment of Ronald. The certificate of 
‘‘influenzal debility ” was an error; the boy had not 
previously suffered from influenza. 

Mr. W. Sergeant, Dr. Black’s collector, testified that 
accounts for Mrs. Hindle and her married daughter had 
been handed to him about the beginning of August, and 
that he had called in the first week of September and . 
seen both women, the daughter taking the accounts 
and paying an instalment on her own. After that he 
had called weekly and got sums on both accounts each 
week. Neither had ever protested about the amount. 
He explained the system of accounting in detail. . 

The council did not find the charges proved. 


ERASURE FOR ADULTERY 


The case of Eric Dickens Spackman, regisfered as of 
46, Shelley Road, Worthing, M.R.C.S. (1917), who had. 
been summoned to appear before the council as a result 
of the divorce decree in the case of Pepper v. Pepper 
(Spackman cited), dated Feb. 3, 1941, he having stood 
in professional relationship with Mrs. Pepper at all. 
Respondent was represented by Mr. O. 
Hempson, and gave evidence on his own behalf, strenu- 
ously denying any adultery. Strong testimonials to 
character and a petition signed by over 500 patients 
were put in, but the council directed the registrar to 
erase Mr. Spackman’s name. 


Mr. T. E. A. Stowell, F.R.C.S., and Dr. D. A. Coles have 
been re-elected to the council of the Industrial Welfare 
Society. 


Sir Harold Gillies has visited America as the guest of the 
Academy of Ophthalmology and Otolaryngology to attend 
their meeting in Chicago on Oct. 19 and 23, and he spoke at a 
special defence programme meeting held by the academy. 
Dr. R. D. Gillespie is visiting America at the request of the 
New York Academy of Medicine to deliver Salmon memorial 
lectures. He has chosen as his subject psychoneuroses from 
the standpoint of war experience. Dr. Gillespie will also give 
addresses at Chicago, Toronto, and San Francisco. 


a 
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In England Now 


A Running Commentary by, Peripatetic Correspondents 


THE officer with the long gloomy face settled down in 
his corner and regarded me with the perseverance of one 
who has a story to tell.. No wedding guest, I was yet 
sufficiently susceptible to the power of the human eye 
to give in, and soon the preliminaries were over and the 
man was retailing information likely to be of service to 
the enemy. I hasten to pass it on, an example of care- 
less talk. It’s a long run from the West Country to 
London, and I daresay we hadn’t got much beyond 
Exeter before I knew he was attached to a blood depot 
—a doctor, of course, one of the pessimistic kind. It 
seems they are bothered by vampires. “ They get in at 
night you know,” he said ; his voice was mournful and 
sincere. ‘‘ Bats and so on; you know how it is with 
vampires.” I said I knew my Bram Stoker as well as 
the next woman. ‘ Just so,” he answered sadly, ‘‘ we 
have been warned. Vampires in these days should be 
chilď’s play. The whole thing has been thoroughly 
worked out: symptoms of infestation, course of illness, 
autopsy findings, treatment, methods of defestation, all 
the rest of it. Plenty of well-authenticated case- 
histories; nice statistics. Child’s play.” He rumin- 
ated. ‘“‘We haven’t had any bad epidemics in England, 
either, up to now. They’re endemic in Styria, of course ; 
or what used to be Styria,” he appended with the 
caution of a generation which has never had a chance to 
roll up the map of Europe. ‘‘ But we’ve been exception- 
ally lucky over here. Vampires and trichiniasis run 
about parallel.” 
immunity. ‘‘ They’re on the increase though,’’ he 
answered darkly. ‘‘ Bound to be. You’ve got to 
remember that everyone dying of vampiric anzmia (it’s 
ordinary microcytic anemia of course, but the term’s 
convenient: Israéls suggested it) everyone dying of it 
becomes a vampire too. So they’re naturally very much 
on the increase.” ‘‘ But surely you could get rid. of 
them,’’ I demurred, and I muttered something about wild 
garlic and stakes, which reminded me so keenly of a 
pre-war luncheon that my attention wandered to my 
stomach for a time. When I came back into circulation 
he had digressed into a short lecture on vampire 
therapy. 


. - much simpler ways nowadays,” he was saying, 


though I won’t deny the old measures were pretty. 


. effective. However, it meant a lot of field work, ‘and the 
apparatus cost a bit. Then locating the tombs always 
took some time; in fact in a badly infested neighbour- 
hood you really needed two or three first-class vampire 
teams in the public health service constantly on the go, 
and of course the local authorities made trouble about 
the expense. Short-sighted,’’ he ended. bitterly, and 
brooded for a while. But presently he brightened up to 
say that nowadays they were getting encouraging results 
with sulphathiazole. ‘‘ Really ?”’ I asked. ‘‘ How do 
you apply it ? ”?” ‘‘ Oh to the vampire, you know, directly 
to the vampire,” he answered briskly. ‘‘ Not to the 
patient ? ” I ventured. He shook his head. ‘‘ Contra- 
indicated,” he said, ‘‘ because of the anzemia. No, we 
sprinkle it—or better still insufflate it—directly on to the 
vampire.” <A cloud crossed his already overcast face. 
‘“ Of course you first have to catch your vampire,” he 
conceded ; and went on dejectedly, ‘‘ Hair brushes and 
things like that are no good. Nor are nets over the 
windows or bird-lime; we’ve tried them all. They 
dematerialise, you know, vampires do.’ I admitted 
that this property of vampires had escaped my memory. 
“ Oh yes,” he said, ‘‘ they dematerialise, Makes it very 
awkward. Come in like a bat and go out like a candle.” 
I said it reminded me of the month of March. “ We’ve 
even tried fitting the windows with Berkefeld filters,’’ he 
replied, unheeding, ‘‘—no good at all.” I asked how 
it had begun. At first, he said, it hadn’t been too bad ; 
there had only been one vampire to start with, a reason- 
ably considerate creature who attacked the stored blood 
by applying itself to a glass tube and imbibing as through 
a straw. ‘‘ Quite clean and orderly. Probably a 
doctor in his time, or anyhow a lab man.” But later the 
founder had brought in a friend and soon the depot had 
become a club for all the undead in the region, many of 
whom it seemed were bats of a different colour. 


I complimented him on our gratifying © 


_ peace. 
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‘“ I can’t give you details,” he said, belatedly coy 
“ but the truth is those gatherings simply became orgie! 
There’s no other word. They took to knocking the to 
off the bottles.” His face wore the pained expression 
a man who is accountable for stores. ‘‘ They even 
to plasma: simply lapped it up. .And—you won’t 
this go any further, of course, because I’ve no proof 


dried plasma like ‘snow ’—sniffing it.” 
shocked face peered into mine, and my round shocked f: 
peered back. Any of his colleagues from the depot woul 
have given us a transfusion on sight. 
getting worse, too,” he said, sinking his voice. i 
simply can’t tell you what it was like on Walpurgis night l 
All the riff-raff in, and bottles going off like machine gunst- 
You couldn’t go in there—they’d have made a dead sel: 
at your external jugular.” I said imagination fairly 
boggled, and he agreed it did. ‘‘ And there’s New Year's 
night coming: on,” he pointed out. ‘Some of them ard- 
bound to be Scots.” We thought about it silently 
Bottled Scots bats. Bats wha hae Bill Wallace bled} 
It was likely to be quite a night ‘‘ Then there's th 
medicolegal side,” he remarked abruptly. ‘‘ If they 
were attacking patients it would be different, but as if 
is we don’t quite know where we stand. Are they really; 
a medical problem at all, or are they breaking an 
entering, and should we charge them as burglars? It’ 
a nice point.” It was, and I was relieved when the 
attendant put his head in and summoned me to lunch 
after all he must solve his own medicolegal problems an 
bottle up his own bats. Life is like that. But he sent 
me out shuddering all the same. 

‘* I sometimes wonder,” he said, leaning over impres‘ 
sively, ‘‘ whether there are fifth columnists among 
them.” My, that makes you think. 


* ® 

On y revient touiou; the subject of eee 
and the inferences that may be drawn from results, with 
inevitable criticisms of the curriculum and the rationak 
of medical education. Evidence too should be forth: 
coming of the influence of war-time conditions, and 
possible contributions supplied to post-bellum recon 
struction. We have from time to time received stout 
assurances from some enthusiasts who, so far from jusi 
conceding that they are making the best of a bad job 
actually maintain that they are better off than ever anc 
would prefer the perpetuation of present-day dispersa 
and other arrangements when we return to security an: 
Doubtless there is always a tendency to see wha! 
you expect to see. There may in some cases have beer 
exceptional opportunities for instruction, but judging 
by the general standard of examinees I am persuaded 
that the material presented bears the hall-mark of educa: 
tion acquired by long application to textbooks and ol 
deficient clinical instruction. They know all about 
minute difference in the varieties of leucocytes, they are 
very glib with the figures of biochemical problems, bul 
they are reluctant to assess the significance of a cardiac 
murmur until they are provided with a radiogram and 
an electrocardiographic report ; and a baby’s belly-ache 
is associated in their minds with an obscure ‘‘ abdomina! 
catastrophe’ (they always spell it “ catastrophy ”) 
And this is precisely what I should have expected. It 
is the seniors on whom we should rely for the teaching 
of fundamentals. The brilliant young men of the registra! 
class are all very well to expound to postgraduates, but 
maturity and experience are indispensable for instructior 
of the elementary student. And with these are bound 
up an unanalysable quality of atmosphere, of personality 
(to use a question-begging term), which puts it over. Il 
would not be surprising if the seniors are flagging. Theil 
ranks have been depleted of the more vigorous member: 
by the claims of the Services. Those who are left ar 
weary, bored and disheartened. They were thrown 
out of their stride by the other Great War and now afte: 
the long hard effort in building up a career find themselve: 
very much as they were twenty years ago. They ha 
hoped for comparative leisure, for cakes and ale, and fini 
the return to a struggle to obtain dry bread and ai 
occasional pat of butter ill suited to their years ant 
inclinations. They can’t help asking themselves t 
what have they to look forward ? To sow for others t 
reap? Well, they are not strangers to philanthropy 
to the eleemosynary casting of bread, to professiona 
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ated;tadition. They have practised these virtues for 20 
ame T 30 years and the sentiment is wearing thin. 
ng tl . * * * 
ate Your peripatetic’s. note on stillbirths (disposals of) 
: eye mphasises what scope for ingenuity lies in this direction. 
u wimong midder-boys in the East End a convenient 
) pwnethod of disposing of the body is (or was) to wrap it up 
eu a neat parcel and take a taxi to a point near to the 
Hi ospital. This was to establish an alibi. The parcel 
hock Ould then either be taken out and handed over to the 
eptpost-mortem department, or, better, left behind for the 
Thin &xi-driver to discover later and explain away to his wife. 
roi. Jne has heard it said that float-fishing in the Seine used 
iis: be ruined by the fact that during an average day’s 
vhi- angling the catch included rather more foetuses than fish, 
4 jut this may be an exaggeration. A method which may 
tion appeal to the maliciously minded is to choose a railway 
‘oy perminus against which one bears a grudge, hand in the 
parcel containing foetus to the left-luggage office, and 
iti2muit to call for it. In the country the problem is less 
lac ressing than in the town. In my experience there is 
her- 0thing to beat a rabbit hole. I remember once dispos- 
«yng in this way of the products of a miscarriage—no, it 
wasn’t a criminal abortion—and I confess to having felt 
‘ey sertain qualms when I observed a great mongrel that I 
ing PWned at the time, who was always hungry and dusty in 
ws the sunshine, eyeing the hole later.* Hens, by the way, 
heem very grateful for placente in these hard times. 
: * x * l 
ies Why is it that so many medical men feel obliged to adopt 
tthe, tone of a muscular curate when writing for the 
ordinary public on sex? I am told by Dr. John Drew, 
„ixin his Pelican “ Man, Microbe and Malady,” that the 
a ‘ sex instinct is one of the strongest, and can be one of the 
most ennobling, of human instincts.” In almost the 
same words a well-meaning clerical schoolmaster closed 
„yan unsought (and unnecessary) interview given to me in 
t, adolescence. Despite the undoubted truth of the 
trstatement, the effect of.such a bromide can only be 
, either soporific or irritating, according to the mood of 
-= the reader. Other phrases of Dr. Drew’s, such as “‘ clean 
„and upright lives,” and his description of congenital 
,;8yphilis as “ the atonement made by the innocent child 
„ifor the sin of the parent ” have likewise a clerical rather 
jvhan medical ring. Aldous Huxley once said that the 
esearch worker was the modern equivalent of the 
„medieval monk, and on the whole this is probably a 
;pattering comparison. There is, however, little in 
„common between the curate of today and the medieval 
ot churchman, and it would be a pleasant change if doctors 
ae writing on sex paid some attention to a precedent laid 
i „ down by the most famous of medical monks, Rabelais. 
_. „In my experience the majority of scientists outside the 
a laboratory are a confirmed set of old women, but most 
‘p People tend to think of them as cold and inhuman. In 
y the laboratory their assessment of values probably is 
“logical rather than human. Dr. Drew, despite his 
a fondness for the ‘“ human touch,” is ‘not altogether free 
~ from this. The common cold, for instance, is not for him 
K just an infernal nuisance to millions of individuals but is 
- “ responsible for an enormous loss of individual and 
national efficiency, and for severe industrial dislocation 
F and eeonomic loss.” Again the ravages of malaria are 
“ estimated at 2,000,000 people annually, an annual 
economic loss to the British Empire alone of from fifty 
to sixty million pounds.” ‘Human loss cannot be assessed 
in terms of pounds, shillings and pence, and such 
estimates may be the first stage of an insidious process. 
" Its culmination finds expression in such a phraseas I 
- heard spoken on a bus by a Homburg-hatted person 
» after one of the spring blitzes—‘‘ It is terrible, terrible ! 
’ Think of the millions of pounds worth of damage.” 
- Something is very wrong when property and pelf are 
considered more important than people. I do not sug- 
gest that Dr. Drew thinks this, but the tendency is one 
' that doctors should guard against. : 
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BRITISH ORTHOPZDIO ASSOCIATION.—The annual general 
" meeting of this society will take place at Oxford on Jan 2 and 
> 3. The scientific sessions will be held in the department of 
human anatomy at 9.30 a.m. on both days. Prof. T. P. 
| McMurray will give his presidential address, on conservatism 
' in orthopedic surgery, and Prof. Philip Wilson, of New York, 
_ will read a paper on arthroplasty. 
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Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS M.P. 


THE House of Commons is now discussing a general 
mobilisation of the nation’s man-power and woman- 
power which, if we were a quick thinking people, we 
should have done before war was declared in 1939. 
But we are not quick thinking or quick acting. We are 
slow, our social organisation is heavy with a great weight 
of inertia. l l 

How “ sure ” are we in our debates, and because of this 
sureness of our position how tolerant. The whole House 
spent a day debating an anti-war amendment to the 
address proposed by Mr. Maxton’s party of three. And 
two days before that it had listened to Dr. Salter 
opposing the war on the ground that it was a betrayal of 
Christ. Dr. Salter was seriously ill some time ago and .- 
began his speech by saying that this was ‘‘ probably . 
almost the last occasion on which I shall have the 
opportunity of addressing this House,” but rose to op- 
pose the present war and everything connected with it. 
Dr. Salter estimated that one in twenty of the population 
was against the war, he also quoted the Cardinal Arch- 
bishop of Ireland’s demand for a negotiated peace, and ` 
ended, ‘‘ Will not somebody, for the love of God, for the 
sake of Christ, demand sanity and peace? Must the 
war continue by its own inherent momentum until the 
final crash ends in prolonged anarchy and social con- 
fusion ? ” But the member who followed. him, while 
paying tribute to Dr. Salter’s sincerity—the sincerity of 
the Christian martyrs—went on blandly to discuss the 

“Government’s lack of a ‘‘ wages policy.” Sir George 
Schuster brought the debate to a high level in a carefully 
reasoned appeal linked with constructive proposals to 
make ‘‘ equality of sacrifice ” and ‘‘ equality of service ” 
business realities. The present mongrel system of 
profit-making and service-giving was injuring the war 
effort—over the door of every business there should be a- 
notice saying, ‘‘ This business for the duration of the 
war is being run on account of the Government.” Many 
debates, perhaps, on the Address are ragged and in- 
consequential because anything can be raised and every- 
thing, practically speaking, is in order. Sir Roger Keys 
spoke soon after Sir George Schuster about the termina- 
tion of his appointment in charge of the Commandos, while 
the next speaker talked. about our relations with the 
United States and the need of a great British export 
trade after the war. Colonel Wedgwood spoke of the 
Zionist offer to provide Jewish troops. And so the de- 
bate went on—not a debate in any narrow sense, but a 
firing of argumentative broadsides at the Government. ' 
Mr. Greenwood, who tidied up the discussion in his reply 
for the Government, could not of course do more than say 
that the matters raised would receive attention, and 
promise that the Government would give facilities for a 
debate on any aspect of the Home Front it was desired 
by the House to discuss. 


* x * 


The 18B debate was a debate over a clearly limited field 
- and was in the nature of a critical attack on the Hon. ' 
Herbert Morrison, the home secretary. The amendment 
expressed the grave concern of the House “ at the aboli- 
tion of any judicial safeguard for the liberty of the 
subject agaifst the arbitrary acts of the Executive.” Sir 
Irving Albery, the mover of the amendment, was 
backed by a large number of signatures. 
felt in the House was expressed also by Commander 
Southby, the member for Epsom, and to some extent 
by Mr. Pethick-Lawrence and many others. Mr. 
Morrison’s case was that most of the detainees were either 
of enemy origin or members of the British Union of 
Fascists, that a large number of cases which had ap- 
pealed to the advisory committee had been released, and 
that the number of detainees other than those mentioned | 
was small. Mr. Morrison’s method of defence in the past 
has been to attack. In this debate he parried attack 
with gentle riposte and the House approved his defence 
of 18B without a division. 


* x x 


Despite Government successes however a clear indica 
tion is emerging of the formation of opposition opinion. 


The uneasiness . 
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There are several oppositions—there is no destructive 
opposition. But that a constructive opposition will 
emerge is probably only a question of time. 


-FROM THE PRESS GALLERY 


Women’s War Work 


APART from sidelights on sartorial refinements such 
as uniforms for munition-workers and motley for the 
noble lords on the cross benches, some useful points 
emerged from the debate on: women’s war work in the 
House of Lords on Nov. 25. Lord TRENCHARD was 
especially concerned. with conditions in the Auxiliary 
Territorial Service which he thought had never had a 
fair chance. On its inception in 1938 it had been run 
by very junior Army officers and even now there was 
still too much masculine interference with discipline 
and training. He was old-fashioned enough to dislike 
seeing a woman doing a man’s work even in these hard 
times, and he was not sure that parents approved of the 


b 


_A.T.S. working with men in small units scattered about 


the country. He thought there was a lot to be said for 
retaining some older women as cificers. Lord SAMUEL 
spoke of the general call-up of women. He thought the 
experience and ability of interviewers had often been to 
seek and that there was a lack of uniformity in the 
standards of the medical examinations. He deplored 
the long hours worked by women in some factories. 
There were still many complaints of the inadequacy of 
canteens and an insufficiency of day nurseries. More 
- welfare officers were needed in industry, or many evils, 
though. recognised as evils, would still continue. If 
women were to be conscripted good use must be made of 
them. Lord STRABOLGI thought a tremendous lot 
-. depended on whether Mr. Bevin or Dr. Ley won the race 
in mobilising married women for the factories. To this 
end the provision of day nurseries was crucial and urgent, 
yet the Ministry of Health was moving in a ponderous, 
peace-time, bureaucratic way. Lord CROFT, who replied 
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QUESTION TIME 
National Wheatmeal Flour 


Sir Ernest GRAHAM-LITTLE asked the parliamentary 
secretary to the Ministry of Food what machinery existed for 
the dissemination and enforcement of the statutory order 
defining national wheatmeal flour; whether he was aware 
that notwithstanding this order national wheatmeal flour of 

85% extraction might consist merely of white straight-run 
flour with added bran; and whether this composition 
accorded with the specification furnished by the- Medical 
Research Council in its second memorandum, published in the 


_ Spring of 1941.—Major G. LLOYD GEORGE replied: National 


wheatmeal is made by controlled flour millers, and, in the 


- manufacture of this product, they are bound by the statutory 


order defining national wheatmeal and also by the more pre- 
cise instructions regarding its manufacture which were issued 
to secure adherence to the recommendations of the Medical 
Research Council. The Minister has the necessary powers to 
secure compliance with such orders and instruction.. A 
composition consisting of white straight-run flour with added 
bran would not accord with the specification of the M.R.C., 
nor would it be in accordance with the manufacturing instruc- 
tions issued to millers. 


Control of Disease in Dairy Cattle 


‘Mr. M. P. Pricer asked the Minister of Agriculture _ what 
steps had been taken to set up a scheme for the regular 
„inspection of dairy cattle by voluntary arrangements with 


farmers for the elimination of contagious abortion, mastitis 


and Johne’s disease ; and for the provision of serum at special 
rates for this purpose.—Mr. R. S. Hupson replied: The 
arrangements for a voluntary scheme for the control of certain 
of the major diseases of dairy cattle are in an advanced stage of 

reparation, but difficulties in connexion with the choice of 
the most suitable contagious-abortion vaccine have somewhat 
delayed its inception. I hope, however, that this difficulty 
will shortly be resolved. 


l 


~ 


for the Government, declared that the War Office was 
` not prepared to treat women as though they were tough 
soldiers nor as though they were a women’s university: 
in time of peace. But the approved scale of accommoda- 
tion for women was decidedly better than for the men. 
They tried to keep women’s units separate from the 
men’s, but as in many other walks of life it was not 
always possible. All the A.T.S. units were now com- 
manded by women and when women are trained for staff 
duties they would be used. Till then the final responsi- 
bility must rest with the Service. Lord SWINTON made 
a plea to give women the minimum of man-made drill 
and the maximum of training by women for the jobs 

they would have to do. Lord TRENCHARD was doubtful 
-~ whether Lord Croft had given an assurance that women 
were to run their own services. Lord Croft seemed to 
infer that there were not enough women trained to run 
their services, but were there any men trained to do the 
work of training women ? 

Uneasiness about recruitment to the A.T.S. was also 
reflected in the debate on the Address in the Commons. 
Captain J. H. F. McEWEN thought the problem was 
feline not ovine. It was useless for the Minister of 
Labour to go about the country bellowing like a wounded 
rhinoceros, threatening conscription and appealing to 
women’s sense of adventure, for most women only 
wanted security. Captain McEwen was sorry the 
glamour recruiting poster had been withdrawn, it was the 
only theme which would attract many women. Mr. C. 
STEPHEN agreed that women wanted security rather than 
adventure, but suggested offering them the more rational 
baits of social equality and equal compensation and 
pensions with men. 


Incidence of Tuberculosis 


Mrs. J. L. ADAMSON asked the Minister of Health whether, 
in the inquiry by the M.R.C. into the causes of the increase 
of tuberculosis in girls and women of 15-30 years of age, he 
would ascertain the nature of their occupations, and if the 
increase was revealed as a result of medical examination not 
normally undertaken in peace time. Mr. E. Brown replied : 
I understand that the M.R.C., in the course of their inquiry, 
will consider such evidence as is available as to how far 
occupational circumstances have a bearing on this problem. 
The trend of tuberculosis has been revealed by information 
compiled by the Registrar-General in the normal way. 


Weybridge Tuberculin Test 


Major E. G. R. Luoyp asked the Minister whether, in view © 
of the experience of Scottish and English herd owners with the 
Weybridge tuberculin test and the lack of confidence felt in 
the test by the industry, he would consider discontinuing the 
use of the recently introduced tuberculin and reverting to the 
type of preparation formerly used pending further scientific 
investigation ; and whether he would consider the advisability 
of arranging a conference between representatives of Scottish 
and English herd interests and veterinary medical associations 
todiscuss this matter in the light of their respective experiences. 
—Mr. Hupson replied: The whole question of tuberculin 
and the tuberculin test has for some time been under investiga- 
tion by the joint tuberculosis committee of the Agricultural 
Research Council and the M.R.C., and I propose to await the 
findings of that committee before ‘taking any fresh step in the 
matter. 

Children of Women Workers 


Mr. GoRDON MacpDoNaALD asked the President of the Board 
of Education what steps he was taking to safeguard the health 
of school-children whose mothers were employed on war work. 
—Mr. R. A. BUTLER replied: I have asked local education 
authorities to give particular attention to the need of provid- 
ing meals for school-children whose mothers are employed on 
war work. 

Mr. K. Linpsay asked the minister whether he would give 
a 100% grant to local education authorities who wished to 
stimulate nursery provision for children under five.——Mr. 
BUTLER replied: It has been decided that where new nursery 
classes are provided in public elementary school premises, 
especially to meet the needs of the children of women war 
workers, the authorities’ expenditure will be eligible for 100% 
grant from the Ministry of Health as expenditure on war-time 
nurseries. 


Out of the Mouths of Babes 


Mr. D. L. Lreson asked the parliamentary secretary to the 
Ministry of Food if he was aware that patent baby foods were 
being consumed by adults seeking a substitute for milk ; and 
as the supply of baby food was limited, would he take steps to 
see that it was reserved for those for whom it was intended.— 
Major Luoyp GEORGE replied: Patent baby foods are not 
controlled by the Ministry of Food, but an infant food 
manufacturers group has been formed after consultations 
between the ministry and the trade. Inquiries have recently 
been made into the allegation that such baby foods are being 
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purchased and consumed by adults seeking a substitute for 
liquid milk. These inquiries showed that every effort was 
being made by the trade to restrict sales to customers pur- 
chasing the foods for infant-feeding, and considerable publicity 
has been given to the subject in the appropriate trade paper. 


. Centtal Medical War Committee 

Although the full Central Medical War Committee has only 
met twice in the year ended Sept. 30, its work has been carried 
on continuously by its appropriate subcommittees and by its 
officers in accordance with the authority which it has entrusted 
to them. (Mr. Brown replying to Mr. T. E. GROVES.) 


Medical History of Pension Claimants 

Mr. O. STEPHEN asked the Minister of Pensions whether 
he would take steps to arrange for a medical board or medical 
referee in each case where there was a conflict of opinion 
between the panel doctor of an applicant for pension, who was 
acquainted with the applicant’s medical history and his 
medical advisers, who were responsible for the rejection of the 
claim, to consult personally with the panel doctor and the 
~ minister’s advisers, with power to recommend the grant of a 
pension and to avoid injustice being done to applicants for 
pension.—Sir W. WomERSLEY replied: It is the practice of 
my medica] advisers to give full consideration to any opinion 
expressed by a man’s doctor in conjunction with the evidence 
in the possession of the ministry. Where there is a conflict 
of opinion and serious doubt obtains I seek the advice of an 
independent medical expert nominated by the president of the 
Royal College of Physicians or of the Royal College of Surgeons. 
All the evidence, including the opinion expressed by the man’s 
doctor, is placed before this independent expert whose medical 
opinion I always accept. 


No War Bonus for Panel Practitioners 

Mr. Groves asked the Minister of Health whether his 
attention had been called to the resolutions passed by the 
Doncaster and Kent panel committees, supporting the appeal 
for a war bonus of 4s. to insurance practitioners ; and whether 
he would consider this matter.—Mr. E. Brown replied: I 
have received copies of these resolutions, but I cannot see my 
way to grant such a bonus. 


No Smallpox in the Army 
In reply to a question, Captain H. D. R. MarceEsson said 
~ that no cases of smallpox have been reported in the Army 
- since the outbreak of war. , 


‘ Army School of Hygiene 

_Mr. W. J. THORNE asked the Minister how many civilian 
doctors had passed through an Army school of hygiene course ; 
and how many had taken courses for treating mechanical 
warfare casualties.—Captain MarGcEsson replied: I under- 
stand that the courses referred to are those given to civilian 
doctors on entering the Army Medical Service. Some 5000 
medical officers have passed through a course at the Army 
School of Hygiene and over 1000 through a course for the 
treatment of mechanical warfare casualties. 


Public Health 


From the Annual Reports 
l HARROW 

Dr. Caryl Thomas in his annual report criticises the 
decision of the Ministry of Health to curtail annual 
reports in war-time. He says: ‘“‘The records of the 
public-health activities of a stable community will show 
from year to year a steady progress effected ; those of a 
rapidly growing community may present more spectacu- 
lar features, but no changes in peace-time can be of the 
magnitude of some of the social upheavals which have 
taken place in so very many districts this last year.” 
And there is much point in this argument. Dr. Thomas 
also calls attention to failure by practitioners to attend 
to the alteration of death-certification which became 
effective in 1940 as the result of the international 
conference. The chief alteration is that formerly, when 
more than one cause of death appeared on the certificate, 
the registrar chose one for purposes of classification by an 
arbitrary convention. In the new order the cause 
which the practitioner puts first is taken for the purpose 
of classification. The practitioner should therefore take 
care to put first what he really believes killed his patient. 
Up to the time of writing his 1940 report there had been 
no appreciable shelter ill health in Harrow but Dr. 
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Thomas fears, as we all must, that our comparative 
freedom from shelter disease cannot be expected to 
continue. We shall not know until long after the war 
is over whether shelters were a benefit or a mistake, but 
it seems clear that where air attacks on a big scale are 
unlikely they are generally disadvantageous. - Dr. 
Thomas hopes that “ even should raiding have more 
pronounced effects in this district again, the population, 
having once adapted themselves to spending their nights. 
in their own homes, will continue to feel secure there,” 
for he thinks that the ‘‘ security ’’ of shelters is mainly 
the mass courage of companionship. 

The general death-rate of Harrow rose. in 1940 from 
7-1 to 9-1 crude, 11-2 corrected, and in infantile mortality 
from 38-5 to 50. 

COUNTY PALATINE OF CHESTER 
_ This administrative county of 622,746 acres and 
767,770 persons is heavily urbanised, and all but 171,250 
of the population live in boroughs or urban districts. 
There was a drop in notifications of tuberculosis in 1940 
to 674 against 709 in 1939 and 802 in 1938; but an 
increase in deaths from the disease to 403 against 358 
and 360 in the two preceding years. The mortality-rate 
of 0:52, though higher than those of the two previous 


years, is still low. A table of infant feeding shows that — 


breast-feeding is slightly commoner in the urban than 
in the rural districts. At the end of the first month only 
66% of the rural and 68% of the urban children were 
breast-fed and at the end of the sixth month the percent- 
ages had fallen to 48 and 47 respectively. All the rates 
except those for the end of the third month were lower 
in 1940 than in any year since 1936. <A further table 
shows that the health of children aged 2-4 years is 
considerably better in those who were breast-fed than 
in those who were not. Infants are unfortunately often 
taken off the breast because they are sickly or feeble, sa 
the difference in health may in part be due to this. 

Dr. Ian Mackay, the county medical officer, comments 
on the increase of adulteration in foods and drugs to 9% 
of all samples taken, the highest on record in Cheshire. 
The chief increase was in watered milk. ‘‘ Even the 
heavy fines inflicted on delinquents has not had the 
desired effect.” The heaviest fine was £32 2s. including 


costs against a farmer who had added 55% of water to 


his milk. _This is the highest penalty ever inflicted in 
Cheshire. Had it been multiplied a, hundredfold and taken 
as a, precedent it might have done something to bring to an 
end this most frequent and pernicious form of swindling. 

There are 1105 persons on the blind register of 
Cheshire of whom only 6 are under five years of age. 
There are 413 over seventy and 844 over fifty years of 
age. Prevention of blindness has made good progress 


of recent years, but the reduction in the numbers of 


young blinded people is mainly due to low prevalence of 
diseases which threaten blindness remotely. Unprevent- 
able causes of blindness appear to be diminishing while 


the preventable causes are becoming less severe and are 


being better treated. The total number does not, 
however, fall because, like everyone else, the blind are 
living longer. . 
COLCHESTER 

Dr. W. F. Corfield reports an increase in the death-rate 
of Colchester from 9-2 in 1939 to 12-4 in 1940 and of the 
The Registrar General’s 
estimate of the population, on which the rates are based, 
was 46,400 against 52,550 in 1939, but “ it is impossible 
to say how it compares with the actual population,” 
and local birth-rates and death-rates for 1940 cannot be 
reliable. . But infantile mortality, which is the most 
sensitive index of the health of populations and ¢is 
independent of their age-sex composition, more than 
doubled, from 28-5 to 58:5, and Dr. Corfield says: “ It is 
difficult to account for this great increase; probably 
war conditions have a good deal to do with it.” The 
isolation hospital admitted 82 cases of cerebrospinal 
fever in 1940, but there was only one death. 


Infectious Disease in Epgland and Wales 
: WEEK ENDED NOV. 22. 
Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1417; whooping-cough, 1995; diphtheria, 1082 ; 
paratyphoid, 18; typhoid, 10; measles (excluding 
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rubella), 639 ; pneumonia (primary or influenzal), 1100 ; l x 


puerperal .. pyrexia, 142; cerebrospinal fever, 114; 
poliomyelitis, 13.; polio- ‘encephalitis, 0; encephalitis 
lethargica, 2 ; dysentery, 209 ; ophthalmia neonatorum, 
59. No case of cholera, plague or typhus fever was 
notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Nov. 19 was 1321, including 
scarlet fever, 174 ; diphtheria, 286 ; measles, 37; whooping-cough, 
487; enteritis, 37; > chicken-pox, 37; ; erysipelas, 26; mumps, 7; 
poliomyelitis, 4; dysentery, 25; cerebrospinal fever, 12; puerperal 
sepsis, 16; enteric fevers, 35; malaria, 1; 
infectious), 60; not yet diagnosed 77. 

Deaths. —In 126 great towns there were 1 (0) deaths 
from a fevers, 3 (0) from scarlet fever, 2 (0) from 
measles, 9 (2) from whooping-cough, 27 (0) from diph- 
theria, 35 (2) from diarrhoea and enteritis under 2 years, 
and 25 (5) from influenza. The figures in pare theses 
are those for London itself. 

There was 1 death from an enteric fever at York. Liverpool 


-~ reported 7 fatal cases of diphtheria. 


The number of stillbirths notified during the week was 
192 (corresponding to a rate of 39 per thousand total 
births), including 13 in London. 


CHILDREN IN SHELTERS 

How much time should children spend in air-raid 
shelters ? At first glance the answer would seem to be 
“ As little as possible,” but at a‘conference arranged by 
the Save the Children Fund, and held at Friends House 
on Nov. 29, the question was not felt to be simple. 
Evacuation was not discussed, because all agreed that 
London was not the proper place for children during a 
war. But there are children in London, and their wel- 
fare must be considered, for as Mr. KENNETH LINDSAY, 
M.P., pointed out in his opening address they are exposed 
not only to bombs but to anything the war may bring 
along. If during the winter months children are 
encouraged to come to the shelter in the evenings they are 
at least off the streets, and their parents know where they 
are ; but of course it would be better, as most speakers 
agreed, if there were enough properly organised boys and 
girls clubs or play centres for them to attend instead. 

How far, then, can the shelter be made to serve the 
purpose of a play centre and is it desirable that it should 
be used in this way ? In some boroughs many parents 
are now sleeping at home and sending the children to the 
shelters to sleep; in others, where no children under 
14 are allowed to sleep in the shelter without their 
parents, many children come to the shelter to meet their 
friends before going home to bed. Thus the children 
themselves are treating their shelter as a rendezvous. If 
there are no organised occupations for them they find 
their own amusements, which include card-playing for 
money and smoking. Those between 10 and 14, who 
feel on the brink of complete citizenship, are naturally 
the most prone to these adult pursuits ; 
shelter, as soon as a counter attraction in the form of 
aeroplane modelling was presented, the children forsook 
They want an 
occupation—one speaker said ‘‘ they’re like a dry sponge ”’ 
—but they want the occupation to have some point to it. 
They would rather make Christmas decorations for the 
shelter than raffia mats; they would rather paint a 
cupboard than a picture book; they like better still to 
be doing something which they feel is helping the troops 
or the war effort; and most significant of all, they do 
not use the term ‘‘play centre ”? among themselves—they 
speak of the ‘‘ centre ”’ or the “club.’’ They like going 
to clubs and centres because they ‘‘ get the chance to 
make things ”? ; and they rightly regard the word ‘‘ play” 
as an affront. No-one would tell an artist to go and play 
in his studio or a carpenter to play at his bench. 

If the shelters, then, are to be used as temporary and 
accessory centres in areag which lack sufficient provision 
of the kind—and most speakers agreed that shelters 
should take on this extra duty—they must offer the 
children something codpcrative and responsible in the 
way of occupation ; work for the improvement of the 
shelter itself, or project work giving them an insight into 
a trade or social service. Mr. Lindsay saw the situation 
as another opportunity to “ cash in on the war’’; and 
his dream of a Ministry of Childhood and Youth may 
begin to have a material foundation in work starting 
now in the shelters. 
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Letters to the Editor 


ABOUT THE CHRISTMAS GIFT: FINAL 
Sir,—Referring to my 


Fund, I recently received a letter from a doctor, aged 78. 
He and his wife, aged 72, are both beneficiaries of the 
fund and their joint income is £169. They have been 
recipients of our Christmas gifts and their letter states :— 


=“ As Christmas approaches we think of the special gift 


which the Committee has so kindly-sent us for several years, 
but would like to make a suggestion. Since we came to this 
little farm worker’s cottage we find expenses are easier than 


formerly. It would, therefore, give us-much pleasure if our 


Christmas gift this year was given instead to someone who 
has been bombed out of home.” . 

Many of our beneficiaries have infortunately suffered 
through enemy action. May I, through: your columns, 


ask those of your readers who have not yet responded to — 
my Christmas appeal to’send in their contributions as ` 
soon as possible addressed: ‘‘ Christmas ` Gifts,” Royal 


Medical: Benevolent Fund, 1, Balliol House, - Manor 
Fields, London, S.W.15. a Thos. BARLOW, 


Piesident, R.M.B.F. 
WHAT'S IN THE LOAF?- 


Smr,— Your leader of Nov. 15 and the admirable letter 


from Dr. Swindells (Nov. 22) should spur the medical pro- 
fession to the realisation of their ultimate responsibility 
as guardians of the public health for what you describe 
as the present ‘‘strategically bad” situation ` of the 
national wheatmeal loaf. 

` Recent parliamentary answers reveal that the Ministry 
of Food has expended during the past year over half a 
million sterling on its advertisements, including those 
of the “ national wheatmeal loaf’ and that notwith- 
standing these costly efforts at persuasion the sale of 
that loaf represents only about 7% of the total consump- 
tion of bread in this country. Moreover, the Parliamen- 
tary Secretary was constrained to admit that the national 


wheatmeal loaf now in the market is of entirely variable - 
` composition, and is impossible to obtain over wide areas 
of the kingdom. The rise in the mortality from.tuber- | 


culosis during the past two years, indicated in several 
recent parliamentary answers, suggests. an ‘increasing 
measure of malnutrition in the community, one factor of 
which may be the admittedly poor nutritive value of 
the white loaf, which throughout the country (except for 
one district in Wales) apparently still consists of straight- 
run flour (75% extraction), deprived of the germ and 
without any of the “‘ fortification ° promised -18 months 
ago by the addition of synthetic vitamin B, and caletum. 
If the influence exercised by the milling industry, with 
its formidable occupation of key positions in the Ministry 
of Food, is the explanation of the otherwise inexplicable 
reluctance of that ministry to make provision for the 
highest possible extraction flour for the national war 
bread, public opinion will hardly allow the obstacle of 
vested interests to resist indefinitely so urgent and 
obvious a reform. This provision was made with success 
in the last war, and has been urged by practically 
unanimous scientific and medical opinion, strongly 
fortified by the statement, for which the ministry itself 
is responsible, that universal consumption of the wheat- 
meal loaf would result in the saving of one-fifth of ship, 
ping space. I submit that the medical profession should 
lead the revolt. 
E. GRAHAM-LITTLE. 


House of Commons. 


SURGERY FOR SYRINGOMYELIA 


Sm,—TIn your annotation (Lancet, Nov. 22, p. 644) you 
invite neurosurgeons to give their experience of the 
surgical treatment of syringomyelia. Some have already 
done so; I summarised their findings in the Medical 
Annuals of 1933 (p. 471), 1936 (p. 427) and 1937 (p. 421). 
A. Juzelevskij in 1935 reported on 23 cases; he found 
that opening up of cavities in the cord only gave partial 
and temporary relief of symptoms, which in some cases 
recurred within a fortnight. He also found that the 
pressure of the fluid in the cavity was the same as that 
of the cerebrospinal fluid in the theca, so that there was 
no question of relieving tension. In the same year 
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Henry Cohen and Sir Robert Kelly reported little value © 


from the operation in a series of 10 cases; but in 1936 
- H. Frazier and S. N. Rowe recorded 8 operations’ on a 
series of 5 patients, with considerable improvement in 2. 
Both cases, however, relapsed after the first operation and 
required a second; their later history is not known. 
My own experience of myelotomy in 3 cases was 
sufficient to convince me that the operation has no 
permanent effect on symptoms and no curative effect on 
the process itself. 


Manchester. GEOFFREY JEFFERSON. 


€ l CADMIUM POISONING 

Sır, —The recent publication (Chem. Age Lond. 1941, 
45, 259) of a précis of a report on 208 cases of acute 
poisoning resulting from the use of cadmium-plated food 
utensils is of interest after reference to 3 somewhat similar 
cases in the report of the Chief Medical Officer to the 
Ministry of Health for 1935 (p. 155). : 

Last year there were 8 cases of acute cadmium poison- 
ing in Walthamstow. 


In May, 1940, 3 adults and 5 children were found to have | 


become acutely ill some 15 minutes after consuming ‘‘ lemon- 
ade ices” prepared by freezing ‘‘ lemonade ”’ in the metal 
trays of a reconditioned refrigerator. All were sick and 4 
had diarrhea, but recovery, was generally complete within 
24 hours. The remains of the unconsumed ‘“ lemonade ices ”’ 
were not available but the method of preparation was repeated. 


This consisted of dissolving a popular brand of lemonade : 


crystals (consisting of citric acid and sugar) in boiling water 
and freezing overnight in the refrigerator. Analysis showed 
that the trays had been plated with cadmium on copper and 
that there was up to 279 p.p.m. of cadmium in solution. 
This roughly represented gr. 1/20 of cadmium per “ice ”’ 
block. It therefore appears that this quantity of cadmium 
may cause somewhat severe poisoning. The refrigerator was 
of a well-known make but had been supplied second-hand by 
another firm. It had then acquired cadmium-plated copper 
trays not supplied originally. The supplying firm was 
instructed to warn all its customers of the danger of making 
‘ lemonade ice” in similar trays. The original manufac- 
turers were naturally most anxious to investigate the matter 


but the supplying firm unfortunately proved non-codperative in’ 


regard to tracing back the persons responsible for the replating 
of the trays with cadmium. - 

The quantitative toxicity of cadmium has apparently 
not yet been clearly established but it is sufficiently 
dangerous for its use to be prohibited in colouring matters 
for foodstuffs. ' 

I wish to acknowledge the assistance of Mr. George Taylor, 
F.I.C., public analyst to the borough of Walthamstow. 

Walthamstow. A. T. W. POWELL. 


GRADUATION AT AN EARLIER AGE 


S1r,—I would refer Dr. Rogerson, who doubts my 
facts, to the PEP report on British Health Services 
(p. 137). ‘‘ In 1938 a student will not be permitted to 
register before 18. ... The course cannot be com- 
pleted in less than six years at some medical schools, or 
. less than five and a half at others, and one single failure 
through bad luck or sickness may make the course 
six months or a year longer.” The B.M.A. recommend 
another year in house jobs, prolonging the course to seven 
years or SO. . 

This late age of graduation to some extent explains 
why out of 18,901 married doctors, according to the 
1931 census, only 5:8% were married before the age of 30. 
This figure does not take account of those who never 
marry at all, so it is on the high side. Statistics show 
that, on the average, a wife is not more than a year 
younger than her husband, and as fertility in primipare 
falls rapidly after 30 it is little wonder that the doctor’s 
nursery is almost empty. 

Do specialists fare better ? ‘“ A young man will hardly 
keep himself for the first ten years that he is in specialist 
practice ” (p. 160). I looked up at random 50 honorary 


physicians and 50 surgeons at London hospitals jin- 


Who’s Who 1940. Their average age was 52, and the 
average age on marriage was 32-6. About a quarter 
(24%) had no children at all, 42 had no male issue, while 
= only 3 had five children. 

‘With regard to an earlier start in medicine, Dr. 
' Rogerson wants to know what intelligence is. ‘‘ In so 


far as there is a common meaning to the word intelligence, 
we may say that it corresponds to.g” according to | 


R. Cattel, quoted with approval by Professor Spearman, - 
the greatest authority on the subject, who says that 
g ceases to grow after 13 or 14. Conative factors, of 
course, are also important, and my contention is that 


enthusiasm for learning is less under a system where ~ 


graduation is virtually at 26 and the chances of making 
a home by the age of 30 is only about one in twenty. 
Dr. Rogerson’s misgivings as to whether a man at 21 
can be safely given responsibility sounds strange in an 
age when our youth is showing such resourcefulness and 
leadership, as indeed they always do when given the chance. 

Mr. Bates, who seems to think two blacks make a 
white, says we are no wors® off than other professions, 


but it is to us that the public come for advice on size - 


of family, and we ought to put our own house in order . 
first. The G.M.C. have not only made biology and 
psychology compulsory for students, but genetics as.well. 
Perhaps the student of tomorrow will say to the G.M.C. : 


“Biology tells us that the best age for parenthood ‘is 


24-32, so why may we not be encouraged to settle down 
by then? Psychology teaches that mental health is 
benefited by an emotional life appropriate to one’s years, 
a full nursery in the thirties, and grandchildren to 
brighten one’s declining years. I am not satisfied with a. 
system that gives me only one chance in twenty of a 
home of my own at the age of 30, or if I am a specialist 
only forty-eight chances in a hundred of having a son 
to carry on my name. Surely you educationists can get 
together to devise a system which will give us a logical 
mind, a love for knowledge, and professional skill by 
the age of 21.” 

I would not, however, go so far as Mr. Bates in hinting 
that only communism can remedy all this. Some of our 
youth will always prefer a ‘“ good time ” to civic re- 
sponsibilities, but if the authorities would act we could 
have an efficient system of education which would enable 
those who wished to do so to start at 16, graduate at 21 
and become householders by 24 or 25. Care must be 


‘taken that able men are not penalised professionally for 


doing so. Some such system is bound to come, and we 
shall hear a great deal more on the subject in the next 
few years, when facts force the Government to adopt 
some sort of population policy. | 
Aylesbury. A. SPENCER PATERSON. 


PROBLEMS IN HAMAGGLUTINATION 


Sir,— With reference to your leading article of Oct. 25, 
I should like to stress the fact as I did previously (Brit. 
med. J. Nov. 23, 1940, p. 721) that the indiscriminate 
use of O serum or plasma is in fact not the best procedure 
for emergency transfusion. Individuals belonging to 
group O must only be considered as universal donors if 
whole blood is transfused. When the corpuscles are 
excluded and only plasma is used, O individuals are 
least suitable as universal donors because their plasma 
contains both anti-A and anti-B agglutinins. The ideal 
of utilising AB serum generally for this purpose cannot 
be attained because of the scarcity of this group. On the 
other hand, A plasma or serum is more suitable than O 


. plasma or serum because it contains only anti-B agglu- 


tinins. Group A is, at least in the southern part of Eng- 
land, about as common as group O, so that it would not 
be more difficult to collect A blood than O blood. Any 
danger caused by agglutination of the recipient’s cor- 
puscles is then avoided if the recipient belongs to graup O 
or A. Only about 15-18% of the population (groups B 
and AB) would then remain in whom the possibility of 
agglutination of their corpuscles by A serum would arise. 
Further, since anti-B agglutinins are usually weaker 
than anti-A agglutinins, in these cases the likelihood of 
damage would seem -to be less than that which might 
result from the transfusion of O serum to A and AB 
individuals. Hence preference should be given to A 
serum (or plasma) rather than to O serum if homologous 
blood is not available. 

The method utilised by B. L. Della Vida and S. C. 
Dyke (Lancet, 1941, 1, 564) of mixing O serum with A 
and B serum may not always be reliable. The amounts 
of A and B antigens detectable in serum are different. 
The serum of A, blood usually contains weaker A antigens 
than that of A,. The full action of the iso-antigens 
present in serum is often only detectable by special 
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physico-chemical methods. Thus the way suggested by 
E. Witebsky, N. C. Klendshoj and P. Swanson (J. Amer. 
méd. Ass. 1941, 116, 2654; see also J. infect. Dis. 1940, 
67,188; J. exp. Med. 1940, 72, 663)—namely, the addi- 
tion of the purified group-specific carbohydrates to the 
serum—should on principle be considered an advance, 
though it may be difficult to obtain sufficient supplies 
of the purified B substance. ae 

- Finally it may be mentioned that all errors in grouping 
(including those originating from auto- or.cold-agglu- 
tination) may be avoided by examining the corpuscles 
as well as the serum. In adopting this combined method 
some difficulties may be encountered when very many 
examinations are wanted inp? hurry for thè transfusion 
services. Nevertheless, it i% the only way to be sure of 
‘obtaining correct results and avoiding all possibility of 
mistake. This is illustrated by the unusual case reported 
by H. J. Parish and R. G.-Macfarlane (Lancet, Oct. 25, 
1941, p. 477), in which ionised calcium played an inhibi- 
ting part against antoagglutination produced in citrated 
blood. For if serum or plasma is also examined against 
its own corpuscles, as is always desirable, such a peculiar- 
ity would be recognised immediately. 

- School of Pathology, Trinity College, Dublin. H. Sacus. 


LOCAL APPLICATION OF SULPHONAMIDES 


Smr,— One secret of success in sulphonamide therapy 
is to give as much of the drug as the patient can tolerate 
in the first few days. Where the infection is a local one 
and accessible more use should, I feel, be made of local 
application, for this will produce an effective concentra- 
tion of the drug where it is wanted more rapidly than oral 
or parenteral administration and will not produce the 
same nausea. For instance, when treating .a local 
infection of the nasal cavity a well-powdered tablet may 
be inserted into the nostril. It is surprising, too, that 


local application has not been more freely used in treating 


gonorrhoea. The passage of instruments through an 
acutely inflamed passage’ is contra-indicated, but the 
manufacturers might consider supplying sulphapyridine 
or one of the allied compounds in the form of slightly 
pliable rods, up to 3 in. long, to be inserted into the 
urethra once the acute stage has subsided and left in 
position until the patient passes his urine. More local 
application should result in a considerable saving in 
drugs, an important consideration where expensive 
remedies are employed on a large scale, as among native 
communities. 

Durban, South Africa. 


GERMAN BLOOD SUBSTITUTE 


Sir,—In your annotation of Nov. 1 (p. 533) you refer 
to a crystalloid solution named Tutofusin which is used 
as a blood substitute in Germany, but the composition 
of which is not mentioned in the article you cite. Tuto- 
fusin has been manufactured for about eight years by 
J. Pfrimmer and Co. of Nürnberg. According to the 
announcements of that firm it consists of ‘‘ several serum 
salts,” and has been employed both for intravenous 
infusion and also as a base for local anesthetics. 


- Cambridge. G. Brock. 


F. GORDON CAWSTON. 


ENURESIS 


Srr,—The number of letters on the treatment of 
enuresis seems to indicate that this condition is still 
difficult to cure. The method which I follow—faradism 
to the perineum—is almost invariably successful. . I 
saw it described first in a French textbook of surgery 
about 18 years ago. The writer stated that it acted by 
stimulating the perinzeal muscles and was successful in 
over 50% of cases. I had much more success with it 
than that but soon came to the conclusion from watching 
the reactions of the patients and seeing the varying times 
it took to cure them that it acted by influencing the 
= child’s subconscious mind. It is described in the Index 
of Treatment by Sir Robert Hutchison who says that 

being painful it is hardly to be distinguished from 
- punishment. With this I cannot agree. I have heard 
of boys -who have gone all through their public school 
wetting the bed every night. A major operation which 
would cure the horrible habit would be welcomed and 
why should a course of faradism be regarded differently ? 
There are certain conditions which must be fulfilled if 
success is to be obtained : god 


1. The child must be of an age when it can realise that 
bedwetting is a horrid business, and can understand that the 


treatment although painful is in no way regarded as a punish- - 


ment but is used as the only certain method of cure. . 

2. The parents must codperate. If the child is àn only 
one and much spoiled this sometimes presents a difficulty but 
the arguments used above usually convince them that it is 
necessary. It failed in one case whose mother said, ‘“ poor 
little thing, he can’t help it ; I do it myself sometimes and so 
does my husband.”’ 

3..The treatment must be given-by someone who will be 
kind and very firm, preferably a nurse of some standing with 
experience of electrotherapeutic methods. i 

The treatment is given before the patient goes to bed, 
and patient, parent and nurse must understand that as 
inevitably as night follows day so will faradism to the 
perinæum follow bedwetting on the previous night. - A 
few treatments are generally sufficient but if not the 
strength of the current is increased until it becomes 
decidedly unpleasant. There seems no limit to the age 
at which this will succeed. I have cured one youth of 
18, but I should not care to try it on children of 3 or 4. 
That is to say it is suitable for the really difficult cases 
and it is in the hope of helping ‘these that I write this 


letter. F.R.C.S. - 
. THE DISCHARGING EAR 


_ SIR, —No-one can accuse Mr. Layton of lack of 
versatility or obscurantism, but it is surprising that 
in discussing otitis media and the discharging ear 
in his lecture ‘‘ Medicine and Duty” he makes no 
mention of treatment with a quartz applicator attached 
to the Kromayer mercury-vapour lamp. Unfortunately 
patients with discharging ears are only referred to the 
practitioner of physical medicine after years of treatment 
with ear-drops, &c. I am convinced that many of the 
complications could be avoided if physical treatment was 
adopted from the first rather than as a last resort. 
Treatment with the Kromayer lamp should be combined 
with local infrared irradiation, which acts as a super- 
fomentation, and with general ultraviolet irradiation to 
raise the general powers of resistance. 


Wimpole Street, W.1. `W. ANNANDALE TROUP. 
MORE CERTIFICATES 


Str,—Neither the peripatetic correspondent in your | 


issue for Nov. 22 nor the general practitioner who wrote 
in the Daily Telegraph on Nov. 24 has exhausted the 
varieties of “ bits of paper ” requested in the kind of con- 
fetti practice in which we are now engaged. ‘A small girl 
patient of mine has recently been a long time in plaster 
for congenital dislocation of the hips. On removal of 
the plaster the orthopedic surgeon suggested that a 
rocking-horse should be bought for the child to aid in 
rehabilitation. The parents duly went to a shop at a 
neighbouring town to seek a rocking-horse. They were 
told that it could be supplied if a medical certificate were 
presented. And so, solemnly, I have written out a 
certificate that B requires a rocking-horse. _ ` 


Clynderwen, Pembrokeshire. E. ROLAND WILLIAMS. 
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PRISONER OF WAR.—In a recent casualty list Lieutenant J. E. 
Readman, M.R.C.S., R.A.M.C., was posted as prisoner of war. 


MosinE X-Ray Service.—Fifteen mobile vans, fitted 
with X-ray equipment, have been presented to the 
Ministry of Health by the British Red Cross and Order 
of St. John of Jerusalem. They will be stationed at 
selected hospitals in London and the Provinces so that calls 
from any part of the country can be answered. . It is not in- 
tended to use them for routine work but as reserve sets for an 
emergency caused either by raid damage or unexpected demands 
on a hospital's resources. The vans will have women drivers. 
and a radiographer will be attached to each unit, who will be 
appointed by the hospital at which the unit is stationed, and 
who will work there while not engaged with the unit. 

Each van generates its own current for the X-ray apparatus, 


‘ which can be operated by cable up to 100 yd. away, and has 


a dark room with films and developer. 

The Ministry of Health is. anxious that fall use should be 
made of these units, and application should be made to the 
hospital officer, or in the London sectors to the group 
officer. ; a ie 
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University of Oxford 


On Nov. 22 the degree of B.M. was conferred in absence on 
T. A. M. Johns. 


University of London 


Sir Ernest Graham-Little has been re-elected chairman of 
the council for external students for 1941-42. 


University of Wales 


At recent examinations for the degrees of M.B. and B.Ch. the 
following were successful :— 


Obstetrics and Gynecology. H. J. Houghton, Dorothy M. Hyde, 
Tessie Phillips, Annic M. Rees, Dilys M. Rees, Dorothy Roberts, 
D. G. H. Tutton, A. K. Toufeeq and S. E. W illiams. 


Prophit. Tuberculosis Survey 


The Royal College of Physicians of London proposes to 
appoint a scholar to conduct this survey into the incidence 
and progress of tuberculosis. The appointment will be at the 
rate of £350-500 per annum, and special experience of tuber- 
culosis is not essentfal Further particulars will be found in 
our advertisement columns. 


Czech Medical Examinations 


At the request of the Czechoslovak Minister of the monies 
and Education in London, the examining board in England 
of the Royal Colleges has undertaken to conduct a special 
final examination (second and third rigorosa) for the Czecho- 
slovak MUDr. degrees. Part I (pathology and bacteriology) 
was held in London last week, when twelve candidates were 
examined. The following were successful :— 

Artur Flach, Jan Glaser, Zdenek Pfeifer, Karel Skonek, K. J. 
Susat, Walter Tausig, Josef Voracck and Josefina Licbsteinova. 


Society of Apothecaries of London 


The following, having completed the final examination, are 
granted the diploma of this society entitling them to practise 
medicine,” surgery and midwifery: M. C. Hannon, Birm. ; 
and F. G. Leekam, St. Mary’s. 


National Council for Maternity and Child Welfare 


Lord Dawson will take the chair at a meeting to be held 
under the auspices of the council at 11.30 a.m. on Dec. 10, at 
the Royal Institution, Albermarle Street, W.1, when Mr. Ernest 
Brown will give an address on the care of mother and child 
in war-time. Prof. Fletcher Shaw, P.R.C.O.G., will also speak. 


Royal Society of Medicine 

On Wednesday, Dec. 10, at 2.30 r.m., Mr. A. Lawrence Abel 
will give his presidential address to the section of proctology. 
He will speak on proctology’s debt to living surgeons. On 
Dec. 12, at 2.30 P.M., there will bea general meeting of fellows 
and afterwards Sir Almroth Wright, F.R.S., will read a paper 
on the need for abandoning much in immunology that has 
been accepted as true. 


Royal Society of Arts 

On Tuesday, Dec. 16, at 1.45 P.M., at the house of this society 
in John Adam Street, Adelphi, W.C.2, Mr. Maurice Ashby, 
D.I.C., will address the dominions and colonies section of the 
society on British Empire drug production. 


Seals, Salmon and Strychnine 

In Scotland the depredations of seals in the salmon fisheries 
has beer so great that the Home Secretary has had to make 
an exception to the prohibition of the sale of strychnine in 
the interests of the salrnon. Now amounts of strychnine up 
to 4 oz. may be bought for the pur pose | of killing seals. 


Ethical Pharmaceuticals Association 
: The sixth annual general meeting of this association was on 
Nov. 11, and the following officers were elected for 1941-42: 
chairman, Mr. W. Beckley ; vice-chairman, Mr. H. R. Napp; 
treasurer and secretary, Mr. F. G. W. Paige ; members of 
executive committee, Mr. J. Angus (Bengue ‘and Co.), Mr. 
G. L. Cooper (Coates and Cooper), Mr. R. F. Edkins (Organon 
Laboratories), Mr. A. C. Henry (Bayer Products) and Mr. 
C. W. S. Taylor (Ciba). 


Pharmaceutical Society of Great Britain 

On Thursday, Dec. 11, at 2.30 r.™m., at 17, Bloomsbury 
Square, W.C.1, the Harrison medal will be presented to Mr. 
‘Thomas Tickle, F.I.C., public analyst for Devon. Mr. Tickle 
will afterwards deliver the Harrison lecture and has chosen to 
speak on the influence of analytical chemistry on pharmacy. 


MEDICAL NEWS.—OBITUARY 


(pec. 6, 1941 717 


So 4 Obituary f 


HENRY OWEN WEST 
M.D. LOND., F.R.C.P., D.P.H. 


ON Nov. 20, Dr. Heary West, medical superintendent 
of Queen Mary’ S Hospital for ‘Children at Carshalton, 
died, without regaining consciousness, three days after 
he had been struck down by a cerebral hzemorrhage. 
His steadfastness, keenness and high s sense of duty had © 
raised the standard of every 
institution where he worked, and ` 
these qualities were associated 
with the religious convictions 
which were the background of his 
life. West was born in 1885. the 
son of the Rev. J. O. West, rector 
of St. Philip’s, Bristol, and the 
eldest of a family of eleven. He 
came to King’s College, London, 
in 1904 from Bristol University, 
where he had passed the Inter. 
B.Sc. He took a leading part 
in the Students Christian Union, 
was a first-class hockey player 
and a useful bat. For family financial reasons he 
had to qualify as soon as possible, and early in 1909, 
after becoming a L.M.S.S.A. he was appointed house- 
surgeon to Prof. Albert Carless. Later in the same 
year he took his M.B. and received senior house- 
appointments at the City Road Chest Hospital and at the 
Seamen’s Hospital. In 1913, he went to Queen Mary’s 
Hospital for Children, Carshalton, as. assistant super- 
intendent, and there his interest in children’s work and 
tuberculosis was stimulated. Queen Mary’s, under Dr. 
Gordon Pugh, was a recruiting-ground for tuberculosis 
medical officers, and West soon took up this work and 
became T.O. for Kent. He had taken his M.D. in 1912, 
and he continued to study, obtaining the M.R.C.P. in 
1914 and the D.P.H. in 1916. He joined the R.A.M.C. 
in 1917, and during his service in Salonika he was men- 
tioned in dispatches. But he contracted malaria and 
soon after his return to England was invalided out of 
the service. ` 

His appointment as medical superintendent of Princess 
Mary’s Hospital for Children at Margate enabled him 
to return to the work in which he was most interested— 
children and tuberculosis—and to start his career as a 
hospital administrator. During the twelve years he 
was there, he became an authority on non-pulmonary 
tuberculosis in children, and though primarily a 
physician he developed special skill in the treatment of 
surgical tuberculosis. At his next job as medical super- 
intendent of the Archway Hospital (L.C.C.), his work as 
an administrator was recognised and he was soon 
promoted to St. Giles’ Hospital, Camberwell (L.C.C.). 
West had long felt that the staffs of teaching hospitals 
did not always appreciate good work: done outside their 
walls and that the medical schools missed opportunities 
of teaching in public authority hospitals. During his . 
four years at St. Giles’ he was able to establish happy 
relations with his own old school. Some of his staff 
taught at King’s, physicians and surgeons regularly 
brought their students to St. Giles’, and he recruited 
his resident medical officers as far as possible from King’s. - 
In 1936 West became a fellow of the Royal College of 
Physicians and a year later he succeeded his old chief at 
Carshalton. 

He brought to this exacting and responsible post 
mature knowledge, sound judgment and a high sense of 
responsibility for the children under his care. He slept 
in his clothes at the hospital throughout the night - 
bombing so that he could dash out at a moment’s notice 
if anything untoward occurred, as, indeed, it often did. 
One night when a ward which had been damaged was 
being evacuated he was told someone had just noticed an 
unfamiliar hole in the ground. West, with extra- 
ordinary prescience, realised it was probably a delayed 
action bomb and proceeded feverishly to get the children 
out of the two adjoining blocks. Within a minute of the 
removal of the last child his intuition proved right. 
There was a terrific explosion and the two wards suffered 
such damage that casualties would have been inevitable 
had anyone been in them. He was properly proud that 
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not one of his patients suffered any serious injury during 
the blitz. $ : 

*West married Miss Anne Finchett in 1913 and they 
' had three sons, who were all at Epsom College. Two 


‘obtained scholarships to medical schools, and the. 


youngest is a cadet at Dartmouth. : 


CLAUDE CHURCHILL CHIDELL 
. M.B., B.S. LOND. ` ù 


Dr. Claude Chidell, who died at Hythe on Nov. 18, in 
his 75th year, was one of the pioneers in the open-air 
treatment of tuberculosis. As with so many others of 
his time his interest in the disease arose when he became 
-a victim to it himself soon after qualifying, and having got 

a the better of it in Switzerland 

and South Africa he studied 

` 'methods at Nordrach and 

Friedrichsheim before he was 
invited in 1901 to take charge 
ie of Pinewood, then newly 
=. founded by a few far-seeing 
$ philanthropists for the treat- 

j ment of early cases among 
the educated middle classes. 
Here he found .his métier, 
for his commanding presence, 
pis sympathetic understand- 


willingness to spend himself 

unstintingly, made him the 
¿ideal sanatorium chief. But 

the strain was too much and 

after four years he joined a 

friend who was in practice at 
Arosa, and later—having in 1909 married Ethel Westall, 
daughter of Wiliam Westall, writer and journalist—had a 
home of his own at Broadstairs for children with surgical 
tubercle. After his retirement in 1917 he settled in the 
Folkestone neighbourhood where he kept up his pro- 
fessional interests and revelled in bird and animal life as 
befitted a London University exhibitioner in zoology. 
Through growing physical debility his mind remained 
clear to the end. ‘ 

Chidell was early left an orphan and was brought up in 
London by the parents of his Scots mother.who was of 
Puritan ancestry. He was educated at University 
College school and hospital, qualifying in 1891 when he 
held house appointments at U.C.H. and Birmingham 
fever hospital. He wrote some useful articles on 
sanatori methods but his memory is chiefly cherished 
in the lives of those whom he treated wisely and well. 


GERIATRIC DaTA.—A retired electrical engineer, still 
going strong at 86, has kept a careful log of his blood 
temperature, pulse-rate, weight and so forth twice daily 
for some years. He wants to know if these data would 
be of use to anyone. 


Births, Marriages and Deaths 
BIRTHS 


Evans.—On Oct. 16, at Muar, Johore, Malaya, the wife of Dr. 


Thomas Evans—a daughter. ` ; 

HeEctTor-JONES.—On Nov. 24, at Carmarthen, the wife of Captain 
David Hector-Joncs, R.A.M.C.—a son. 

Hrestrr.—On Nov. 25, at Harpenden, the wife of Mr. Kenneth 
Hester, F.R.C.S.—a son. i ee 

LEWIs.—On Nov. 13, at Moor Park, Northwood, to Dr. Greta Lewis 
(née Malmberg), wife of Alfred Lewis—a son. 

MALINS.—On Nov. 20, at Stourport, Wors., the wife of Dr. John 
Malins—a daughter. Š ; 

MARTIN.—On Nov. 28, at Northampton, the wife of Captain A. J. 


Martin, R.A.M.C.—a son. 
SOUTHWELL.—On Nov. 28, at Witney, Oxon, the wife of Dr. Neville 


Southwell—a son. MARRIAGES 


BARRINGTON—-DUNN.—On Nov. 22, in London, William Rupert 
Barrington, M.R.C.S., R.A.F.V.R., to Denise Elizabeth Dunn. 

SCADDING—LAKE.—On Nov. 29, at Hatch End, Frank Haddow 
Scadding, M.D., to Helen Margaret Lake. 


DEATHS 


CorBETT.—On Nov. 19, at Howth, co. Dublin, William John 
Corbett, F.R.C.S.1., D.P.H 


NasH.—On Nov. 28, Elwin Harral Thomas Nash, M.R.C.P., D.P.H., | 


aged 69. 
TAYLOR.—On Nov. 24, at Brixham, William Taylor, M.B. Edin., 
of Putney, aged 86 
Wi1Ls0n.—On Nov. 
F.R.C.P.1. 
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Notes, Comments and Abstracts 


SICKLE-CELL AN&MIA 


SICKLE-CELL anzemia, of which a new case has recently 
been described,} is a rare hereditary disorder of the blood 
almost exclusively affecting negroes. It is characterised 
by the appearance in the blood from time to time of 
abnormal sickle-shaped red corpuscles, which apparently 
are rapidly destroyed in the body with resulting secondary 
anemia. The disease occurs in attacks with remissions, 
and apart from the hereditary factor nothing is known of 
its etiology. The diagnosis depends on the discovery of 
sickle-cells (drepanocytes) in the blood of. the patient 
and of his relatives. Sometimes they are found only after 


pronar treatment of the separated red corpuscles - 


y deprivation of oxygen, an observation which suggests 
that they may be formed in the blood-stream rather 
than in the bone-marrow. The case lately reported 
from Cuba illustrates most of the features of the disease. 


A negro boy, aged 13, was admitted to hospital suffering | 


from jaundice, enlarged liver and spleen, and. mitral 
incompetence: Examination of- his blood. on two 
E showed 15% and 17% of sickle-cells and 
hemoglobin values of 75% and 47%. The bone-marrow 
contained no sickle-cells. The blood of the patient’s 
parents and two brothers was examined. All these 
people were apparently healthy, but in all except one 
brother the blood after treatment showed sickle-cells. 


' FLOWMETERS FOR GAS OR LIQUID | 


ROTAMETERS have for many years been used in 
industry but it was not until 1937 that, at the suggestion 
of Richard Salt, technician to the Nuffield Department of 
Anesthetics, University of Oxford, they were adapted in 
a form suitable for ansesthetic apparatus. - 


for measuring anesthetic gases in this 
country. |The gas to be measured passes 
upwards through a specially drawn glass 
tube, the axis of which must be vertical. 


elongated ‘cone with its widest diameter 
uppermost (see figure). The range of rates 
of flow of the gas to be measured determines 
the shape of the cone. The bobbin, usually 
made of aluminium, has small vanes cut in 
its free edge. The stream of gas impinges 
on the vanes and causes the bobbin to rise 
and spin round freely on its vertical axis. 
thus eliminating errors due to friction of 


ers tcenes 


tube. The pressure loss due to the presence 
of the bobbin is constant for all positions in 
the tube. The more the contro! valve is 


027 


opened the higher is fhe bobbin forced, and the greater 
is the area of escape for the gas between the bobbin and 


the meter tube. If the tube is mounted in the truly 
vertical position these meters are capable of readings of 
great accuracy. 

Rotameters are made for a wide variety of purposes 
and for flows ranging from 20 c.cm. of liquid or 50 c.cm. 
of gas up to 100 litres liquid or 1000 litres of gas per min. 
The makers are the Rotameter Manufacturing Co. Ltd., 
of Portslade, Sussex. | 

4 


SUPPLIES,OF ALBUCID.—British Schering Ltd. inform 
us that, although sulphacetamide appeared in class B of 
the supplement to the M.R.C. memo on economy in 
drugs, they are regularly supplying Albucid of British 
manufacture and have so far been able to meet promptly 
all demands for that compound. Ee = 


Appointments 

EWEN, EVELYN B. G., M.B. Edin., D.P.H. : 
Merton and Morden. - i l 

HALDANE, F. P., M.B. Glasg., D.P.M. : senior asst. physician at the 
Glasgow Royal Mental Hospital. © i 

Honcr, R. Sessions, M.R.C.S.: 
Somersct. 


asst. M.D.H. for 


consultant psychiatrist for 


20, in Dublin, T. Henry Wilson, M.A. Dubl., 1. Ma neda; O. and Arostégui, de la O. Arch. Med. infant. 1941, 10, 
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ORIGINAL ARTICLES 


A GROUP OF HEAD INJURIES 


JoHN E. A. O’CONNELL, M.B. LOND., F.R.C.S. à 


NEUROSURGEON, E.M.S. 


A REVIEW of the records of 250 cases of head injury 
consecutively admitted to the neurosurgical unit of an 
E.M.S. hospital suggested that an analysis of the material 
might merit publication. Although the number of cases 
is small when contrasted with the total number of head 
injuries treated throughout the country during the same 
period, yet it is large and the material is varied when 
compared with peace-time standards. In addition, 
more benefit may be derived from the personal study of 
relatively small groups of cases at individual centres 
than from the analysis of large numbers of records by 


those who have themselves examined but a small pro- . 


portion of the cases. / ? 

A number of the head injuries of ordinary practice 
are included in this series, but many more of the patients 
were war casualties, some wounded ‘military evacuated 
from abroad and a larger number of people wounded in 
this country in air-raids.. The centre from which this 
report emanates is a base hospital so that the group of 
patients is a selected one. A number of the most serious 
injuries would die before their transfer to the base could 
be effected, and the less severe injuries would be dis- 
charged from the hospital to which they were first 
‘admitted without ever reaching the base. Furthermore, 
although there is a natural tendency for patients showing 
complications to be transferred to the base, over 200 of 
the patients were admitted because of a recent head 
injury, and in spite of the selection it is believed that the 
figures have a general application. l 
` The term head injury is here used, instead of the more 
cumbersome one of cranio-cerebral injury, to denote cases 
of injury to the brain or its coverings. Injury to the face 
and jaws is therefore excluded unless it be associated with 
evidence of traùma to the brain.’ The cases will be 
considered in two groups. First, open head injuries in 
which there is present either a scalp wound, a compound 
fracture of the skull, or actual cerebral penetration. 
Secondly, closed head injuries in which, although the brain 
is injured. its superficial coverings remain intact. The 
main yalue of such a classification is that it suggests the 
important fact that open injuries are associated with a 
‘risk of infection of the meninges and brain which is 
absent in closed injuries. The number of patients with 
open head injuries was 148, and with closed head injuries, 
102. | 

-Open Head Injuries 


The varieties of open injury which have been dealt 
with were as follows. 


Scalp wound ... .. 54 Cerebral penectration— 
Compound fracture (1) uncomplicated .. 22 
of skull— (2) cerebral fungus .. Il 
(1) fissured .. .. 37 (3) cerebral abscess .. 4 
(2) depressed =... 20 = 


Total .. 148 
SCALP WOUNDS 7 


It is perhaps not sufficiently emphasised that most 
scalp wounds are lacerated and not incised. It is not 
surprising that a force great enough to split the scalp by 
compressing it against the skull is often great enough to 
damage the underlying brain. In the table it will be seen 
that evidence of such cerebral injury is frequently present. 
Two-thirds of the patients admitted with scalp wounds 
were unconscious for shorter or longer periods and 15% of 
them showed evidence of focal cerebral damage, by which 
is meant such manifestations as a hemi- or mono-plegia, 
or an area of sensory loss of cortical type. As further 
evidence of the intracranial damage which may be 
associated with a scalp laceration may be taken the 
results of lumbar puncture. In only 5 of the cases was 
it considered necessary, but 4 of these showed definite 
abnormality of the cerebrospinal fluid (blood or a high 
- protein). Had lumbar puncture been carried out as a 
routine there can be-no doubt but that abnormality would 
have been detected in many other cases. 


6172 


After the last war Jefferson (1919) reported signs of 
localised brain damage in almost a third of a group of 
scalp injuries which had been. under his care. Many of | 
these patients had gunshot wounds of the scalp and it 
seems that in such wounds the risk of brain damage is 
greater than in lacerated wounds. Its cause is in part 
the extreme violence of the injury and in part is doubtless 
similar to that of the paraplegia which sometimes follows 
the passage of a bullet close to but not through the spinal 
canal. More recently McKissock and Brownscombe 
(1941) have emphasised the frequency with which scalp 


INCIDENCE OF NEUROLOGICAL DISTURBANCE AND FATALITY- 
RATES IN OPEN HEAD INJURIES 


re m ae en a e Ae S 


= Evidence n 
Type of @ |Cerebral | of focal Remarks on 
injury 5. | concus-| brain |Deaths ‘fatal cases 
a | - sion dainace 
Scalp wound-! 54 | 36 . 8 No operation. — 
(66%) | (15%) | (2% Uræmia. 
Compound 
fracture— : 
(a) fissured | 37 | 28/304 4° 1 | A severe crushing 
- | (93%) | (11%) |(2:7%) injury. 
) de- 20 | 11/17* 6 x i 
pressed | (65%) (30%) 
Cerebral | 37 | 16/28* | 26 3 |Two died without 
penetration, (57%) | (70%) |(8:1%) operation. One 
postoperative 


| death from senile 
heart disease. 


I 
* In the remaining cases the record was insufficient to decide 
whether concussion was present. 


wounds are associated with evidence of cerebral damage. 
Cairns (1941) has also drawn attention to the risk of 
infection spreading through the intact skull and dura 
from gunshot wounds of the scalp. It has of course ‘ 
always been recognised that any infected lesion of the 
scalp may lead to infection of the skull and intracranial 
contents. For this reason it is felt that scalp wounds 
can justifiably be considered under open injuries. 
In treatment the importance of adequate exploration _ 
of scalp wounds cannot be over-emphasised. This is 
perhaps especially true of the short wounds which may 
conceal a penetration of the skull or brain. It is obvious 
that a proper debridement of a contaminated wound can | 
only be carried out when it is fully explored. Two of the 
cerebral abscesses in this series arose because what were 
in reality penetrating wounds of the cerebrum had been 
regarded as trivial scalp wounds when the patient received 
his early treatment at first-aid post or hospital. When 
a large number of casualties are suddenly admitted to a 
hospital in an area which has been subjected to a heavy © 
air-raid such mistakes are understandable. But they 
are very serious and would be avoided if final treatment 
of the wound were delayed and the early treatment 
confined to securing hemostasis which can be obtained 
by the introduction of a very few sutures after the wound 
has been dusted with sulphanilamide. Thorough explora- 
tion, debridement and careful suture can be delayed for 


` many hours in such cases. 


_ Since wide excision of the margins of a scalp wound 
is never necessary there is usually little difficulty in 
approximating the margins of the wound accurately by 
suture. Occasionally—for example, in tangential gunshot 
wounds—the injury may entail a considerable loss of 
scalp tissue. When such loss of tissue has occurred it will 
often be possible to make it good by wide mobilisation 
of the scalp and the sliding of'a flap over the defect. 


= Occasionally the loss of tissue may be so great that this 


is impossible. ` If the denuded outer table of the skull is 
allowed to form the base of an ulcer, healing will be 
greatly delayed, for epithelialisation can occur only over 
a base of healthy granulation tissue. Such a base will 
usually be obtained only when the outer table has 
sequestrated and the diploic granulation tissue is exposed. 
The long delay necessary to permit such sequestration 
can be avoided if at the time of the original operation a 
number of drill holes is made into the diploe of the 
exposed area of bone (Porter and Shedden 1922); this 


AA 
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will allow of its rapid covering | by granulation tissue 
derived from the diploe and epithelialisation of the area 
will thus be greatly accelerated. 


COMPOUND FRACTURE OF SKULL 


Although variations in the structure of the skull itself 
may be a factor tending towards the production of a 
fissured fracture in one case and a depressed fracture in 
another it seems certain that the manner of application 
of the force to. the skull is the usual deciding factor. It 
is generally agreed that a depressed fracture results from 
the action of a localised force of considerable intensity 
such as a blow on the head with a small hard object. 
Such violence will produce, in very many cases, a lacera- 
tion of the scalp and then a localised fracture of the skull, 
often with indriving of the bone fragments. , A fissured 
fracture may result from less severe degrees of the same 
kind of violence but is usually the result of'a force applied 
‘to a wide area of skull. As a result of this the whole 
skull is deformed, and when the deformation has been 
carried beyond the limits of the elasticity of the bone a 
fracture arises and tends to spread along the mechanically 
weakest portion of the skull—its base. Trotter’s classical 
description has Jed to the general acceptance of these 
statements. ` 

It might be expected that the neurological disturbance 
would differ in the two types of fracture, and in the table 
it will be seen that this is actually so. Almost all the 
cases of fissured skull*fracture show a period of uncon- 
sciousness immediately after the receipt of the injury, 
whereas this was present in only two-thirds of the cases 
of depressed fracture. On the other hand, while fissured 
fracture was associated. with evidence of focal damage 
to the brain in 8% of cases there was evidence of such 
damage in 30% of depressed fractures. It seems clear 
that fissured fractures are associated with evidence of 
generalised. cerebral damage more often than are depressed. 
fractures, while they are much less often associated with 
evidence of focal nervous disturbance. 

The occurrence of a leak of cerebrospinal fluid through 
a skull fracture to the exterior is important because it is 
clear evidence of a communication between the sub- 
arachnoid space and an infected surface area. It is of 
interest that the fractures of the vault in this series, 
and therefore all the depressed fractures, were not 
associated with such Jeakage, which is not uncommon 
in fractures of the base of the skull. Several reasons for 
this difference at once suggest themselves. The dura 
mater at the vault of the skull is but loosely adherent to 
the bone; at the base the attachment is very firm. A 
fracture of the vault, even with considerable depression, 
will often not tear the dura which separates from the 
bone and slides beneath it; while this may not be true 
in children it is certainly true in adults. Any separation 
of a basal fissure will be at once associated with a tear 
in the dura, and all that is then necessary for the occur- 
rence of a leakage of cerebrospinal fluid is an associated 
tear in the delicate arachnoid. No doubt the large size 
of the basal subarachnoid channels compared with those 
over the convexity of the hemisphere is another reason 
for the different incidence of leakage in fractures of the 
two types. Perhaps also gravity tends to maintain a 
leak at:the base when it would have a contrary effect 
‘elsewhere. 


There is difference of opinion as to the correct treat- - 


ment of a leakage of cerebrospinal fluid after a head’ 
injury. While leakage may take place into both the 
nose and the ear, in the latter case it probably always 
ceases spontaneously. The problem is, therefore, that 
of treating traumatic cerebrospinal fluid rhinorrhea. 
Some think that the defect through which the leak 
occurs should be closed by early operation in all cases— 
the argument being that even when the leak stops 
spontaneously subsequent meningitis is a definite risk. 
But it is difficult to see why the scar of an operative 
closure, even if it includes a fascial graft, should be a 
stronger barrier to the spread of infection than the scar 
resulting from natural -healing. In the present series 
there are 4 cases of cerebrospinal rhinorrhoea. In 3 the 
leakage ceased spontaneously—in one patient after as 
long as five weeks. 


In the fourth patient the leak continued for seven weeks. 
During this period she slowly recovered consciousness and 
after this had recurring attacks of meningeal irritation, 
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in which lumbar puncture showed many polymorphonuclear 


leucocytes in the cerebrospinal fluid but no organisms and a 
sterile culture. In view of the obvious threat of meningitis 
an operative closure was carried out. An intradural approach 
was used. The opening in the dura mater clothing the 
posterior part of the cribriform plate was seen and covered 


“with a graft of fascia taker from the thigh. The wound was 


closed after generous local application of sulphanilamide. 
After this operation the leakage ceased and there has been no 
recurrence up to the present. 


A follow-up of a considerable number of these cases, 
some treated conservatively and some by early operation, 
is necessary before a definite decision can be reached as 
to the correct treatment of traumatic cerebrospinal 
rhinorrhoea in its early stage. 

Two further points in the treatment of compound 
skull fractures may be raised. The value of chemo- 
therapy in preventing the onset of meningitis in cases 
where the subarachnoid space has been opened by the 
injury is obvious. It has been used in a large number of 
cases and in all those in which there was leakage of 
cerebrospinal fluid, whether from nose or ear. During 
operations on compound depressed fractures hair and 
other foreign material are sometimes found between the 
bone and the dura mater. Adequate treatment of any 
compound fracture in, which more than the slightest 


degree of depression is present, and in which the peri- . 


cranium is torn, will obviously necessitate the removal 
of depressed fragments of bone and of underlying foreign 
material and the examination of the dura. Levering 
of fragments into position through a trephine opening 
placed on one side of the depression cannot allow of 
adequate exploration or debridement. — | 


CEREBRAL PENETRATION 


In the table the neurological disturbance which follows 
penetrating cerebral wounds is contrasted with that 
which follows other types of open head injury. It will 
be noted that the incidence of loss of consciousness is 
similar to that in depressed fractures and scalp wounds 
and much lower than in fissured skull fractures. On the 
other hand the incidence of focal cerebral damage is— 
as might be expected—higher than in any other group, 
amounting to 70%. This high figure is clearly associated 
with the actual passage of a missile into the brain, and 
the effects of this direct injury to the cerebral tissue may 
be permanent or transitory. ` 

The importance of the dural envelope becomes obvious 
when penetrating wounds are considered. It is the final 
barrier to the spread of infection to the leptomeninges 
and brain. Moreover, in the vast majority of cases a 
body which penetrates the dura will. also penetrate the 
brain, causing laceration of cerebral tissue. Such pene- 
tration will be associated with the risk of immediate focal 
neurological disturbance and perhaps epilepsy later. 
The risk of both these sequele is greater in penetrating 
wounds than in any other group of head injuries. It has 
already been pointed out that the dura mater is so strong 
that in depressed fractures of the vault of the skull it will 
often prevent penetration of the brain even when the 
depression is of considerable degree. Occasionally a 
foreign body which has penetrated the skull will be held 
‘ap by the dura in a similar way and it is noticeable that 
when a foreign body such as a bomb fragment does pene- 
trate the dura it usually passes deeply into the nervous 
tissue—perhaps until its passage is blocked by some more 
resistant tissue such as a dural septum. 

Penetrating wounds will usually be associated with the 
presence of foreign bodies within the brain. Focal signs 
will in most of such cases be due to the injury done by 
the foreign body to nervous tissue and perhaps also 
to cerebral blood-vessels in its passage through the brain. 
Removal of the foreign bodies cannot therefore Jessen any 
focal nervous disturbance ; indeed attempts at removal 
of deeply placed foreign bodies may, by further damaging 
nervous tissue, have a contrary effect. On the other hand, 
the complete debridement of any wound implies the 
removal of all foreign material. A piece of metal or bone 
left in the cerebrum may lead to infection of the brain. 
Many examples of abscesses arising in connexion with 
foreign bodies are known and often in such cases symptoms 
do not appear for many years. 

The procedure adopted in this series has been to excise 
the scalp wound and then the margins of the bone defect 
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en bloc as described by Cushing (1918). By means of 
suction and irrigation through a soft rubber catheter 
the track is cleared of blood-clot, necrotic brain and 
small foreign bodies such as bone chips. If metallic 
foreign bodies are easily localisable and removable this 
is done. If not the foreign material is allowed to remain 
in situ and the wound closed, drainage being used or not 
according to the interval between receipt of the wound 
and the operation. 
arising from retained foreign bodies can be dealt with as 
they arise. 

In this series there were 24 patients with intracerebral 
foreign bodies. The foreign material was bone in 9 
cases, masonry in 1 and fragments of bomb or shell in 
14. In only 2 instances was the metallic body removed, 
but all the other foreign material was removed. This 
was partly because the non-metallic types of foreign body 
tend to be superficially placed and also because they are 
perhaps more liable to harbour infection, associated as 
they are with laceration of scalp and comminution of the 

The wound of a bomb or shell fragment is often 
by comparison small and clean cut. 

It will be noted that there .were 11 cases of cere- 
bral fungus. The frequency of this complication 
of a penetrating wound depends on several factors, 
among which may be mentioned a very long delay 
between receipt of the wound and the institution of 
treatment (48 hours or more), the destruction of a wide 
area of scalp, skull and brain in a gunshot wound of 
tangential type, and sometimes inadequate treatment in 
the early stages. When brain tissue is exposed in the 
floor of a wound healing can only take place by the 
growth of epithelium over the exposed cerebrum. This 
in turn can only occur when the exposed brain tissue has 
been replaced by healthy granulation; tissue. During 
the time necessary for this process there is a constant 
tendency for progressive protrusion of the cerebral tissue 
through the defect in the dura mater. This tendency 
made cerebral fungus a much feared complication at 
one time but now, with modern methods of reducing 
intracranial pressure—posture, dehydration and lumbar 
puncture—and chemotherapy. to combat the risk of 
meningeal infection, the condition can usually be readily 
dealt with. The 11 patients in this series all made a good 
recovery. 

Of the patients with penetrating wounds 4 were treated 
for cerebral abscesses ; 2 of these resulted from inadequate 
exploration of scalp wounds at the hospitals at which the 
patients had first received treatment. Here the evidence 
of meningeal reaction and the progression in focal neuro- 
logical disturbance made the diagnosis obvious. In 2 
other cases the abscess was found unexpectedly. The 
abscess was treated by tube drainage in each case with 
healing and recovery of the patient. 
_ tion and slow development of the abscesses in the series, 
together with the possibility of always avoiding con- 
_ tamination of the meningeal spaces by instituting drain- 
age through an area in which they were completely 
obliterated by scarring, probably accounts for this happy 


ult. 
TES Closed Head Injuries a 


Cerebral concussion was present in all the patients 
with closed head injuries—indeed it is cerebral concus- 
sion following a blow on the head which admits a patient 
to the group. Sometimes, of course, a blow on the head 
which does not produce unconsciousness produces sub- 
dural hemorrhage and later focal neurological signs, 
but there has been no such case in this series. Of the 
-102 patients with closed head injuries, 13 present 
evidence of a focal lesion of the brain. Such damage 
was more common in the closed injuries associated with 
skull fracture than in those without fracture, the incid- 
“ence being 29% in the former and 8% in the latter. This 
difference is no doubt due to the more severe injury 
which produces fractures. , 

Evidence of generalised neurological disturbance—.e., 
cerebral concussion—was present in all the closed 
injuries and almost all the open fissured fractures, but 
in about two-thirds only of the scalp wounds, depressed 
fractures and penetrating wounds. Not only so, but 
the duration of unconsciousness and amnesia was on 
the whole greater in the closed injyries and open fissured 
fractures than in the other groups. Focal neurological 
disturbance occurred in 10-15% of scalp wounds, 
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The ease of localisa-- 
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closed injuries and open fissured fractures ; in depressed ` ` 
fracture its incidence rose to 30% and in cerebral 
penetration to 70%.- These figures illustrate the differ- 


/ence between the more generalised deformation of the 


skull which produces closed injuries: with cerebral 
concussion and the localised violence which produces 
cerebral penetration and depressed. fracture with focal. 
brain damage. They are in accordance with Trotter’s 
(1932) description of the mechanism of skull fracture: 
In general it may be said that two distinct types of 
force may be responsible for a head injury—the one a 
strictly localised force which produces localised damage 
to scalp, skull and, perhaps brain; the other a more 
generalised force which produces a generalised disturbance 
of nervous function. The exact method by which the 
latter disturbance is produced remains unsettled. In many 
instances injury will result from a combination of the 
two types of force—e.g., compression maximal at one 
point—and under these. conditions focal and general 
neurological disturbance may occur together. 

It is the focal damage which occurs not infrequently 
in depressed fractures which renders those who have 
had such an injury liable to develop epilepsy; the 
depression of the bone fragments is, like the focal cerebral 
damage, due to the force of the original injury. Removal 
of the bone fragments, at one time popular in the treat- 
ment of such cases, therefore offers little prospect of 
curing the epilepsy. This point is well.illustrated by one 
of the cases in the series. l 

A young man was struck in the right parietal region by a 
fragment of incendiary bomb. He suffered no immediate 
ill effects and the small scalp wound received no treatment. 
Four days later he developed left-sided Jacksonian con- 
vulsions. General and neurological examination showed no 
abnormality. A skull X ray showed a depression of the inner 
table of the skull of 3 mm. and a metallic fragment lodged 
superficial to the depressed fragment. A small osteoplastic flap 
was turned down and the depressed fragment of skull and the 
foreign body removed from its deep surface. There had been no 


penetration but owing to its being extremely tense and non- -— 


pulsating the dura mater was opened. From beneath a dark 
spot on the cortex half an ounce of dark thick blood clot was 
evacuated. This completely relieved the tension and there 
has been no recurrence of the attacks. 


HEADACHE AND THE POST-CONCUSSIONAL SYNDROME 


While headache is a very frequent symptom in all 
types of head injury it is probably more frequent and 
more severe in the closed injuries than in any other group. 
Correct treatment in the early stages is of great import- 
ance since if the headache continues for many weeks 
after the injury cure may be exceedingly difficult. Here 
lumbar puncture may be of assistance both as a thera- 
peutic measure and as a guide to treatment. Pressure 
estimation will show whether the headache is associated 
with high or low intracranial pressure and suitable 
postural treatment and regulation of the fluid balance 
can then be instituted. In many cases blood is present 
in the cerebrospinal fluid. It is almost certainly a factor 
in the production of headache and is perhaps also 
responsible for other symptoms. Lumbar puncture will, 
by removing blood, relieve these symptoms. Again, it 
seems certain that at least occasionally blood produces 
an inflammatory reaction in the meninges which may be 
of such intensity as to obstruct the circulation of cerebro- 
spinal fluid and even produce a hydrocephalus some 
time later. Its early removal should minimise the risk 
of such complications. 


After careful treatment of cases of head injury along ce 


lines which are now well recognised the early headache 
will in many cases quickly disappear. In cases in which 
‘it persists, or having cleared up recurs when the patient 
is subjected to the stresses of ordinary existence, the 
problem becomes very different. In many such cases 
‘general physical, neurological and laboratory examina- 
tions are entirely negative. Where pneumoencephalo- 
graphy has been carried out in cases of this type in this 
series it has usually shown no abnormality and has rarely 
had the beneficial effect on the headache which has 
been claimed for it. While at first sight it appeared 
that ‘the post-traumatic headache of chronic type was 
more frequent after closed injuries, more careful examina- 
tion of the figures revealed that its incidence was about 
the same in all types of injury when calculated on the 
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` basis of those patients who had lost consciousness. 
Appro timate 20% of the patients who had been un- 
conscious in each of the groups of closed head injury 


(many of these admitted months after the injury),' 


- compound fracture, and cerebral penetration showed this 
sequela.. It seems then that one important factor pre- 
disposing to the complication is loss of consciousness, 
so that the syndrome of headache, vertigo, tinnitus, 
&c. is better named post-concussional than post-con- 
tusional. . 

Apart from this nothing can be said-as to the etiology 
of the commonly recurring symptoms of the post-con- 
cussional syndrome. There is almost certainly a lesion 
in the brain to account for the syndrome in some cases, 
but it is perhaps no more demonstrable than that of 
cerebral concussion itself or of. ‘‘ idiopathic ” epilepsy. 


Indeed it may be even more difficult to demonstrate since — 


electroencephalography will show abnormal electrical 
activity in the cortex of the epileptic brain, whereas no 
such change is to be found in many cases of post-con- 
‘cussional syndrome. Whether or not there be a lesion 
in the brain to account for the syndrome it does seem that 
constitutional factors are important in its development, 
for in many patients the personal and family history will 
show evidence of functional nervous disease. 

Over 20% of the definitely selected group of closed head 
injuries exhibited cranial-nerve palsies. Every nerve 
with the exception of the eleventh was affected although 
the third and sixth nerves and the seventh and eighth 
were most commonly involved. While a longer period 
is required to follow up the cases it would seem that the 
prognosis is on the whole favourable. Certainly it seems 
that injury to the purely motor cranial nerves occurring 
in association with skull fracture is as likely to be followed . 
by spontaneous recovery as is a radial-nerve lesion 
complicating a fracture of the humerus. ~- 

It has been pointed out above that 13% of the closed 
head injuries was associated with evidence of focal brain 
inj It has also been suggested that the type of 
force which produces a generalised cerebral injury will 
often exert its maximum effect at one point—hence the 
origin of the local cerebral injury. This does not 
necessarily mean that the focal damage is in relationship 
with a fissured fracture (as it probably always is in 
depressed fractures). It is well known that the injury 
to the brain by contre coup may be much more severe 
than that beneath the skull at the point which received 
the direct trauma. The actual type.of lesion which is 
responsible for the signs of focal damage will vary and 
on its pathology will depend the severity of the signs, 
their duration, the ultimate prognosis and the correct 
treatment of the individual patient. For example, 2 of 
the patients had chronic subdural hematomata, evacua- 
tion of which resulted in the complete disappearance of 
the neurological signs. 

It may be well to emphasise again that this is a 
selected group of cases. The scalp wounds and closed 
injuries admitted to the neurosurgical wards were the 
more serious ones—the less severe injuries being admitted 
to general surgical wards or perhaps never evacuated to 
the base at all. This means that the incidence of focal 
nervous disturbance in both groups is higher than would 
be the case in an unselected group of patients. On the 
other hand from the point of view of mortality statistics 
it may again be pointed out that the severest injuries, 
dying within hours of the trauma, would never reach the 
base hospital either, so that mortality figures will tend 
to be too low. The mortality in the various groups of 
open injury is set out in the table. Of the 101 closed 
head injuries 63 were relatively recent injuries, the others 
being cases of post-concussional syndrome, &c. There 
were 3 deaths in these 63 cases giving a fatality-rate 
of 4:8%. 

| Summary | 

A consecutive series of 250 head injuries admitted to 
an E.M.S. neurosurgical centre is analysed. 

Since many scalp wounds are lacerated and not incised 
there is often evidence of associated brain damage. 

Scalp wounds must be adequately explored. When 
circumstances prevent immediate exploration the final 
treatment can and should be delayed until it can be 
carried out thoroughly. 

Since wide excision of the margins of a scalp wound is 

never necessary its suture will usually present little 
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difficulty. When a defect in the scalp is present- it ean 
often be closed by the mobilisation of scalp flaps. Should 
this be impossible drilling of the exposed outer table of | 
the skull will promote the rapid covering of the bone by 
granulation tissue and thus speed epithelialisation. 
Adequate debridement is important in compound 
sa bic fractures of the skull. . 
Leakage of cerebrospinal fluid is not uncommon ` in 
fractures of the base of the skull but_was not seen in 
fractures of the vault in this series. Leakage into the 
ear probably always ceases soon tavieously. A final 
decision as to the corrett treatment of cerebrospinal 
rhinorrhcea, cannot be given,. but in the early post- 
traumatic period a conservative attitude seems justifiable. 
Deeply placed foreign bodies, which are usually metallic, 
will rarely in themselves produce symptoms or signs. 


ill-advised attempts to remove them may lead to serious _ 


brain damage and permanent defect in nervous function. 

Kleven patients. who developed cerebral fungus all 
recovered. Treatment is mainly by measures designed 
to lower intracranial pressure. 

Chemotherapy with the sulphonamides, both local and 
general, is of value in all open injuries. - 

Depressed skull fracture and cerebral penetration 
result from a localised impact of considerable violence, 
whereas other types of open and all closed fractures are 
more often the result of widespread force which produces 
a general deformation of the skull. This may explain 
the high incidence of focal cerebral damage, often without 
cerebral concussion, in the former types of injury, and the 
high inaidence of cerebral concussion without focal cerebral 
damage in the latter group. 

Lumbar puncture is valuable for both diagnosis and 
treatment in suitable cases of closed injury. 

Efficient treatment in the immediate post-traumatic 
period may be important in preventing the post-con- 
cussional syndrome. The psychological background of 
the individual patient has also an important bearing on 
the occurrence of the syndrome.’ 

From the experience in this series the prognosis in 
post-traumatic cranjal-nerve paralysis seems usually 
to be good. 

Focal signs are not uncommon in closed head i injuries. 
Not every patient showing such signs, even when they 
are severe, will require operative treatment. 


I wish to acknowledge my gratitude to Prof. Paterson | 


Ross for the opportunity of investigating and treating the 
majority of the patients included in the series and for his help 
in many other ways. : -= 
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CLOTTING AND. FILTRATION OF 


CITRATED PLASMA 


MONTAGUE MAIZELS, M.D. LOND., F.R.C.P. 
(South-easiern London Blood-Supply Depot) 


UNFILTERED citrated plasma has proved of -great 
value in the treatment of shock. Its disadvantage is 
that even with the most careful processing it sometimes 
becomes infected ; and since sterile unfiltered plasma 
is naturally cloudy infection cannot be detected by ob- 
servation alone—at least until the growth is very heavy. 


-For this reason filtration has special advantages ;` it 


considerably reduces the risk of infection and leaves the 
material clear so that infection can readily be detected 
by the appearance of opalescence. Filtered plasma 
appears to have the same therapeutic value as unfiltered. 

Unfortunately the passage of plasma through Seitz - 
bacterial filter pads presents difficulties. Clotting is apt to 
occur and to limit the amount of fluid that can be passed 
through a filter. This clot develops sooner or later in 
the filtered material even when it is stored at room 
temperature. The change is hastened by cold, and frosty 
weather is usually followed by a crop of clotted samples. 
The mechanism of this clotting is, obscure and differs 
from that of physiological clotting. It is discussed by 
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Bushby, Buttle and Whitby (1940) who state that it is 
due to the crude asbestos present in all makes of bacterial 
filter pads ; it is certainly not due to calcium derived from 
the pads, since the calcium content of plasma before and 
after filtration is almost unaltered. Bushby, Buttle 
and Whitby (1940) find that clotting can be diminished 
by frequently washing the filter pads with a solution of 
caustic soda (N/30) and sodium citrate. This procedure, 
modified by Stanbury (unpublished) is said to give a more 
stable plasma which yemains clear for months. But even 


here, faint opalescence and small tags of protein material . 
may appear and gross clotting follows in time ; and it is 


to be expected that an unstable protein like fibrinogen 
would have a special tendency to denature. For these 
reasons it seems likely that plasma which has had its 
fibrinogen removed and is converted into serum would be 
more stable than unclotted plasma. 
The difficulties of storing filtered plasma have resulted 
in an extensive use of filtered serum, which has the same 
clinical value .as filtered plasma, is equally free from 
undesirable reactions and is much more stable. Never- 
theless, filtered plasma will still have to be used ; severe 
hzemorrhage is common in air-raid casualties and large 
stocks of citrated whole blood have to be available ; 
consequently there is a steady potential supply of citrated 
plasma that must be salved. The ideal method of storing 
this material is to dry it immediately after filtration and 
so secure a perfectly stable product. At present, how- 


ever, it is not possible to do this on a sufficiently big ` 


scale to deal with all the plasma available, and a method 
is still needed by which filtered citrated plasma can be 
ee ia into a product which though fluid is still quite 
stable. 

Two methods of clotting citrated plasma have already 
been reported. Picken (1941) clots plasma by the 
addition of serum, the action apparently being ascribed 
to preformed thrombin present in the serum. He finds 
that it requires five volumes of serum to clot one of 
plasma. In our opinion this is not an economical method 
and is quite impracticable except at blood-depots where 
Jarge supplies of serum are available. Clegg and Dible 
(1940) add calcium chloride to citrated plasma until 
there is a sufficient excess of calcium over citrate to cause 
clotting. An addition of 60 mg. per 100 c.cm. is needed 
and the final overall calcium content varies between 65 
and 80 mg. per 100 c.cm. The method is simple and the 
authors state that in spite of its high calcium content the 
serum is non-toxic; this will doubtless be so in most 
cases, but on general grounds it would appear undesir- 


able to issue material containing so much calcium if a ` 


product with a lower calcium content became available. 


METHOD 


The method described here combines the processes of 
Clegg and Dible (1940) and of Picken (1941) with an 
apparent economy in both calcium and serum; the one 
seeming to reinforce the other so that the total effect of 
the two combined is in excess of what might be expected 
from each separately. The mixtures of serum, plasma 
and calcium shownin table 1 will all clot completely. 
Plasma used was derived from time-expired blood pre- 
pared according to the present Medical Research Council 
method (1940): 100 c.cm. 3% sodium citrate, 20 c.cm. 
15% glucose solution and 420 c.cm. blood. 
TABLE I—CALOCIUM REQUIRED TO CLOT MIXTURES OF SERUM 

AND PLASMA 


Calcium added 


Final overall 


Serum Plasma calcium 
(parts) - (parts) 
mg. per 100 c.cm. 

2 1 9 18 

1 1 no, aS 23 

1 1°5 j 19 27 

1 2 | 23 31 

0 1 | 46 53 

+ 


It is not possible to state without clinical trial which of 
these mixtures is most suitable for use. The first four 
all have reasonably low calcium contents and the second 
and third are economical of serum. The method used 
by us for a mixture of 1-5 parts of plasma and 1 of serum 
(the third in the table) is as follows. 
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A concentrated solution of calcium chloride is prepared and 
its calcium content must be estimated either as calcium or as 
chloride. This solution is diluted until it contains 10 g. Ca 
or 27:8 g. CaCl,%. .A Winchester-quart bottle capped with a 
perforated screw top and rubber washer is then taken and 
two marks are made on its outside, one corresponding with 
the 1200 c.cm. and the other with the 2000 c.cm. level. Some 
glass beads and 3-8 c.cm. of the calcium chloride solution are 
placed in the bottle, which is capped and autoclaved. When 
the bottle is cold it is filled with plasma and serum, and any 
technique may be used which affords complete asepsis. First 
plasma is run in from the bottles of time-expired blood up to 
the 1200 c.cm.' mark. Separation of plasma from cells is 
quite crude and may include the intermediate ‘‘ buffy ” layer 
and a proportion of erythrocytes. Next, serum is run in to 
the 2000 c.cm. mark. Here also separation is complete ; 
every trace of serum is removed even at the expense of remov- 
ing a number of red cells. Cellular elements (possibly plate- 
lets) present in the mixture are mainly included in the clot 
and they appear to aid its contraction. The contents of the 
Winchester having been mixed, the bottle is left inverted in a, 
warm room (22° C.) overnight and then for two days in the 
cold. room. After this time, a small compact clot holding 
most of the red cells in the mixture will be evident and the 
clot-free fluid which contains few erythrocytes may be 
separated from it almost completely. 


There are some who may object to leaving the plasma- 
serum mixture overnight at room temperature on the 
grounds that the growth of: bacteria will be encouraged. 
If an aseptic technique is followed this objection is not 
valid. However, if desired, it will probably suffice to 
leave the material in a warm room for four hours and 
then for several days in the cold. If this is done it is 
likely that a large bulky clot will form and not contract. 
Nevertheless, it is easy to obtain most of the fluid from 
the bulky clot by slinging the inverted bottle from the 
ceiling and allowing the fluid to drain for two or three 
hours from a needle thrust through the perforated cap 
and rubber washer. It will of course be necessary to. 
insert a second and longer needle into the inverted bottle 
to provide an air-inlet. The glass beads prevent the clot 
from blocking the outlet needle and also strain off a 
proportion of free erythrocytes. When the clot-free 
fluid has been collected, it is strained through a tamped- 
down pad of Perfecta Paper pulp (a procedure in use at 
the Wellcome Research Institute) and then passed 
through a bacterial filter pad. The calcium content of 
the final product is about 28 mg. per 100 c.cm. 

Using such an artificial serum, more than 60 c.cm. 
filtrate was obtained per 1 sq. cm. of pad, and filtration 
was still proceeding freely when the experiment was 
discontinued. No trace of clotting appeared in the 
filtrate or in the pad, and the filtrate remained bright, 
transparent and free from clot for over fourteen weeks in 
the cold room. Since cold accelerates clotting due to 
filtration, it may be presumed that this filtered material 
when stored at room temperature will remain as stable 
as filtered serum. That the addition of a large excess of 
calcium had no effect on the product is further evidence 
that remote clotting is unlikely. | 

The immediate effects of filtration on ordinary citrated 
plasma and on plasma-serum-calcium mixtures were as 
follows. The first 500 c.cm. of filtered plasma collected 
slowly and a clot appeared immediately ; the next 100 
c.cm. filtered very slowly and clotted at once ; filtration 
then ceased owing to the presence of clot in the filter 
pads. In the case of fluid derived from a mixture of 
plasma, serum and calcium, on the other hand, 6500 c.cm. 
filtrate was collected quickly and without any clotting. 
The area of the filter pad was the same in each case— . 
80 sq. cm. 

The total calcium of the preparation just described was 
28-2 mg. per 100 c.cm., which is considerably less than 
that of Clegg and Dible’s (1940) material and is not 
likely to cause serious toxic effects. The. material, 
moreover, has the advantage that it provides a stable 
fibrinogen-free product,:and although serum has to be 
used in the process the therapeutic effect of this serum 
is added to that of the plasma. From one aspect indeed 
there is a saving of serum, since during the ordinary 
process of separation from blood-clot it is usual to remove 
only the cell-free upper portion of serum and to leave a 
fairly considerable ceH-rich residue behind which is 


usually wasted. When, however, serum is used to clot 


_ depending on time and temperature. 
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plasma, the whole serum may be used including the 
dregs. It is also possible to manage the initial serum 
separation so that the large clear portion is directed into 
one vessel for primary filtration and storage, while the 
small blood-stained residue is diverted into a second 
vessel and used to clot a plasma and calcium-chloride 
mixture. <A further advantage of the present method 
lies in the decrease of agglutinating titre resulting from 
mixing time-expired group O plasma with serum from 
groups A, B and AB. The process is certainly more 
complicated than the filtration of plasma in that the 
mixing of serum and plasma involves an extra manipu- 
lation ; but once this has been accomplished filtration 
is simple and straightforward, whereas the standard 
filtration of unclotted plasma demands the frequent 
washing of pads to secure a reasonably stable product. 

No definite figure can be given for the amount of 
calcium required to clot a given mixture of serum and 
plasma. The figure will vary with the amount of thrombo- 
plastic materials in plasma and serum and also with 
the relative amounts of citrate and calcium présent in the 
plasma after storage. The decrease in prothrombin 
which occurs in old plasmas may call for extra calcium. 
On the other hand, during storage citrate and calcium 
may diffuse into the red cells from the plasma, whose 
citrate and calcium contents will fall. The amount of 
calcium that must be added to produce clotting will then 
a ae on the decrease of citrate relative to that of 
calcium. 


In view of possible variations in plasma citrate and calcium, 
this question was considered more fully. There is in a bottle 
` of blood 100 ¢.cm. 3% citrate, 20 c.cm. 15% glucose and 420 
c.cm. of blood containing about 185 c.cm. of cells and 235 
c.cm. of plasma. If observations are made immediately after 
collection, before citrate has had time to diffuse into the 
erythrocytes, the 3 g. sodium citrate will be distributed 
between 100 c.cm. citrate, 20 c.cm. glucose -and 235 c.cm. 
plasma—that is, 3 g. in 355 c.cm. or 845 mg. per 100 c.cm. 
It is known that during storage blood-cells swell owing to the 
entry of water and salts : if penetration of citrate is relatively 
less than that of water, plasma citrate will rise; if the entry 
is more, plasma citrate will fall. 

Plasma citrate was estimated by the method of Pucher, 
Sherman and Vickery. (1936). Hydrogen peroxide was pre- 
ferred to ferrous sulphate for decolorising the potassium 
permanganate and several standards were set up. They 
consisted of stored serum to which the appropriate amounts 
of citrate solution were added. After twelve days’ storage, 
ten plasmas contained 780 mg.. sodium citrate per 100 c.cm., 
with a standard deviation of + 55 mg. per 100 c.cm. In 
another experiment, two plasmas separated from a sample of 
blood immediately after collection contained 825 and 850 
mg. sodium citrate per 100 c.cm. Ten days later, the con- 
tents were 850 and 770 mg. per 100 c.cm. Similar observa- 
tions apply to calcium: serum and undiluted plasma contain 
about 10 mg. Ca per 100 c.cm. ; 235 c.cm. plasma duuted with 
120 c.cm. of citrate-glucose solution should contain 6:6 mg. 
Ca. The actual figures for two fresh citrated plasma were 6-6 
and 6:8 mg. per 100 c.cm., for five plasmas stored between 5 
and 10 days 6:8 + 0-2 mg. per 100 c.cm., and for five plasmas 
stored between 11 and 16 days 6:5 + 0-3 mg. per 100 c.cm. 


It may therefore be said that such citrate and calcium 
as leaks into red cells during storage, in the absence of 
mixing and shaking, is accompanied by a more or less 
proportional amount of water. In agreement with this, 
it has been found that the amount of calcium required 
to clot a mixture of plasma and serum did not vary 
during the first twelve days of storage. 

It must also be noted that clotting is a relative process 
A mixture showing 
_ moderate clotting at twenty-four hours may show con- 
siderable clotting at seventy-two hours, unless it is kept 
in the cold, when the increase of clotting with time is very 
slow. If, then, a mixture of plasma and serum is kept 
for a longer time at room temperature, it is possible that 
less serum or calcium might be used than is indicated 
in table 1. But in our experience, if clotting is not 
adequate after sixteen hours, subsequent change, even 
though considerable, is rarely complete and such 
fibrinogen as remains will be turned into fibrin after 
passage through the bacterial filter pads and show itself 
as a slight diffuse cloudiness or as tags of protein in 
the filtrate. 
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DISCUSSION `> 


` The figures in table 1 for the clotting of plasma in large 

vessels allow a certain margin of safety, the calcium 
being about 2 mg. per 100 c.cm. higher than the least 
The experi- 
ments on clotting in bulk were based on earlier work in 
which one ounce “‘ flats ’’ were used for the sake of 
economy. It required relatively less calcium to clot 
these smaller amounts of plasma, possibly because the 
process is hastened by the nearness of the vessel walls 
to all parts of the plasma. 
amounts of plasma-serum mixtures are rather more 
accurate than those set out in table 1 and allow of 
theoretical consideration (table 1). 

A very small change in the amount of calcium added 
may make all the difference between slight and complete 
clotting. In the second experiment in table m the simple 
mixture of plasma and serum gave a diffuse tenuous 
clot; the addition of 1-5 mg. Ca per 100 c.cm. resulted 
in firm contraction. In the seventh experiment clotting 
was very incomplete with 38 mg. Ca per 100 c.cm. and 
quite complete with 42 mg. Clotting is considered com- 
plete when ‘fluid removed from clot produces no more 
fibrin when further calcium is added. | 

Column 4 of table rr shows total calcium, which is 
derived from the known calcium added and an assumed 
figure of 10 mg. per 100 c.cm. for the natural Ca content 


_ of serum and of 6-7 mg. per 100 c.cm. for citrated plasma 


—an average experimental figure. Column 6 shows the 
overall citrate in millimels based on the average figure 
of 780 mg. per 100 c.cm. for citrated plasma during the 
first twelve days of storage. In view of the fact that the 
experiments were carried out on pooled samples, the error 
in assigning average values for calcium and citrate are 
probably small, and the assumptions allow the establish- 
ment of an absolute relation between calcium and citrate. 
This relation is not a simple one, since clotting depends on 
the presence of ionised calcium. In the presence of 
citrate a small proportion of the calcium remains as a 
positively charged ion; the rest forms part of a nega- 
tively charged citrate-calcium complex (Hastings et al. 
1934) which is inactive in the clotting of blood. The 
dissociation of calcium citrate into Ca++ and the 
inactive citrate-calcium anion may be derived from the 
equations of Hastings and his colleagues. The situation 
in plasma and serum, however, is complicated by the 
presence of proteins which also form complexes: with 
calcium probably similar to those formed by citrate, and 


_which are chiefly responsible for the un-ionised calcium 


of normal uncitrated plasma and serum. McLean and 
Hastings (1935) give data for calculating ionised calcium 
in the presence of protein. The following approximate 
equation, derived directly from those of Hastings and his 
colleagues enables Ca++ to be calculated in the presence 
both of citrate and protein : 


[Total calcium] — [Cat*+] = 
([(Ca]++ x [total citrate] [Cat+] x [total protein] 
[Ca++] + K/(citrate) x 10® [Ca++] + K/(protein) x 10% 


[Catt] =) concen. { ionised calcium }- = 
[Total calcium] = | tration total os in millimols 
[ , citrate] = of P citrate per litre 
[ » protein] = 5 protein 

 K/(citrate) is the dissociation constant of the reversible 
reaction : l 


Ca citrate- — Ca++ + Citrate It- equals 0:0006. 

K/(protein) is the dissociation constant for Ca protein > 
Ca++ + protein” It equals 0:006. The fact that one 
constant is ten times the other is fortuitous. 


Protein is calculated from an average figure of 7% for 
pooled serum and 4:65% for pooled -citrated plasma. 
The figure is converted into milli-equivalents per litre by 
means of the factor 2-43 (Van Slyke et al. 1928) and the 
number of milli-equivalents divided by two, according 
to McLean and Hastings (1935) gives the value in milli- 
mols. The conversion is based on their hypothesis that 
protein behaves towards calcium as though it were 
composed of a number of negatively charged divalent 
ions. This hypothesis they support by experimental 
evidence. | i 

Ca++ has been calculated from the above equation, 
simplified by the substitution of millimolar contents for 


The data for clotting small — 
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millimolar concentrations; this does not introduce 
appreciable inaccuracy. The effect of plasma and serum 
magnesium on calcium has not been considered : accord- 
ing to McLean and Hastings (1935) the action of mag- 
nesium is negatived by the presence of the natural citrate 
found in small amounts in normal plasma and serum. 
It will be seen (table 11, column 8) that the figure for 
ionised calcium is almost the same in all the plasma-serum 
mixtures, whether the proportion of serum be high or low. 
It is difficult to escape the conclusion that when serum 
is used to clot plasma the action is not due to preformed 


TABLE II—CLOTTING AND IONISED CALCIUM 


Ca Total | Total ; | lonised 
added Ca Ca | Citrate /Protein | sicium 
peers tee 
(parts) | (parts)| m 
g. per 100 
, Soni: | mM.p.l. 
l : 
5 1 o ! 94 2-35 51 | 8 `| 0-29 
4 . 1 1°5 10-8 2°7 6 7-9 0:3 
2 1 6 14:9 3°73 10°1 7°6 0°27 
tr 1 13:5 , 21°9 5°48 15°1 71 0-29 
£ 1 -1-5 18 | 26 6°5 18°2 6°8 0°29 
1 2 21 28°8 7-2 20-2 6-6 0°29 
0 1 42 |-48-7 | 12-2 30°3 | 56 0°36 . 
\ 


mM.p.l. = millimols per litre. 


serum thrombin but to the natural content of serum 
calcium which becomes available for the plasma in the 
serum-plasma mixture, and which with any calcium 
otherwise added helps to overcome the anti-coagulating 
effect of the citrate. If the clotting effect of preformed 
serum thrombin were important, it would not be necessary, 
in serum-rich mixtures, for so much thrombin to be 
supplied by the plasma ; less plasma prothrombin would 
need be converted into thrombin and less calcium 
- would have to be added to ensure complete clotting. 
This would result in a fall of Ca++. The absence of 
such a fall indicates, as we have seen, that the clotting 
effect of preformed serum thrombin is unimportant. 
This is to be expected on general grounds, for while 
enough thrombin can be formed in one volume of unci- 
trated plasma to convert the whole into serum, once the 


conversion is complete so little active thrombin is left, 


that it now requires five volumes of serum to clot one of 
plasma. , | 
In spite of this conclusion, however, one must not 
overlook the fact that serum has some effect in clotting 
plasma other than that due to its calcium content, for 
in the last record of table 1, where plasma is clotted by 
calcium alone in the complete absence of serum, sufficient 
calcium must be added to produce a sharp rise in the 
ionised calcium. If a certain minimum of serum is 
‘present much less calcium is needed to produce complete 
clotting and Ca++ falls; but further increase in serum 
is not accompanied by a corresponding decrease in ionised 
calcium. Apart from this obscure qualitative effect, the 
chief use of serum is to add calcium to citrated plasma and 
aid clotting without raising the calcium content of the 
mixture ahove the physiological level and withou 
decreasing the protein content. 7 


Weaker Citrate Solutions as Anticoagulants 


Harington and Miles (1939) used 180 c.cm. of a solution 
containing 0-85% sodium chloride and. 1:05% sodium 
citrate to prevent the clotting of 360 c.cm. blood or 
0-53 g. citrate per 100 c.cm. blood. The M.R.C. recipe at 
present in use employs 100 c.cm. 3% citrate for 420 c.cm. 
blood or 0:72 g. citrate per 100 c.cm. blood. Both 
preparations are efficient in preventing blood clotting, 
but, while the higher citrate may have a special value in 
stabilising plasma after filtration through bacterial filter 
pads, it has a definite disadvantage if the material is to 
be converted into serum with either calcium or serum or a 
calcium-serum mixture. If the straight filtration of 
plasma were ever abandoned in favour of a conversion to 
serum. before filtration, then the following citrate pre- 
paration would be suitable: 100 c.cm. of a solution 
containing 2-22 g. sodium citrate, and 0-2 g. sodium 
chloride to 420 c.cm. blood or 0-53 g. sodium citrate to 
190 c.cm. blood. The use of such a solution would ‘allow 
of considerable reductions in the amounts of calcium 
required to produce complete clotting, as a comparison 
-of tables mı and 1 will show. | 


TABLE ITI—CALCIUM AND SERUM REQUIRED TO CLOT PLASMA 


(Plasma from 420 c.cm. blood with 100 c.cm: 2-22% Na citrate 
and 20 c.cm. 15% glucose solution) 


Ca added | Final overall Ca 

Serum Plasma ! 
(parts) (parts) , mg. per 100 c.cm. 

2 1 5 13:9 

1 1 11 19:4 

1 1°5 13 21 

1 2 17 - 24°83 

0 1 35 41°7 


In order to allow a margin of safety the figures in table Irr 
are slightly higher than the experimental values, which are 
shown in table Iv and from which the values for ionised 
calcium are calculated. Citrate in this serjes was estimated 
directly. Duplicates did not agree very well (22-4 and 24:2 
mM.), but the error will have no effect on the relativé values 
for Ca++, while the absolute effect will be not more than 
+ 6%. 


TABLE IV— CLOTTING AND IONISED CALCIUM 


Ca Total | Total . | Tonised 
added Ca Ca Citrate Protein Ca ’ 
Samy | a 
parts) | (parts mg. per 100 
eon mM.p.l 

2 | 1 3 11°9 2°98 T8 7-6 0°26 

1 1 9 17-4 4:35 11:7 7'1 0°28 

1 | 1°5 "11 19 4-75 | 14 6-8 | 027 

1 2 14 21:8 5°45 15°5 6°6 0°28 

0 | 1 30 36-7 9-17 | 23⁄3 5°6 0°32 


It will be seen that the figures~for ionised calcium 
required to produce complete ‘clotting of plasma in this 
series are, as in table Ir, about 0:28 mM.p.l. in all 
systems except the last in which serum is completely 
absent, and where Ca++ is definitely raised. ` 


Clotting by Dialysis 


The clotting of plasma by dialysis is at present quite 
experimental. If citrated plasma is dialysed in Cello- 
phane bags against a solution of sodium chloride (0-8%) 
and calcium chloride, it is possible to lower the citrate 
content of the plasma, while the calcium content may be 
varied at will, according to the amount of calcium 
chloride added to the saline solution. Thus 1 volume of 
plasma containing 780. mg. sodium citrate per 100 c.cm. 
will clot when dialysed against 2:75 volumes of saline 
containing 15 mg. calcium, while if a plasma with weaker 
citrate (600 mg. per 100 c.cm.) is used only 2 volumes 
of saline will be needed. The final plasma calcium is 
about 13 mg. per 100 c.cm. Dialysis is carried out in the 
cold room. After two days, the cellophane bags are 
hung up at room temperature for a few hours to clot, 
and then returned to the cold room for clotting to com- < 
plete itself. Dialysis is not continued during the second 
period in the cold room. . 

Clotting by means of dialysis involves a reduction of 
sugar, potassium, magnesium and other substances in 
the plasma. As the first two are greatly increased in 
time-expired plasma, a reduction is advantageous. Loss 
of magnesium and bicarbonate could be made good by 
adding magnesium salts and bicarbonate (or possibly 
sodium lactate) to the saline, though it is doubtful 
whether these particular compensatory modifications are 
necessary. On the other hand, dialysis may well cause 
a decrease in other crystalloids, whose importance is not 
at present appreciated. Finally, it must be emphasised 
once again that clotting plasma by dialysis is still experi- 
mental. It is not certain that consistent asepsis can be 
maintained during the processing, nor is.it known if 
decrease in crystalloids during dialysis impairs the 
therapeutic value of the preparation. 


: Summary 

Citrated plasma may be clotted by serum alone or by 
calcium salts. If serum and calcium are combined 
clotting may be obtained with an economy of serum and 
with only a moderate increase in total calcium. - 

Citrated plasma may also be clotted by dialysis against 
2-75 volumes of saline containing 15 mg. per 100 c.cm. 
calcium. - This method does not require serum and the 


calcium per litre is needed to clot plasma. 


. Med. Res. Coun., Lond. (1940) W 
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final total calcium is only slightly greater than normal. 
But it does involve the decrease of crystalloids which 
may conceivably be of physiological importance. More- 
over, the processing of material: in an aseptic manner 
may be difficult. At present, clotting of plasma with 
mixtures of serum and calcium is the method of choice. 

In the absence of serum, about 0-34 millimol ionised 
If a small 
amount of serum is added, only 0-28 millimol ionised 
calcium per litre is needed, but further increase in serum 
does not cause a corresponding fall in the ionised calcium 
needed for complete clotting. 
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FLEXED PLASTER SPICA 
FOR FRACTURED FEMORAL NECK 


W. A. COCHRANE, M.B. EDIN., F.R.C.S.E. 
SURGEON TO THE PRINCESS MARGARET ROSE HOSPITAL, EDINBURGH; 
AND ASSISTANT SURGEON TO THE ORTHOPASDIC DEPART- 
MENT OF THE ROYAL INFIRMARY 


THE treatment of fractures of the neck.of the femur 
depends on the age and general condition of the patient, 
the site and angle of the fracture, and on the presence or 
absence of impaction, displacement or comminution. 
It is dangerous to confine an old person with a fractured 
hip to bed, because of the risk of bedsores, pneumonia, 
and mental and physical deterioration. In the days 
before good reduction and fixation, when fracture of the 
neck of the femur was regarded as the ‘ unsolved 
fracture,” the case-mortality was 16% (Nix 1916) to 18% 
(Speed 1916). About forty years ago, Royal Whitman 
of New York pointed out that fractures of the neck of 
the femur could be reduced by manipulation and fixed 
in abduction, extension and medial rotation of the hip, 
with the expectation that bony union would take place 
in 50% of the intracapsular fractures. This’ was a great 
step forward, but: even so the mortality of this method 
has been 12-15% (Lancet, Sept. 18, 1941, p. 316). 
Löfberg (1924) reports the end-results of the abduction 
method in 306 cases of fracture of the neck of the femur; 
67% of the medial fractures united by bone, and all the 
basal fractures. In the abduction fracture at the sub- 
capital level the fragments are impacted at the outer 
side. Conservative measures may be employed with 
confidence in obtaining bony union in such cases. Adduc- 
tion fractures may oceur at any level. The effect of 
muscle-pull and weight-bearing on this class of case is to 
drive the fragments past one another, especially if the 
fracture-shaft angle is small. Careful and complete 
immobilisation of the reduced fracture is essential. The 
position of the fracture line,.its inclination, and the 
presence or absence of comminution are important in 
prognosis, whatever method ‘of treatment is employed. 
Not only transverse fractures of the neck of the femur 
are encountered but also spiral, oblique and comminuted 
fractures. Leadbetter (1933) points out that it is as 
difficult to maintain position in a spiral and comminuted 
fracture of the neck of the femur as in any other bone. 
Shatara (1941) finds that subcapital and .comminuted 
fractures have been disappointing in their response to 
internal fixation. The nearer the fracture to the head 
of the bone, the poorer is the blood-supply and the more 
difficult to maintain reduction. 

What is known as the fracture-shaft angle may be 
taken as an accurate index of the thrust and shearing 
forces to which the fracture is subjected. One line of 
the angle is the axis line of the femoral shaft, and the 
other follows the fracture-surface on the shaft fragment, 
as seen in the anteroposterior film of the hip when medial 
rotational displacement has been corrected. In con- 


` ness of late arthritis. 


a 
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nexion with Pauwel’s angle also it has to be borne in 
mind that there may be considerable shearing force 
concentrated in the angle shown in the lateral view. 
The fracture-shaft’ angle must be given due value in 
assessing indications for correct treatment, if operation 
is contemplated. In a critical review ‘of the final 
results of the operative treatment in 75 intracapsular 
fractures treated by closed pinning, Eyre-Brook and 
Pridie (1941) consider that if there is a low fracture- 
shaft angle, below 30°, the case requires more than 
Smith-Petersen’s triflanged pin alone; either the addi- 
tion of a bone-graft is required or the case should be 
treated by subtrochanteric sliding osteotomy. While 
internal fixation can be applied to most intracapsular 


- fractures, it is not to be recommended in some. 


Internal fixation” (Smith-Petersen et -al. 1931, King 
1935, Putti 1940) is the method which has first claim in 


-most adduction fractures of the narrow part of the neck 


of the femur, and it is often chosen for uncomminuted, 
displaced fractures of the broad part. But in spite of 
the good results obtainable in expert hands by this 
method, studies of end-results now beginning to appear 
make it clear that intracapsular fractures of the neck 
of the femur still present a difficult problem.: A com- 
mission set up by the American Academy of Orthopedic 
Surgeons (1941) has analysed the late results-of internal 
fixation in 247 subcapital and transcervical fractures. 
30% union followed in 169 cases (70-:1%), non-union in 

0% 
revealed a mortality of 11-6%—a figure very similar to 
that obtained with the Whitman method. Arthritic 
changes developed in a ‘quarter of the cases in which bony 
union was obtained. 
Pridie (1941), bony union occurred in 70% of the intra- 
capsular cases. 

From a considerable personal experience of nailing 
intracapsular fractures I find that the majority unite 
by bone, but I have been disappointed by the common- 
Cases of aseptic necrosis have not 
occurred, probably because the subjects were not young. 
All cases of fracture of the neck of the femur do not live 
on uninterruptedly well after successful pinning. Bon 
union from conservative treatment is the best obtainable, 
because there are no unfortunate immediate and late 
complications to be feared: In view of the varying 
circumstances and conditions in which fractures of the 
hip are treated, conservative methods can be advised 
with a good deal of confidence on account of the 
excellent end-results achieved in a‘high proportion of 
cases. Cases occur in remote parts of the country and 
in the Outer Islands where expert care by operation is 
not always readily available. 
ture of the neck of the femur is well reduced and held, 
it has a good chance of uniting by bone. If bony union 


‘does not take place, it is possible to appreciate the fact 


in time and resort to nailing. Actually, half the intra- 
capsular fractures of the femoral neck unite by bone with 
conservative measures. With new facts coming to 


. light, it should be possible to recognise the type of case . 


favourable for obtaining bony union by a conservative 
method, and the type which will give poor results by 
operation. 

It may be objected that, while good closed reduction 
to a hair-line may well be obtained by the appropriate 
manoeuvre, adequate fixation cannot be.obtained in-a 
plaster or appliance for intracapsular fractures. The 
reply to this is that in the event of really good reduction 
—possibly completed by Cotton’s (1924) impaction— 
of an intracapsular fracture, any movement which may 


take place subsequently at the hip is more likely to occur . 


at the joint than at the fracture. 


HIP-FLEXION METHOD 


Plaster fixation of the reduced fracture in flexion of 
the hip should help in solving the problem of treatment. 
It offers special advantages in some cases, and even may 
be the method of choice for a particular case. It pro- 
vides a middle course between internal fixation and the 
prolonged confinement to bed necessitated by the Whit- 
man extended and abduction position, the Wilkie butter- 
fly splint or the Roger Anderson well-leg traction 
method for basal or pertrochanteric fractures. In 
impacted fractures of the broad part of the neck of the 
femur, it may not be advisable to undo the impaction. 


In the series of Eyre-Brook and - 


If an intracapsular frac- | 


The analysis of 923 cases treated: by operation ` 
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Immobilisation in a light, close-fitting plaster spica. 
applied with the hip in flexion and moderate abduction, 
makes it possible for the patient to be lifted out of bed 


daily, to change her position in bed, and to lie for a little | 
These are outstanding ` 


each day in the prone position. 
advantages. If the nurses are asked how they like the 
method, they reply that it is most satisfactory. They 
find it easy to handle the patient and to look after the 
sacrum. The patient and household, too, express satis- 
faction. It saves the financial drain of a long period in 
nursing-homes and hospitals, for the patients can. be 
sent home in a few days, and it is a method within the 
compass of the general practitioner who lacks hospital 
or surgical facilities. It is peculiarly applicable to 
sparely built subjects, to cases of early or reduced ado- 
lescent epiphyseal coxa vara, to fractures of the narrow 
part of the neck of the femur (both varieties), and to basal 
and trochanteric fractures after reduction of the dis- 
placed cases. It can also be applied to subtrochanteric 
fracture if the fracture is oblique from the outer side 
inwards and downwards. 

The method is referred to in the textbooks but has not 
been in common use because light close-fitting plasters 
were not employed when the method was first described. 
_ Ther plasters were thick heavy and cumbersome, applied 
over thick padding, so that it became no easy matter to 
lift the patient out of bed, especially if she was stout and 
heavy. But plaster technique has improved much in 
recent years. Fixation in plaster of the reduced or 
impacted fracture of the femoral neck is the only con- 
servative method, except the Bradford (1922) abduction 
splint, which allows the patient to leave her bed daily and 
lead a life of comfort and partial independence during 
' the PERNE stage. 


CASE-HISTORY 


A woman of 84 had a fracture of the middle of the neck of 
the femur’ with considerable displacement. An hour before 
“reduction Omnopon, gr. 4, was given hypodermically. A 
small dose of procaine hydrochloride (Neocaine) 80 mg., was 
given intrathecally. Stockinet (a thin combination suit 
of anderclothing will do) was drawn on to the limb and trunk. 
The bony prominences of anterior and posterior iliac spines, 
the head of the fibula and the sacrum and lumbar spines were 
covered by strips of sticky white felt applied to the stockinet. 
The patient was lifted on to a pelvie rest, the head and 
shoulders bemg supported on a padded box. If a pelvic rest 
is not available, a small upturned basin is used to support 
the pelvis. The sound limb was held by an assistant. The 
reduction of the fracture was performed by the Leadbetter 
manœuvre. 

To apply this method, the assistant supports the unaffected 
limb in moderate abduction and steadies the pelvis. The 
surgeon faces the injured hip and flexes the knee and hip to 
. a right angle. ' He grasps the ankle with one hand and sup- 
ports the flexure of the knee on his other forearm. By stand- 
ing on a platform of sufficient height to permit of his holding 
the limb thus, with his body in a half-stooping position, the 
surgeon overcomes the shortening and practically all the dis- 


placement by straightening himself up. No additional force - 


is required ; a steady lift suffices, keeping the limb im a little 
lateral rotation while doing so. The surgeon now steps off 
the platform, bringing the hip and knee slowly and steadily 
into the extended position, at the same time carrying the hip 
into about 15° medial rotation and then into the abducted 
. position. An assistant measures the lengths of the limbs, to 

see that shortening has been corrected. Leadbetter’s clinical 
test for reduction is applied. This consists in noting that 
when the heel of the otherwise unsupported limb is lying upon 
the palm of the surgeon’s open hand, the limb no longer rolls 
out into lateral rotation. 

In this case one felt confident that complete reduction had 
been obtained and equally confident that, by now gently 
flexing the hip by about 50° to 60° and reducing the degree of 
abduction to, about 20° from the midline, movement would be 
more likely to take place at the hip-joint than at the site of 
fracture. So it proved. The knee was kept flexed by about 
25° from the extended position, so that the lower leg acted 
- as a crank-handle to maintain position. X-ray films of the 
hip were taken in two planes, first in the extended and then in 
the flexed position. It was found that a hair-line reduction 
had been obtained. 

A close-fitting, light and carefuliy moulded short plaster 
spica was applied (see figure). - Such a plaster need be only 
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` eation of the spica, part of the 


to permit of motion in the 
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about } in. thick, save for reinforcement by slabs } in. thick 
applied to the anterior, posterior and lateral aspects of the 
hip. The foot and ankle have a separate, removable posterior 
plaster splint made for use in bed. It is carried about 1 in. 
beyond the toes, to keep the weight of the bedclothes off the 
foot. In moulding the/plaster spica of the hip, the knee 
and lower third of the thigh are i aa Coa by the 
palms of the hands. Firm | 
anteroposterior compression 
is used at the mid and upper 
thigh. It is also moulded 
firmly between the trochanter 
major and the iliac crest and 
above the iliac crests. In — 
applying the plaster it is 
important to cover the 
buttock adequately ; this is 
often done incompletely. 

The patient was lifted out ’ 
of bed two days later, to sit up 
comfortably in a chair all day. 
This routine was carried out 
daily. Soon after the appli- 


casing was cut out anteriorly 
over the lower leg and knee 
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knee for a short period every 
day; quadriceps drill was 
started, and a domette 
bandage used to hold the knee 
back again in 25° flexion. . 
She was sent home a week 
after she had first got up. 
The district nurse attended 
her every morning, and, with 
the assistance of the patient’s 
daughter, helped her into 
a chair for the day. The 
patient was soon able to give 
a good deal of assistance. She went on uninterruptedly well, 
bony union in perfect position took place, and the leg is as 
good as ever. There is full movement in the foot, knee and 
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Flexed plaster 
spica.. 


- hip, and the patient is active and welk 
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DISCUSSION 
It is worth digressing to note that fractures through 


‘the broad part of the neck of the femur and the tro- 


chanter major are not unattended by a real risk of fatal 
pulmonary embolism. This risk seems to be lessened if 
reduction is performed within the first 48 hours after 
injury ; 7-10 days after the fracture is the dangerous 
period. I have notes of 5 cases, occurring during a 
period of 2 years, of proved fatal pulmonary embolism 
arising at the time of attempted reduction of basal and 
trochanteric fractures in old female subjects. The 
embolism took place in each case at the time of attempted 
reduction, 7-10 days after the accident. If it is decided 
to reduce a fracture in this region, it should be done 
forthwith or after a delay of three or four weeks. The 
danger i is a real one, and relatives should be warned of it. 

It is commonly imagined that the abduction method 
of treating fractures of the neck of the femur consists 
only in carrying the limb out into abduction. Reduction 
cannot take place until the shortening has been manually 
corrected, the trochanter and shaft have been lifted 
forwards, and lateral rotation has been corrected; it 
is then that abduction is carried out. The Leadbetter 
manceuvre and test should be known to all who may 
have to deal with these injuries. 

Persistent local tenderness is a diagnostic sign in these 
cases of fracture of the femoral neck, which often occur 
in stout subjects in whom the classical features of 
shortening, deformity and complete loss of function are 
absent. The pain is often referred to the thigh and 
knee and not to the hip itself. 

Moore (1928) has employed the plaster fixation method 
routinely and successfully for many years. He states 
that owing to the position of flexion, abduction and 
medial rotation, the capsule and muscles of the hip are 
used advantageously in maintaining reduction, and that 
flexion puts the gluteus maximus and medius on the 
stretch, thus forming a strong natural hammock and pre- 
venting backward displacement and eversion of the 


@ 
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thigh. He urges the use of spinal aneesthesia in reduction. 
Campbell (1919) reported the successful use of the method 
in 3 cases. Judet (1921) also reported favourably on it. 


Cannaday (1930) reports that for several years he has . 


advocated and prattised the application of a plaster case 
in a modified Whitman position... He calls it the sitting 
Whitman position. 

My own experience of the flexion method, though 
not extensive, has been satisfactory, and I have been 
favourably impressed by the comfort and well-being of 
the patients. 
fracture effectively, but.if there is doubt about this, the 

other thigh can be included and a cross- bar for lifting 
incorporated just above the knees. It is possible to 
attempt reduction under morphia alone, but the addition 
of a local or spinal anesthetic is preferable. 

Plaster fixation is the revival of an old method, but 
- with a difference. It is applied after accurate reduction, 
controlled by improved X-ray technique, and relies on 
the efficiency and lightness of a close-fitting plaster. 


SUMMARY 


Fractures of the neck of the femur are important and 
common injuries, associated even now with considerable 
mortality and disablement. 

Reduction and immobilisation, combined with as 
much normal activity of the body and limb as possible, 
are the immediate objectives of treatment. 

The hip-flexion method with plaster fixation has a 
part to play in achieving these aims, and in promoting 
union. 
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ACUTE BACTERIAL ENDOCARDITIS 
TWO UNUSUAL CASES 
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Two atypical cases ‘of acute bacterial endocarditis, 
each possessing distinctive features, have recently come 
to our notice. 


Case 1.—A married woman aged 60. Her past history 
was given by her husband, an intelligent observer. She was 
quite well until Jan. 4, 1941, when she was taken ill in the 
night and vomited, complaining of severe pain in the left chest 
and back. She remained in bed, and on Jan. 6 complained of 
sudden severe pain in the left foot, which went white, and 
then became blue as the pain decreased. On the evening of 
Jan. 11 the same phenomenon occurred in the right hand. 
On Jan. 6 small purpuric spots had appeared in the skin over 
both patelle, and on the same day her nose and the surround- 
ing 1} in. of the face had become faintly blue. She com- 
plained of no pain in the nose until Jan. 11 when it had 
become deeply discoloured (fig. 1). 

When admitted to hospital on Jan. 12 her pulse-rate was 
124; temperature 96-4° F., respirations 30. The pulse was 
regular in the left arm, but in the right arm no pulsation was 
palpable in the radial artery or ante-cubital fossa. In the left 
foot, which was cold and blue, pulsation in the dorsalis pedis 
artery was present and equal to that in the right foot. The 
nose was a deep purple and tender, and the skin around it was 
discoloured by petechiew. The heart was enlarged towards 
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count on Jan. 14 showed red cells 3,000,000 per c.mm. ; white 


‘The method can control the reduced’ 


' 2 late erythroblasts and 1 normo- 


' valvular disease of the heart ; 


superior ‘labial arteries on one side. 


a Hibb’s pine grafting operation for Pott’s disease. 
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the axilla, with the apex-beat 1 in. outside the midclavicular 
line. The heart-sounds were distant, but both could be heard 
in all areas ; there was a soft blowing systolic murmur at the 
apex conducted to the axilla. Blood-pressure 130/80 mm. Hg. 
The patient was drowsy on admission and gradually became 
more so. The nose became more deeply purple, and the blueness 
of the right hand spread slowly up the forearm. A blood- 


cells 42,000 (neutrophils 84-8%, lymphocytes 3-1%, mono- 
cytes 4:1%, no eosinophils or 
basophils, myeloblasts 2:3%, 
premyelocytes 2-3%, myelocytes 
2-7%, metamyelocytes less than 
1%); in counting 300 white cells 
1 megaloblast, 1 early.erythroblast, 


blast were seen. Polychromasia, 
punctate basophilia, anisocytosis 
and poikilocytosis were noted. 

By Jan. 18 pulsation in the right 
dorsalis pedis artery was no longer 
palpable and cyanotic patches had 
appeared on the left thumb, index 
and second fingers from deep 
hemorrhages. Shortly before her 
death on Jan. 23 the skin of her 
alee nasi was becoming detached. — 
Throughout her illness she was 
afebrile. 
` At autopsy the findings were those of acute bacterial endo- 
carditis. The right pleural cavity contained 140 c.cm. of 
blood-stained fluid. The heart weighed 13 oz. ; myocardium 
flabby and pale. Infected clot in tip of right ventricle, 
attached to the wall of the chordæ tendineæ. Tricuspid and 
mitral valves normal. Ulcerating vegetations, in one of which 
masses of cocci were found, were growing on each cusp of the 
aortic valve. Coronary arteries normal. Numerous red 
infarcts in both lungs. Sections showed emboli with clumps 
of cocci in both kidneys and the spleen. 


Clinically this seemed to be a case of multiple emboli 
being thrown off into the blood-stream from the endo- 
cardium.: The blood-count, notable for the large 
number of primitive white cells, was against a diagnosis 
of endocarditis, and so were the following clinical points : 
she was afebrile throughout ; there was little evidence of 
the exactly symmetrical 
cyanosis of the nose was perplexing, in view of the 
organ’s bilateral vascular supply ; the occurrence of the 
pulmonary emboli before the systemic emboli was 
difficult to explain. 

In the light of the autopsy findings the absence of 
fever remains inexplicable. There should perhaps have 
been some indication of the aortic involvement on 
auscultation, but no murmur was heard in spite of 
repeated examination with this point in mind. The 
case serves to emphasise the facet that signs in the heart 
are often lacking in cases of endocarditis. The sym- 
metrical cyanosis of the nose „had arisen from a single 
small embolus obstructing the bifurcation of a branch of 
the external maxillary artery into the lateral nasal and 
Thrombosis had 
occurred subsequently along the superior labial artery 
to the junction at the bifurcation on the opposite side, 
thus effectively obstructing the arterial circulation to the 
area affected. The pulmonary infarcts were secondary 
to systemic emboli blocking branches of the coronary 
artery, with the resulting infarction of the myocardial 
tissue they supplied. Vegetations formed on the 
damaged endocardium at the apex of the right ventricle 
and portions were carried into both lungs. The clot 
formed on the endocardial aspect of one infarct supplied 
a ready nucleus for the incubation of the causal organism, 
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Fig. 1—Nasal discolora- 
tion due to infarct. 


` and the dislodgment of this first thrombus left a suitable 


starting point for further thrombi to form. 


CasE 2.—An unmarried- woman, aged 21, was sent. into 
hospital as a case of pericardial effusion. She was well until 
Feb. 2, 1941, but that evening complained of pain in her 
back, running up both sides of the vertebral column, into the 
neck, and over the head. She had had vague pains in her 
abdomen and legs. On Feb. 3 she went to bed where she 
remained until seen by her doctor, who sent her into hospital 
on Feb. 3% At 14 she had been in an orthopedic hospital for 
She 


- incubation. 


- 


within the midclavicular line. 


-small effusion in both pleural cavities. 
‘ normal size; musculature of the ventricular walls of average 
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-had not had rheumatic fever or any other diseases relevant to 


the present illness. 

On admission the pulse-rate was 112; temperature 101°2° F.; 
respiration 28. She was complaining of pain in the left chest 
which checked full inspiration. She was very cyanosed about 
the face and lips; her respirations were laboured, with the 
alæ nasi working. Tongue coated; pharynx flaked with 
pus. Pulse regular; apex-beat in third interspace, 1} in. 
The whole heart appeared 
to be rotated by the kyphoscoliosis resulting from the spinal 
caries, so that the apex was displaced upwards and inwards. 
The first and second sounds were well heard at all areas, but 
faded in intensity on inspiration. First sound loud and 
slapping at all areas. A blowing‘systolic murmur was heard 
at the apex and conducted to the axilla. At the aortic and 
pulmonary areas, a diastolic murmur was heard. There was 
no pericardial friction, or other exocardial sound. The chest 
was difficult to examine on account of the spinal graft. There 


: was definite dullness on percussion at both bases, with poor 


movement and greatly diminished air entry at the right base. 
These findings, with the raised temperature, pulse, and 
respiratory rates suggested bronchopneumonia. No other 
abnormal findings. 

She was started on a course of sulphapyridine, but this had 
no effect on her temperature, which fluctuated between 100° F. 
and 103°F., and the drug was stopped after 12 g. had been given. 

Blood-count on Feb. 8 showed white cells 4300 (neutrophils 


74%). Blood-culture in glucose-broth medium on Feb. 7 gave, 


a heavy growth of Staphylococcus aureus, within 48 hours of 
Blood-count on Feb. 9 showed an increase in 
white cells to 11,000 (neutrophils 82%). She slowly deterio- 
rated and died in coma on Feb. 10. 

At autopsy the lungs contained multiple red infarcts, the 
parenchyma being congested and cedematous. There was a 
The heart was of 


consistence, the right ventricular muscle being definitely 
thicker than the left. The interventricular septum was 
deficient in the upper third. Aortic and mitral valves 
normal. pulmonary valve consisted of only one cusp, 
with two rudimentary attempts at: division. Lying in the 
pulmonary arterial wall immediately distal to the valve were 
two depressions in which lodged two large thrombi (fig. 2). 
This was evidently the source of the pulmonary infarcts. 


- Minute beaded nodules could be seen along the free margin 


of the single pulmonary cusp, indicative of an early valvular 
infection. The pulmonary artery itself was much narrowed 
in the first inch of its course. 


The girl had apparently led a perfectly normal life up 
to the time of this illness, and had not been at all 
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Fia. 2—Heart showing single pulmonary cusp, and depressions 
behind it containing thrombi. 
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‘tenseness of the skin- over one trochanter. 
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incapacitated by such a grossly deformed heart, beyond 
getting somewhat blue in the face when climbing stairs. 
. In her “ Atlas of Congenital Diseases of the Heart,” 
Maud Abbott doés not mention any reported case of a - 
single pulmonary-valve cusp, but the condition is referred 
to as a rarity in pathological works. This case also bears 


out the teaching that it is uncommon to find bacterial 


endocarditis affecting the right side of the heart except 
in the presence of congenital cardiac deformity. We 
wished to keep the heart intact as a museum specimen, 
so the depressions in which the thrombi had formed 
were not explored. It is, however, reasonable to suppose 
that vegetations had developed at the valve bases at 
the same time as those on the cusps, and that these had- 
led to the formation of the thrombi. The infection was 
with Staph. aureus, which is uncommon in bacterial 
endocarditis. Section of the diseased valve confirmed 
the presence of endocarditis and of bacteria. ' 


We are indebted to Miss Margaret Williamson for the 
illustration of the heart, and to Dr. Raymond Greene for the 
photograph (originally in colour) illustrating the first case. 


Medical Societies l 


`. ROYAL SOCIETY OF MEDICINE 


AT a meeting of the Section of Surgery on Dec. 3, 
with Mr. E. Rock CARLING, the president, in the chair, 
a discussion on 
Effects on the Kidney of Trauma tọ Parts other than 

the Urinary Tract 


was opened by Dr. E. G. L. BYWATERS. 


Outlining the 


- various types of excretory impairment following trauma, 


Dr. Bywaters pointed out that the oliguria common 
after most severe traumata, as well as the albuminuria, 
hyaline casts. and transitory rise in blood-urea concen- 
tration sometimes seen, is a functional impairment, due 
to extrarenal causes, and that renal tubular function 
itself is seldom impaired. He drew an analogy with the 
azotæmia of gastrointestinal hemorrhage, where one 


or more of four factors—increased urea formation, 


decreased filtration pressure, decreased renal blood flow, 
and decreased renal reserve—may in any given case be 
involved. After referring to the renal damage following 
burns and traumatic liver necrosis, he gave an account 
of crushing injury or compression syndrome, based on 
60 cases collected by the M.R.C. through observers 
throughout the country. This .syndrome was first 
described in Germany during the last war, and it 
occurred unrecognised after the Messina ‘earthquake in 
1909; it was not, however, referred to in: Anglo-Saxon 
writings, despite its occurrence in mining accidents, as 
McLelland has recently recorded from Canada, and 


: after traumatic injuries to main vessels in civil life. 


Most cases show no fall of blood-pressure, yet many of 
these have a reduced blood-volume with hamoconcentra- 
tion and compensatory vasoconstriction. This type, 
only recognised on careful observation, was illustrated 
by a “crush ” case observed by Riddell and Dow without 
“ shock,” in which myohzemoglobinuria and temporary 
azotemia was associated with loss of a litre of plasma 
into the tissues and- little external sign except some 
The . most 
important biochemical ‘feature of these cases is the 
tendency of urinary urea and chloride to approximate to 
that in the blood, pointing to tubular dysfunction. The 
associated fall in alkali reserve and rise of serum potas- 
sium and phosphate possibly may be partly due to 
absorption from damaged tissue. Biochemical evidence of 
recovering tubular function has been seen in a fatal case ; 
death is often sudden and associated -with cardiac 
irregularities not unlike those seen in experimental 
potassium poisoning. Dr. Bywaters then demonstrated 
the pathological appearances, particularly emphasising 
the pigmented casts in the collecting tubules and the 
necrosis seen in the distal convoluted tubules- and in . 
Henle’s loop at the boundary zone, with discharge of 
hyaline casts into the interstitial tissue. This renal 
change is not specific, for it has been seen after septic 
abortion, in severe cachexia, in. idiopath’c paralytic 
myohemoglobinuria, and in mismatched transfusion. 
The pigment excreted in ‘‘ crush ” cases, however, is not 
hæmoglobin but myohseemoglobin, whose renal clearance 
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is 25 times as great, accounting for the lack of plasma 
pigment. The myohemoglobin. comes, with other 
autolytic products, from muscle. Microscopically there 
are three types- of muscle necrosis—first. that due to 
direct pressure ischeemia where the line bounding the 
necrotic zone corresponds with that in the skin ; secondly 
that probably due to rise of intrafascial tension, where 
the whole muscle is necrotic irrespective of skin areas ; 
and thirdly, where there is necrosis of isolated fibres only. 
. The last may be due either to vasospasm, illustrated by 
a case with perivascular hematoma, lack of limb swelling 
and little if any hzmoconcentration, or to traumatic 
arterial rupture with limb ischemia, illustrated by a case 
seen with Mr. W. H. Graham, following a traffic accident 
without prolonged compression. In a given case any or 
all of these varieties may be present. Apart from the 
importance of muscle ischemia, 
remained as obscure as that of the anuria of mismatched 
transfusion, but experiments on dogs by Professor Winton 
and on rabbits at the London Postgraduate Medical School 
` indicate that there are two factors necessary, one produc- 
ing tubular damage and the other, possibly, obstruction. 
Prognosis is difficult, depending on the extent of injury, the 
rise of blood-urea, and the establishment of a diuresis. A 
third: of the cases have recovered. Improvement here, 
Dr. Bywaters suggested, will depend on thinking of renal 
failure immediately after, or even before, admission, in- 
stead of about the fourth day, and protection with alkalis 
and adequate diuretics before treatment of the shock and 
the local ischemia.. He concluded by emphasising the 
present ignorance, particularly of the early stages, and 
pleaded for earlier and more detailed observations. 

Mr. R. H. R. BELSEy discussed the surgical treatment 
of the local lesion in relation to the more general changes, 
and urged the extreme need for detailed: observations 
recorded at the onset of injury and treatment; fully 
investigated cases are still too few for treatment to -be 
other than speculative? He cited the changes observed 
in the crushed limb—cedema with muscle pallor, and 
necrosis, sometimes corresponding to the areas of direct 
pressure ; an increase of tension within the fascial com- 
partments of the limb; peripheral arterial pulsation, 
sometimes absent when the case is first seen, or an 
initially weak pulse becoming progressively obliterated. 
Sometimes, however, the pulse is normal, and in one case 
was stronger than in the uninjured limb. At autopsy 
there is rarely evidence of thrombosis or gross damage 
to the main arteries of the limb, although in a few 
instances rupture ofa major vessel has been found. 
Intense arterial spasm, demonstrated at operation, 
seems to be a common cause of the ischemia. Loss of 
nerve function has been recorded in the majority of cases, 


probably due to ischeemia rather than to direct pressure, 


but this usually lasts only 6-12 weeks. The skin shows 
erythema and later blebs, but as a rule evidence of 
gross traumais slight. From these observations he deduced 
that the muscle neerosis is ischemic in origin, due. prob- 
ably to traumatic arterial spasm and possibly to direct 
pressure also ; that with restoration of the blood-supply 
to the limb there occurs a flooding of the circulation with 
a hypothetical toxin, and passage of plasma from the 
blood into the damaged tissues of the limb, resulting 
perhaps in an increase. in subfascial tension. Mr. 
Belsey then put four queries, answers to -which are 
necessary to plan rational treatment. How long a 
period of ischzemia is needed to produce necrosis ? He 
has recently seen a case trapped for 45 min. only, although 
reflex vascular spasm may have been present for longer. 
Is “ toxin ”’ 
limb circulation? At what stage does renal damage 
take place ? Is muscle necrosis the sole cause of the renal 
damage ? Searching for collateral evidence, he has found 
no mention of renal damage in cases of Volkmann’s 
contracture or in the case-records of all patients with 
limb fracture admitted to a general hospital during the 
last ten years (although this will not surprise anyone who 
has ever attempted .to elicit vital information from 
hospital case-notes). Allen’s experimental work on 
refrigeration in ligated limbs may throw some further 
light on treatment. It is difficult to assess the effect of 
surgical treatment, especially when many forms of 
therapy have to be used concurrently. He asked for 
detailed and accurate observation of all cases and 
deprecated the tendency to record only cases that 


pathogenesis still- 


` prefers the term ‘‘ compression syndrome.”’ 


trivial ones. 


production continued after restoration of | 


recover and to suppress the failures. Operative treat- 
ment has been little employed -as yet, probably, he 


.thought, quite rightly. Primary amputation has been 


performed in three cases, two of which were fatal and one 
recovered. Decompression of the limb by incision of 
the deep fascia has been done in seven cases, of which 
only three have been recorded; three died and’ four 
survived. Decapsulation of. the kidneys has been per- 
formed in one case with established renal failure, but 
the patient died. Two distinct problems emerge—to 
save the patient’s life, and to save his limb. The two 
aims may -be mutually antagonistic, in that restoration 
of the circulation to the crushed limb may lead to a 
sudden flooding of the body with toxin. Mr. Belsey 


then briefly described five cases admitted to St. Thomas’s — 
Hospital Sector. 


One case with both legs crushed was 
given ‘“‘ rest and quiet ” only until the fifth day, when 
muscle decompression was performed ; she died next day. 
Another, with a crushed arm, was also decompressed, and 
recovered satisfactorily. A fourth case will delight the 
non-interventionists, for despite extensive damage and 
a blood-urea of 460 mg. per 100 c.cm. the patient recovered. 
The most recent case was crushed for 45 min. only and 
showed multiple fractures, myohzemoglobinuria and 
typical post-mortem findings. No evidence has yet 
been published that surgical treatment has played any 
part in saving life, and the picture is still too confused 
for any conclusions on treatment. He pleaded for more 
objective observation and less speculation on treatment. 

Dr. JOHN McMICHAEL reviewed the present ideas 
on treatmient. Since there is strong clinical and 
experimental evidence of the importance of autolytic 
products from muscle in the genesis of renal failure, a 
rational approach would be to ensure a good flow of 
urine by warm drinks before release. Since these 
hypothetical noxious substances are only absorbed after 
re-establishment of the circulation to the leg, a tournr 
quet may be valuable until such a protective diuresis 
has been established. Further slowing of autolysis 
can be achieved by surrounding the limb with ice, 
which by slowing metabolism will also avert incipient 
gangrene. Sodium citrate and bicarbonate given in 
adequate dosage will combat the invariable acidosis and 
may thereby minimise renal damage. It may also prevent 
pigment precipitation. Other diuretics have been tried, 
but there is little evidence to favour one more than another. 

Mr. Davin PATEY remarked that, as far as surgical 
experience in this country is concerned; this is an entirely 
new problem. He objected to the current use of the 
phrase ‘‘ crushing injury ”’ because, in the cases he has 
seen, there has been no crush in the surgical sense; he 
The policy 
of healthy neglect he thought dangerous, and cited a case 
to support this belief; only by continued observation 
in the early stage can serious cases be distinguished from 
He then propounded the theory on which 
was based the treatment used in the two cases published 
in THE LANCET (1941, 1, 780)—that renal damage may 
be due, not to the passage of substances from muscle to 
blood but the reverse; since those initial attempts to 
restore fluid from the limb back into the general circula- 
tion he has had no further cases. 

Mr. V. H. RIDDELL said that early protection of the 
crush case implies early recognition. This can only be 
achieved by a thorough examination of every case, for 
in some there is no symptom and only the slightest 
external sign, such as a transient erythema, to mark a 
deeper lesion which will later produce renal damage. He 
directéd attention to the oliguria seen after other types 
of shock, including that of surgical trauma, the occasional 
presence of albuminuria, red cells and casts in the urine 
of air-raid casualties which has recently been recorded 
by Grant and his co-workers. Mr. Riddell is now 
making a routine study of all urine passed after severe 
operative trauma. 

Prof. J. SHaw DUNN spoke on , the pathology of the 


condition, emphasising the localisation of the necrosis | 


to that part of the nephron used for concentration and 
acidification. He pointed out the similarity to the 
tubular necrosis evidenced in animals by phosphate and 
uric acid, and agreed with the treatment proposed by the 
previous speakers. 

Mr. R. H. O. B. Roninson asked for information on 
the value of oxygen therapy and sodium sulphate. 
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Major DANIEL MAGNER, Mr. J.C. F. LLOYD WILLIAMSON 
(in conjunction with Dr. J. M. JANES) and Mr. W. H. 
GRAHAM in turn described cases they had had under their 
care, in each of. which, after a traffic accident with trau- 
matic rupture.of ‘the main leg arteries, the patient had 
survived the immediate shock, and that due to subsequent 
surgical treatment by means of massive transfusions, 


only to die several days later in uremia. In the kidney, 
changes very similar to those of crushing injury were 
found, although in none ‘of the four cases had com- 
pression lasted longer than a few minutes. It was 
mentioned in the discussion on these cases that the pig- 


ment of the-urine had not yet been identified. 

Mr. RUSCOE CLARKE presented a case of minor renal 
disturbance discovered by careful biochemical study in a 
patient with a major limb injury from an automobile 
accident. An initial period of oliguria preceded amputa- 
tion in spite of normal blood-pressure. After amputation 
the urinary output and urea concentration rose in spite 
of a fall in blood-pressure. Further specimens of con- 
centrated urine contained numerous byaline casts. 
Recovery was uneventful without further sign of renal 
involvement. The disturbance was presumably pre- 
renal, associated with incipient shock. The case illus- 


trates the type of minor renal dysfunction following ' 


trauma which may easily be overlooked. 

Mr. Guy BLACKBURN bore witness to the value of 
sodium sulphate and alkali, urging the importance of 
correcting the acidosis seen in these patients ; he castig- 
ated those who have called this the ‘‘ continuous inter- 
ference syndrome ” and thought that the policy of 
healthy neglect is mischievous. Anuria may be due to 
sulphapyridine, but is in some cases not a failure to 
secrete but an inability to pass urine; he advocated, 
instead of the daily catheterisations sometimes necessary, 
the institution of tidal drainage. 


o In England Now 


A Running Commentary by Peripatetic Correspondents 


- Two of the first babies I delivered after I had settled in 
this practice left school this summer. Mary is going to 
my old hospital to nurse, Joan has started at the univer- 
sity. I am fond of them both, but Mary’s decision 
brought back vividly my time in the private wards when 
for four weeks I lay on my back and.a number of pro- 
bationers, staff nurses and two sisters came at odd times 
to minister to me physically or stimulate my inquiries. 
So competently did they dispel my aches and pains by 
the way they dressed my wounds or rolled me about that 
I decided there and then that I would value my own 
surgical skill less and attribute a good deal more to the 
nurses. I even wished that every surgeon who is rude 
and cantankerous to his staff should fall into the power of 
those he fumed at, so that he might appreciate their skill. 

But my time as a patient left me with other queries. 
What is it that makes some nurses good and others bad ? 
Is finance alone (as some seem to think) the key to 
attracting better probationers? From my experience 
I am clear that the nursing school counts. This is not 
mere pride in my alma mater. Those who controlled 
me so quietly were- not merely efficient automata, they 
were also intrigued with their duties. Sisters, tutors and 
ward sisters had given them an interest in their patients 
not merely born of necessity. In other words, they were 
motherly and all-expectant, but they brought what must 
be called intellectual stimulus to their job as well. The 
sentimentally sympathetic one bored me; the best 
educated one alarmed me. The former seemed to be 
treating me rather as I suspect she treated her dolls till 
the age of 12. The latter had ideals and ideas, but she 
didn’t carry out the heroic and her plans for the future 
she had to admit were absurd. It all sounds very well 
on paper, and she might convince audiences but not 
colleagues. The first hadn’t grown up; the second was 
jn nursing from mistaken motives. The one had little 
use for intellect, the other bad hardly any conception of 
‘* understanding.” ; 

As one reads the reports of those who want to attract 
more women into the nursing profession, one wonders 
whether. salaries loom as large as they are said to and 
how far the tales that ‘‘ nursing is a glorious profession ”’ 
stir the adolescent. As far as discreet inquiries could go, 
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none of my mentors had private means but the glamour 
motive of Florence Nightingale had loomed fairly large. 
Are the words “ glorious profession ”’ really representa- 
tive? Just as the university graduate speaks glowingly 
of his three years as a student, so the nurse waxes enthusi- 
astic over the life in hospital. Does finance count much ? 
Big salaries may attract potential nurses into other posts. 
I doubt if poor pay discourages many enthusiastic school- 
girls. Their idealised nurse may be a creature “ that 
never was on sea or land,” and the new probationer’s first 
contact with an unimaginative ward sister may set the 
tone for all her future musings on her profession. I am 
concerned not so much for finance, nor for the junior, but 
for the equipment of the trained nurse who as a sister 
in her own or another hospital will influence so greatly the 
probationers she trains. 

What is it that we ask from our nursing students ? 
Physical labour, rigid compliance with a certain tradition, 
keen observation, a willingness to suffer criticism, thank- . 
lessness. We offer the satisfaction of well-earned fatigue, 
gratitude from patients and a keen development of the 
five senses that converts the senior sister into an acute 
observer (more acute than any man doctor usually is), 
with friendship and a deep-seated realisation of the 
maternal instinct. When Mary’s friend Joan goes to the: 
university, what is she offered over and above learning ? 


_Some insight into scientific méthods and a closer under- 


standing of great minds, the ability to connect more and 


‘more of the jigsaw of experience and to see where econo- 


mics influences politics, geology directs trade, human 
incompatabilities affect national aspirations. Most im- 
portant of all, she discusses with her colleagues, not the 

crushes of schoolgirls, but the interconnexion of ‘all she 

studies with the world she learns of in the debating hall 

or from the social and cultural difference of students . 
drawn from divergent schools. 

It is easy to assume that Joan’s experience at the 
university is better in quality than Mary’s in hospital. 
We hear a good deal of ‘‘ nurses only interested in 
young men,’ sometimes derogatory remarks of a 
nurse’s intellectual attainments. If Mary will in four 
years be a skilled nurse with an eye on the marriage 
market, and Joan a first-class private secretary with 
an eye on the money market, can we say that one 
will represent a higher type than the other? Even 
suppose Joan becomes a blue stocking, will she be 
any better or worse than Mary? But I do admit that 
Mary might have more cultural interests and Joan have 
more real experience of human frailties. Joan’s defici- 
encies were thought to be made good in the old days if she 
came and ‘‘ slummed ” for six weeks. I am not clear 
that anyone helps to broaden the cultural experience 
of the Marys. Nurses’ libraries are improving, so are the 
periodicals in them—but free theatre tickets usually come 
for the worst and not the best plays (are there ever tickets 
for concerts ?). Mary says she is too tired to think of 
much beyond nursing; Joan believes that by midnight 
discussions she comes to know about “ life.” At present 
the culturally interested nurse is as rare as the effectively 
useful blue stocking, and matrons and dons might well 
remember it. The nurse can chatter and gossip, the 
women students build new Utopias of the imagination. 
The latter will not necessarily make good teachers or good 
social workers, any more than the former can contribute 
to their convalescing patients’ interests or their juniors’ 
enjoyment of art (in its widest sense). 

The don is a person of authority in her own right. Is 
the sister ? ' I am inclined to believe that in general she 
is not. Exceptions there certainly are, but I can’t help 
feeling that what prevents Joan being a nurse (and her 
mother was a good one) is that she senses that a uni- 
versity career will lead on to something more creative 
than Mary’s career. Mary will ultimately be responsible 
toadoctor. This is not the freedom towards which Joan 
is attracted. Nursing is a pseudo-profession remaining 
the handmaid of the medical profession. It attracts, 
therefore, not only those who are delighted in its scope 
but those who shelter under its wings. We know the 
latter type of doctor. Our view of the nurse may necd 
altering—our attitude to her certainly does. 

x * * 

He is registered as a rabbit-trapper but might with 
equal truth be described as a game-keeper or a poacher 
or a combination of all three; a little lean gnome-like 


- serving soldier. 


\ 


- portion of adsorbent ; 
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creature with a brown wrinkled face looking more than 
hig 45 years. 
During the troubles in Ireland he was 
taken prisoner by Sinn Feiners and told every night 
for a week that he was to be executed next morning. 
Such things try a man so he knocked the sentry out with a 
candlestick and made a dash for it, escaping with nothing 
worse than a deflected septum. He has been a great 
runner in his time at all distances up to a mile. He even 
won an inter-Services cross-country race when he had 
been made so tight beforehand by his admirers that he 
had to stop and vomit at intervals during the contest. 
Not so long ago he and his two growing sons, who have 
inherited his fleetness, shared all the prizes at a small 
athletic meeting. He has also tried his hand as a jockey 
and played soccer and boxed for the Army. As a game- 
keeper he has had many a heroic encounter with poachers 


and diddekis (as he calls gipsies) in which, if he is to be - 


believed, he always came off best though not necessarily 
unscathed. He owns three scruffy Tittle bitches; two 
spaniels and an elderly fox-terrier. They all look 
hungry but are happy, obedient and obviously devoted 
to him.’ To see him handle ferrets and fitches is a lesson 
in deftness ; if they won’t go down a hole he kicks their 
noses gently or flicks them in with his cap; nor do they 
protest when picked up and carried' by their tails. 

With pride he described how the old terrier bitch had 
fought two foxes and two badgers in an earth for 36 
hours on end and then had to be dragged off. In some- 
ways he himself resembles a terrier‘ especially when he 
has his ear to the ground over a “ burry.” Very handy 


‘with a shotgun he is and kills 8000 rabbits a year 


mostly by shooting. He claims to be the only man in 
England to have been shot at by a rabbit. It seems that 
one day he laid his loaded gun down in a ditch while he 
went to pick up a ferret. Simultaneously æ bolted 
rabbit jumped out on to the triggers and fired the gun ; 
but the rabbit missed and did not stay to give him the 
other barre]. Uncivilised you might call him, but 
undoubtedly a happy and well-adjusted person. He has 
a very nice set of teeth but only wears them on ceremonial 
occasions. 


Reviews of Books 


Principles and Practice of Chromatography 


L. ZECHMEISTER, California Institute of Technology; and L. 
CHOLNOKY, lecturer at the chemical institute, University of 
Pécs, Hungary. London: Chapman and Hall. Pp. 362. 25s, 


CHROMATOGRAPHY is based on the fact that different 
substances in the same solution, when brought into 
contact with an adsorbing substance, are adsorbed to 
different degrees. The technique was devised and 
developed by the Russian botanist Tswett in the first 
decade of this century ; but only in the last ten years 
has it become popular. The method is to run the solution 
slowly through a tube packed with adsorbent, when the 
substances are adsorbed, not evenly but in separate 
rings, forming a ‘‘ chromatogram.” This is ‘‘ developed ”’ 
by ‘passing pure solvent through the column, when the 
rings of adsorbed substance travel farther down and move’ 
wider apart. The different substances are then recovered 
separately from the adsorbent, in one of two ways. 
The column may be removed from the tube, cut up so as 
to separate the rings or groups of rings, and the adsorbed 
substances eluted by suitable solvents from each 
alternatively, the adsorbent is 
left in situ, and the different substances eluted 
separately by different solvents, or skilful use of a single 
solvent. The method has great scope. 
organic solvents may be used. There is a wide range o 
adsorbents—alumina, lime and sugar being common 
ones. As to the adsorbable substances, it is naturally 
easiest to work with those which are brightly coloured ; 
but methods have been developed for the chromato- 
graphy of colourless compounds. Thus a pigment may 
be added which is adsorbed to the same degree as the 
colourless substance; or the latter may be converted 
into a coloured derivative ; or. the chromatogram may 
become visible in ultraviolet light. Chromatography is 
widely used for the separation of mixtures, for testing 
the homogeneity of a substance or the identity of two 


—-- 


REVIEWS OF BOOKS 


Before and during the last war he was a- 


-applied will always cure scabies. He 


Aqueous or. 
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substances, - ‘or for the concentration of a substance 
occurring naturally in great dilution. Biochemists 
employ it to isolate vitamins and hormones from their 
natural sources and to separate carotenoids from 
serum; pharmacists, for the assay of alkaloids in tinc- 
tures, and of vitamins A and D in fish oils, or for the 
detection of added dyestuffs in food and wines. 

Professor Zechmeister and Dr. Cholnoky have made 
‘wide and significant contributions to the subject. Mr. 
A. L. Bacharach and Mr. F. A. Robinson are to be 
congratulated on a fine translation; and they have 
included some valuable hints on obtaining suitable 
adsorbents in England. It is a pity that the excellent 
photographs could not be in colour. 


Common Skin Diseases 


(6th ed.) A. C. Roxsuren, M.D. Camb., 
London: H. K. Lewis and Co. Pp. 436. 168. 


THIS medical best-seller has been brought up to anes 
and sections on thorium X and dermatomyositis have 
been added. The section on the treatment of scabies 
has been revised and it is noteworthy that, while describ- 
ing more modern methods in detail, the author still 
adheres to the view that sulphur ointment properly 
describes two 
clinical types of impetigo, and over the vexed question 
of whether it is streptococcal or staphylococcal in origin 
he remains moderate. *No stress is laid on the differential 
diagnosis between impetigo and impetigimised sebor- 
rhoeic dermatitis of the face, which is important from.the 
point of view of treatment. The book finishes with a 
short section on the avitaminoses which suggests, quite 
accurately, that our knowledge of the relationship 
between vitamin deficiencies and diseases of the skin is 
still rather vague. 


Dental Materia Medica, Phartaacoloy and Therapeutics 


(2nd ed.) WALTER J. Durme, M.B. Aberd., and 
SAMUEL HALLA{, L.D.S. R.C.S. London: Cassell and Co. 
Pp. 348. 13s. 6d. 


A SECOND edition of this excellent handbook is welcome. 
A book on pharmacology must be kept up to date to be 
of practical value, and the authors have spared no pains 
in revision. The new accounts of the sulphanilamides, 
antiseptic dyes, buffered local anesthetics and of the 
analeptics are well done, and the section on vitamins, 
which incorporates the recent advance in knowledge, 


F.R.C.P. 


particularly regarding P, E and K, is helpful. The 


work on premedication is clear and concise, though not 
all will agree that it is wise for a dentist to use many of 
the drugs except in collaboration with the -patient’s 
doctor. Professor Dilling points out that unusual 
symptoms in procaine hydrochloride injection are 
generally due to the rapid absorption of adrenaline 
which procaine promotes, though to a less extent than 
cocaine. For years many dentists have recognised this 
from clinical evidence, but the hypodermic preparations 
still contain adrenaline. The first-rate therapeutic 
notes in this book make it a real clinical guide. 


Cardiac Classics 


F. A. Witxtus, M.D., chief of the section of cardiology, 
Mayo Clinic ; and T. E. Krys, M.A., reference librarian at 
the Clinic ; London : Henry Kimpton. Pp. 858. 50s. 


IN the attempt to keep pace with present developments 
the original writings of the historical giants of medicine 
are seldom read except by librarians and bookworms. 
But many classical papers teach lessons in observation 
and lucid expression from which any member of the 
profession may profit. 
this collection of 52 papers by 51 authors whose work in 
the past three centuries has done most to further know- 
ledge of the circulation. In the first paper—Harvey’s 
“ De Motu Cordis,” ., which is reproduced in full—the 
superbly simple experiment to demonstrate the direction 
of blood flow in the veins of the arm, which reversed 


-previous conceptions, is a perfect example of observa- 


tion and description. The last paper, by J. B. Herrick 
who is still with us, contains the first clinical picture of 
coronary thrombosis, Other contemporaries ` must 
remain patient until some future compilers honor them.” 
A short biography of each author is appended ; 27 of the 
5l are British. 


We warmly welcome, therefore, . 
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QUARANTINE AND MAN POWER 

‘TuE Post Office, with its 260,000 workers, is the 
largest employer of labour in the.country. Its well- 
organised medical branch is as qualified to comment 
on tbe health of the adult workers as is the school 
medical service on the health of the child. In this 
issue Dr. W. L. Scorr records impressive figures 
vindicating the policy of the Post Office in allowing 
healthy contacts of infectious diseases to remain at 
work. There is nothing new in the procedure, 
whether applied to school-children or adult workers ; 
nor is rigid, indiscriminate quarantine for contacts in 
hospital wards practised today by experienced 
administrators. But, though the Post Office has: been 
employing this policy with conspicuous success for 
over 30 years, there are still many industrial concerns, 


units of the fighting and other services, and educational , - 


authorities which insist on exclusion of healthy 
contacts from work or school; many hospital beds 
are temporarily lost and many patients unnecessarily 
detained because of the imposition of rigid quarantine. 
The cost to the country must be enormous and the 
time is opportune to review the position, | 

Quarantine, as applied to persons, is the limitation 
of the freedom of contacts to mix with others until it 
is certain they have not contracted the disease to 
which they have been exposed. In its most rigid 
application contacts are segregated for the longest 
usual incubation period of the disease, and it is worth 
remembering that some of the mildest infections have 
the longest incubation periods. A modified procedure 
consists in excluding contacts from school or work 
without, be it noted, controlling their movement or 
company during their enforced absence. A serious 
criticism of this method is that school-children, 
compelled to remain at home, play with their younger 

siblings of pre-school age who are much more 
-= susceptible than children at school. Instead of 
adopting either of these measures, we may allow the 
contact to remain at work or school provided he is 
kept under observation. The first examination of the 
contact, preferably made by the- medical practitioner 
in attendance on the patient, serves to detect missed 
and abortive cases and chronic carriers. The Post 


Office require their medical officer to carry out such . 


an examination in the case of contacts of diphtheria 
and scarlet. fever. Subsequent daily observation 
during the incubation period aims at detecting the 
` earliest symptoms of the disease. In the case of 
school-children it is conveniently left to the school 
teacher or school nurse, if a doctor is not in daily 
attendance. Adults can report the appearance of 
symptoms and daily observation is not necessary 
except in special circumstances. Boys and girls in 
the Post Office are kept under observation by their 
supervising officers. | 

Any procedure which experience shows to be 
efficient for the control of infectious diseases among 
school-children, with their greater susceptibility and 
more frequent exposures, should be adequate for the 
more immune adult. It is therefore pertinent to note 
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that in the official code! quarantine of contacts is 


recommended for one disease only—smallpox. (To 
this exception the Post Office add plague, typhus and. 
cholera—diseases omitted from the “‘ no quarantine ” 
code because of their rarity.) This policy has been - 
extensively adopted in public and county schools. 
Medical officers of health? and school medical officers 
who have used the method rarely if ever have recourse 
to ‘‘school exclusion?” and its more extensive 
application “‘ school closure.” It could therefore be 
anticipated that results among adults would be even 
more favourable. ScoTr’s paper confirms this 
expectation and is of particular value because statis- 
tics bearing on this subject are scanty. A follow-up 
over 10 years showed that of 17,844 contacts of scarlet 
fever, 1 in 251 (0-39%) subsequently developed the 
disease. This figure fell to 1 in 431 (0-22%) when the 
very modified quarantine was abolished. Corre- 
sponding figures? for other diseases during the same 
period were :— 


No. of contacts Subsequently developed the 


disease 


Diphtheria . 7,000 1 in 774 (0°13%) 
Measles 17,000 + 1 in 670 (0°15%) 
Chickenpox 7,000 1 in 218 (0:46%) 
Mumps 3,000+- 1 in 101 (1%) 


Interesting as these figures are as evidence of the 
slight danger to adult contacts, they are not so 
important as the number of employees who contracted 
the disease from contacts, for it is to avoid such - 
spread that quarantine is imposed. Scott‘ in an 
earlier paper showed that there was no recorded case 
of a healthy contact transmitting any of the infectious 
diseases scheduled by the Post Office. This conforms 
with the modern view that the dangerous disseminators. 
of infectious diseases are chronic carriers, missed and 
abortive cases; by comparison the healthy contact 
plays an insignificant part. In hospital practice 
there is wide variation in the use which is made of 
this and other modern knowledge in the management 
of contacts. There are still many hospital authorities 
which, on the appearance of a single case of infectious 
disease, impose rigid quarantine without regard to the 
seriousness and infectivity of the disease, the age of the 
contact or his state of immunity. Consideration of 
these factors would permit the release of a high 
percentage of hospital contacts. It must, however, 
be admitted that advice sufficiently definite to be of 
value to those without special knowledge of infectious 


‘diseases is extremely scarce in medical literature. 


In a country at total war the importance of Scort’s 
paper is that it provides convincing evidence of the 
enormous loss of healthy man-power for which the old 
method of quarantine is responsible. When modified 
quarantine for contacts of scarlet fever was the Post 
Office rule, it resulted in a loss of one working day for 
each contact, and a total annual loss of 5-2 man-years. 
Had the usual quarantine period of 7 days been 
imposed, the loss would have been equivalent to about 


35 man-years per annum. Loss of working time is 


today the vital concern not only of the individual 
worker or employer but of the nation. Let us. offer 
the Minister of LABOUR a present next. year of 
35 man-years of labour for every quarter of a million 


1. A Code of Rules for the Prevention of Communicable Diseases in 
Schools issued by the Medical Officers of Schools Association. 
10th ed. 1940. London: hurchill. 

2. See Publ. Hith, 1937-8, 51, 203 for discussion. ; 

3. Provided by Sir Henry Bashford. 4, Lancet, 1937, 2, 397. 
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workers who, at present, are excluded from work if 
they become contacts of scarlet fever ; 
to throw in all the man-years which can be saved 
among contacts of other infectious diseases. Experience 
in the Post Office shows that it can be done. Medical 
advisers. to all govegnment departments, local 
authorities and industrial concerns should forthwith 
review their instructions or advice on the management 
of contacts, and thereby make a handsome contribu- 
tion to the war effort. ‘‘ Inquiry may be made at the 
Post Offce.” : 


THE LIMB ON ICE 


THE principle of refrigeration is no new one in 
medicine. As long ago as 1852 JAMES ARNOTT? was 
advising the use of a ‘‘ benumbihg and congealing 
temperature,” to produce local anesthesia for surgery 
and to relieve the pain of trigeminal neuralgia and 
lumbago ; for all of which purposes he seems to`have 
found it uncommonly good. For the past ten years 
- F. M. ALLEN of New York has been studying the effect 


of cooling on limbs rendered ischemic by ligation of . 


vessels, by tourniquets or by vascular accidents. Few 
will quarrel with his conclusion that, when the circula- 
tion in a limb is impaired, survival is aided by cold 
rather than heat ; for cold, by reducing the metabolism 
of the tissues, cuts down the oxygen requirements 
and thus offsets the diminished blood-supply.. More- 
over, cold arrests the growth of pathogenic organisms 
- and in the ischemic limb this may make the difference 
between ‘life and death. In animal experiments 
ALLEN finds that the survival of limbs cut off from the 
circulation by a tourniquet is greatly prolonged by 
cooling, which also lessens the risk of death on sudden 
release of the tourniquet. He suggests that in cases 
of embolism prompt cooling could extend the period 
in which embolectomy could be performed well 
beyond four hours. In his latest paper,?, which is 
chiefly concerned with diabetic gangrene, he claims 
that the tourniquet and cooling can produce anæs- 
thesia adequate for a major amputation, and that the 
method allows the operation to be delayed while the 
patient’s general condition is being improved. His 
aim is not to freeze the limb but to keep it at a 
temperature round about 5° C., which he achieves by 
immersing it in ice water, resting it on a solid block 


of ice, or packing it round with thin flexible bags - 


containing a freezing mixture. The tourniquet is 
applied 5-15 minutes after cooling has been begun, 
by which time the skin is so much chilled that” the 
‘application .causes scarcely any discomfort. Two 


turns of a rubber tube are used and the tension should. 


be the least that will stop all blood-flow. The limb 
is afterwards buried in ice-bags to a level several inches 
above the tourniquet. Pain and discomfort, it seems, 
quickly subside in the chilled limb and ALLEN regards 
anesthesia so produced as being fundamentally 
different from the nerve anesthesia achieved by anæs- 
thetic drugs. Chilling produces what he calls “ anæs- 
thesia of protoplasm ”?; the term is vague since 
anesthesia merely means absence of feeling, and feeling 
is the prerogative of the sensorium. It is easier to 
think of refrigeration as inhibiting all protoplasmic 
activity including that of the nerve-endings. ALLEN 
considers that it inhibits the shock response as well 
1. Arnott, J. On benumbing cold, as a preventive of pain and 

inflammation from surgical operations with minute directions 


for ee use, London : J ek pa 


and then offer - 


and that the surgeon thus has the advantage of 
working in a bloodless shockless field. 

The time needed to achieve sufficient anesthesia 
for operation varies with the depth of the tissue to be 
cooled ; he puts it at 1 hour for an emaciated shin 
and as much as 5 hours for a thick thigh and states 
that if it is not possible to cut the sciatic nerve at mid- 
thigh without attracting the notice of the conscious 
patient and without any change in pulse or blood- 
pressure there is something wrong in the method of 
preparation. Operation is performed below, the 
tourniquet, which is not removed until the wound is 
ready for-elosure. Bleeding points are then ligated 
and anesthesia persists long enough for suturing to 
be completed. During aftercare the temperature of 


-the limb can be raised by stages to normal level. 


There is no objection, he says, to letting the stump 
return to normal temperature at once, but by main- 
taining the chilling several new controls come into 
play.’ Thus, where poor blood-supply leads to a 
threat of sloughing in flaps or injured tissues, cooling 
makes it possible to reduce the oxygen demand to 


_meet the supply. Or when the operation, shockless 


itself, has left damaged tissues which might produce 
postoperative shock, the danger period can be bridged 
by cooling. In a similar way cooling combined with 
the application of a tourniquet, he fmds, makes it 
possible to postpone operation in a feeble or toxic 
patient. In such cases chilling is begun on admission 
and a tourniquet is applied at once and left in position 
for several days, while the patient is brought to a fit 
state to withstand operation. If the tourniquet has 
been in place for more than a day it must on no 
account be removed or allowed to slip. A few hours 
before operation another tourniquet is applied an 
inch or two above the original one, and amputation 
is performed between the two. ALLEN suggests that 
the method might have an important application 
in war wounds, and McELVENNY ° reports a case which 
seems to support this contention. ~ 


A man of 50 had had both legs amputated by a train, 
and when seen an hour afterwards had had tourniquets 
applied to both thighs and was exsanguinated and pro- 
foundly shocked, with a blood-pressure of 30/0 mm. Hg. 
He was transfused,. the tourniquets were released, 
bleeding points were picked up, and. the stumps were 
wrapped in gauze soaked in sulphanilamide. Hight 
one after injury his blood-pressure had risen to 50/10 

m. Hg. Mud and sand had been ground into the 
Stine. which were’ macerated and ragged. Within 
20 hours of the accident he had developed pneumonia 
and a foul odour was ‘coming from his wounds. His 
temperature rose to 101° F. and his blood-pressure did 
not improve. He was given sulphapyridine and azo- 
sulphamide (Neoprontosil). At this stage the lower 
limbs were packed in ice to 2 in. above the level of tissue 
injury. Pain ceased within an hour, and soon after- 
wards the foul odour vanished, and the patient who had 
been delirious became rational. He was. given three 
doses of prophylactic combined sera and another trans- 
fusion. He continued to improve and 58 hours after 
injury his, blood-pressure was 110/60 mm. Hg with 
temperature 101° F.; bilateral amputation was now 
carried out under ethylene anæsthésia, and he was trans- 
fused on the table. The muscles in the amputated limb 
were found to be in good condition, and the stumps 
healed with no induration, sloughing of skin or other 
tissue, or signs of infection. The day after operation 
the patient had his pneumonia crisis, and subsequently 
made an uneventful recovery. 


The multiple treatments given make it impossible 
to assess the part played by cooling in this case, but 


3. McElvenny, R. T. Surg. Gynec. Obstet. 1941, 73, 263. 
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it seems to have helped to combat shock and it cer- 
tainly stopped local pain and got rid of smell from the 
stumps. It is noteworthy. that’ pieces of skin which 
had not been included in the ice were gangrenous, 
whereas equally detached pieces which had been 
cooled were well preserved. These results deserve 
to be considered in relation to severely damaged limbs 
in both war and civil injuries. . Cooling might play a 
useful part when the number of the casualties out- 
strips the capacity of the operating teams, and lives 
are lost because patients cannot be brought to the 
table within the optimum period. Of theoretical 
interest is its possible application to crush injuries, 
mentioned in the discussion at the R.S.M. re- 
ported on another page. The chance of a crushed 
limb surviying appears to be greater if it is cooled, 
and the onset of signs of nerve injury in cooled 
limbs is said to be greatly delayed. ALLEN has 
shown experimentally that it is possible to retain 
a tourniquet for a long time on a cooled limb 
when the presence of injected poisons, such as strych- 
niné, make its removal unsafe except for very short 
periods ; thus if so-called crush syndrome is due 
to circulation of poisons elaborated in the crushed 
tissues the use of cooling and of a tourniquet with 


graded periods of release might prove effective treat- 


ment. Amputation for crush syndrome can only be 
justified to save life, for in many cases the survival 
of the crushed tissues is not in doubt. Much of 
-ALLEN’S writing is speculative, and not all his opinions 
carry conviction ; but he has attempted to test his 
ideas by experiment and his mnaings aan merit 
further study. 


VACCINATION AGAINST INFLUENZA 


VACCINES made from living or inactivated influenza . 


A virus are effective in immunising laboratory 
animals, and we know a good deal about the condi- 
tions governing success. Attempts to apply this 
knowledge to the protection of human beings have 
yielded no conclusive results, mainly because an 
influenza outbreak has not hitherto been obliging 
enough to attack a vaccinated community at an 
appropriate interval after vaccination. Now at 
last comes news from the United States which pro- 
vides us with real information on this. question. 
HOoRSFALL, LENNETTE and RiIcKARD! have lately 
described an influenza A virus vaccine made by 
growing the virus in developing eggs. and then in- 
activating it with formaldehyde. This vaccine was 
given ? to nearly 8000 people in 15 institutions in the 
~ Southern States, about 40% ofeach institution being 
inoculated and the rest serving as controls. HORSFALL 
and his co-workers were lucky in that an outbreak 
.of influenza, mainly due to A virus, occurred in 10 
of these institutions about four’ months later. In 4 
of these they used a batch of vaccine which proved in 
laboratory tests to be of much poorer quality than the 
others; the people who received vaccine from this 
batch showed little if any evidence of protection. 
Among 3455 people receiving other batches, 193 cases 

of “ clinical” influenza occurred. Serological studies 
on 137 of these persons indicated that 81 of them had 
presumably suffered from influenza A, the incidence 
1. Horsfall, F. L. jun., Lennette, E. H. and Rickard, E. R. J. exp. 

Med. 1941, 73, 335. 
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being 3-3%; this contrasts with a corresponding 
figure of 6-6% for the control group. Thus ‘the 
vaccine, of which a single subcutaneous dose of 
l c.cm. had been given, appeared to halve the 
incidence of influenza A. Mixed with the influenza 
A cases were smaller numbers of cases of “ clinical 


influenza ” not due to virus A; the incidence of such 


cases was virtually unaffected by the vaccination. If 
all the cases of “clinical influenza ° of whatever 
cause are lumped together, the reduction of incidence 
by vaccination seems to have been from 8-3% to 5-6%. 

These results are particularly interesting if read in 
conjunction with a paper by the same authors? on the 
correlation between neutralising antibodies and 
susceptibility to influenza. Almost all adults have 
some antibodies against influenza A virus in their 
sera and it has been known for some years that vac- 
cination with formolised virus will increase the titre 
of such antibodies. Whether or not this is a worthy 
aim obviously depends on whether possession of potent 


antibodies affords significant protection agéinst the 


disease. The American workers examined 1321 
normal people serologically and classified them into 
groups having .different antibody levels; 
observed the influenza attack-rate in the different 
groups in’ the following months. It appeared that 
a high antibody titre against A virus renders you less 
liable to attack by that virus, but not enormously so. 
If you are in the most favourable group, which con- 


tains only 2:7% of the community, your chances of 


escaping flu are only five times better than the 
average, while however poor your antibodies you are 
only about twice as susceptible to flu as the average. 


determining resistance to influenza A; doubtless the 
size of the dose of virus reaching your respiratory tract 
is another. From the known effects of vaccination 
on antibody level, and the relationship between anti- 


‘they then. 


_ It thus seems that antibody level is only one factor 


body level and immunity, it is possible to predict 


what reduction in incidence should be achieved by 
vaccination. 
hope that use of the existing vaccine will produce 
more than a 30% reduction in persons exposed four 
months after vaccination. After a shorter interval 
protection should be rather better and after longer 
periods rather worse. Actually the American trials 
showed a 50% reduction, somewhat better than that 
expected. It may be hoped. that improved vaccines 


will give bigger antibody rises and better protection ; 


but since first-class antibodies only promise the 


progress along these lines will ever guarantee him 
immunity. An epidemiological outlook is perhaps 
more hopeful. Future investigators may look aside 
from the individual and consider the relation between 
the average antibody level of the community and the 
likelihood of an epidemic. If epidemics do not occur 
when this level is high, vaccination of all or nearly all 
of a closed community might produce excellent 
results, though the benefit would be difficult to prove 
conclusively. 

One aspect of Horsfall and Lennette’s vacciné 
cannot yet be pronounced on. Following up some 
remarkable and at present inexplicable findings in 
ferrets, they made their vaccine by infecting eggs 
simultaneously with the viruses of influenza A and 


3. Ibid, p. 1819. 
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a particular strain of dog distemper. It is hard to 
see why this should have worked. MARTIN and 
EATON t in California compared the effect of this 

‘“ complex vaccine ’’ with that of one they made with 
influenza A virus alone. The two seemed equally 
good ; in one institution each reduced the incidence 
of the disease by more than half in the vaccinated 
group, while in another institution the results obtained 
were not impressive with either vaccine. The rôle 
of the distemper virus in the complex vaccine is thus 
doubtful. It must be added that the antibody 
response produced in man by Horsfall and Lennette’s 
vaccine is of the same order as that caused by 
the formolised mouse-lung vaccine which has been 
described from this country.5- The worth of this, for 
reasons already mentioned, has been neither proved 
nor disproved. It will be obvious, however, that a 
vaccine can be made more readily and on a larger 
scale from chick embryos than from mouse-lungs— 
even, we imagine, in “ beleagured island fortresses ”’ 


such. as ‘ours. 
Annotations 


THE GLYPH’S FUNERAL 

PERHAPS from indolence, but more probably on 
account of an obsession inherent in every one of us, 
familiarity with a subject leads to the increasing use of 
abbreviations. No trade or profession is entirely free 
from them. The Forces are among the worst offenders, 
but even the Cloth is not blameless, as a glance at Cruden 
will testify. Again no sooner have we learnt to write 
legibly than we slip imperceptibly into the reprehensible 
habit of trailing our words into nothingness. The 
- pathogenesis of the decay in calligraphy is still in dispute, 
but it is significant that when the subject is discussed in 
public the plight of the physicians rarely goes unnoticed. 
Our hieroglyphics have become:a standing Joke in the 
music-halls while pharmaceutical students submit with 
good grace to a course of instruction on the reading of 
“ illegible ” prescriptions. Even within our own ranks 
_ we can hardly deny that the combination of dog Latin, 

freakish handwriting and bizarre symbols has brought us 
to a pretty pass. “This cult of medical obscurantism 
almost certainly originated in a desire to create an 
atmosphere of erudition otherwise difficult to achieve, and 
at the same time to bamboozle patients who are intelli- 
gent enough to show an interest in the names of drugs 
which they have been instructed to swallow. That the 
practice of illegible prescribing is a vicious one and 
fraught with potential danger to the patient has been 
recognised in Scandinavian countries where offenders are 
liable to imprisonment without the option of a fine. 
“ Depend upon it, sir,” said Dr. Johnson, ‘‘ when a man 
knows he is to be hanged in a fortnight, it concentrates 
the mind wonderfully.” It may be that nothing short 
of a smart penalty will remedy the present state of 
affairs, but there are one or two reforms which could be 
effected without delay. In the first place, prescriptions 
should be written in English. With rare exceptions the 
Latin which is now used would bring a blush to the cheek 
of a fourth-form boy. And the banishment of our 
grotesque symbols 9, 3 and 3 is long overdue, however 
fond we may be of them. When these curious markings 
have degenerated into mere zig-zags—a process which 
seems inevitable when a doctor takes a pencil in his hand 
—the drachm sign may be mistaken for the ounce and an 
eightfold dose given in error. Thus a patient who should 
have had six drachms of paraldehyde was actually given 


d. SU W. P. and Eaton, M. D. Proc. Soc. erp. Biol. N.Y. 1941, 
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six fluid ounces by a nurse, and a man’s life was thrown 
away.! The B.P. and now the N.W.F. recommend that 
quantities of solids should be expressed i in grains (gr.) and 
ounces (0z.). Here the ounce is avoirdupois and is equal 
to 437-5 grains. Volumes of fluids should be stated in 
minims (min.) and fluid ounces (fl. oz.). It may be 
objected that “ min.” might be confused with minutes 
(5 min. castor oil every 20 min.), but the context should 


obviate this difficulty. The National War Formulary. 
‘recommends a capital G as the symbol for gramme. 


This will differentiate even more clearly between grain 
(gr.) and gramme (g.), and will eliminate the uncertainty 
which ‘arises from unconventional abbreviations such as 
grn. and grm. To make doubly certain it. might be 
well to retain the traditional practice of writing min. 
(for minim) and gr: (for grain) before the numeral 
and min. (for minute) and g. or G. (for gramme) after 
it. Roman figures too have long been a cyrse to the 
dispenser ; they are an anachronism which should no 
longer be tolerated. Mistakes are far less likely to 
happen. when Arabic’ numerals are employed. A 
recognised code of abbreviations is highly desirable, and 
the B.P. and N.W.F. have shown how easily it might be 
acquired by every practising doctor. Only custom and 
apathy stand in the way. Now that the season is at. hand 
for turning over new leaves, we might resolve to lighten 
the dispenser’s task by prescribing accurately, legibly and 
simply. | 
PLASMA URIC ACID IN ECLAMPSIA 

Ir has long been known that the plasma uric acid is 
raised in eclampsia, sometimes to 15 mg. per 100 c.cm. 
or even higher. The reason for this rise has hitherto not 


‘been clear, but there has been a general opinion that it is 


part of the metabolic disturbance due to the “‘ toxsemia.”’ 
M. D. Crawford? has now made a careful study of the 
subject, following individual patients through the stages 
before the onset of eclampsia and then through the 
convulsive phase and for some days‘after. Analysis of 
the findings reveals three basic factors. The factor 
which comes first in time is the severity of the preceding 
hypertensive toxemia. This requires a preliminary 
consideration of the findings in patients who are not 
destined to have any convulsions. During the last few 
days of pregnancy the mean plasma uric acid in normal 
women is 3-9 mg., in women with mild toxemia it is 
4-4 mg., and in women with severe toxsemia it is 6-4 mg. per 
100 ¢.cm. It might reasonably be expected that a patient 
who is on the verge of developing eclamptic convulsions 
would have an even higher uric acid, but this is not so. If 
she has few or no symptoms before the onset of fits her uric 
acid is normal; if she has severe previous symptoms her 
uric acid is moderately raised but is usually below 6 mg. 
From the present figures it appears probable that a 
severely toxemic patient is not in danger of eclampsia if 
her uric acid is in the range of 6-5-9-7 mg. The second 
factor is the effect of the convulsions themselves. If the 
patient has a single fit, her uric acid rises about 1 mg. in 
the next hour and then more slowly for the next few 
hours. The greater the number of fits the greater the 
rise, so that a patient who has a dozen fits has a uric acid 


about 6 mg. above the initial level within 6 hours after. 


the onset of the fits. The high level is maintained for 
6-24 hours and the uric acid then falls at about 0-5 to 
1 mg. per day, the rate of fall depending on the type of 
eclampsia and the degree of oliguria. The same type of 
rise was found by Crawfard to follow convulsions produced 
artificially in non-pregnant patients for the treatment of 
various psychoses, and also similar convulsions produced 
experimentally in rabbits. The second factor thus 
appears to be the muscular effort of thé convulsions. It 
accounts for most of the elevation of uric acid found in 
patients brought into hospital after the eclampsia has 
begun. The third factor is the duration of labour. 


1. Soc Lancet, 1936, 1, 623. ` 2. J. Obstet, Gyn@c. 1941, 48, 60. 
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Crawford? has shown already that the plasma uric acid 
rises about 0:06 mg. for every hour the patient is in 
labour, and falls to its previous level within 2 or 3 days 
after delivery. In along labour this factor can lead to a 
considerable rise of uric acid. These three factors are 
independent of each other, and their combined effect is 
obtained by simple addition. The initial level in the 
eclamptic patient is governed by the severity of the 
preliminary toxemia. After this there are two curves, 
one due to the convulsions and the other to the labour. 
These are superimposed on each other, the relative 
position of the two curves depending on whether the 
eclampsia is ante-, intra- or post-partum. Given full 
clinical details, it is thus possible to calculate the course 
of the plasma uric acid in an eclamptic patient with 
reasonable accuracy. This work clears away most of the 
problems about the rise of the uric acid in true eclampsia. 
lt leave two points unexplained : the raised level which 
is usually found in severe hypertensive toxeemias before 
_ labour, and the relatively low level in eclamptic patients 
before the fits begin. 


FEEDING THE NEWBORN BABY 


It is generally agreed that the great fall in infant 
mortality this century has largely depended on improved 
feeding methods and Dr. Helen Mackay‘ thinks that 
the neonatal death-rate, which has remained obstinately 
high, could also be materially lowered by better feeding. 
To this end she has set out her views on the day-to-day 
caloric requirements of newborn babies and suggested 
a formula whereby their food intake can be regulated. 
-= From the available figures Mackay puts the caloric value 

of early human milk and of colostrum at 20 per fluid 

ounce. She also takes this as the caloric value for 
breast milk after lactation is established and all the 
artificial feeds she uses are adjusted to give the same 
tigure of 20 calories per fl. oz. Her next assumption is 
the customary figure of 50 calories per pound body- 
weight per day for the average baby’s needs, and accord- 
ing to her formula this should be reached in seven days. 

Thus on the first day of life a baby should receive 
calories equivalent to a seventh of 50 times the body- 
weight in pounds, on the second day two-sevenths and so 
on until the full 50 calorie ration is reached. She points 
out that the formula overestimates the intake of normal 
breast-fed babies during the first two days of life when 
breast-secretion is -scanty, and rightly emphasises 
the importance of using these figures simply as guides 
and not as a rigid system. Turning from the formula 
to the babies concerned Mackay is able to show that with 
twenty healthy breast-fed babies the average intake on 
any one day after the first two days of life is within 
3—12% of her schedule, taking those who regained their 
‘birth weight by the tenth day. A series of 107 con- 
secutive premature babies who had their food intake 
checked and guided by the formula. also made good 
progress and averaged 1 oz. over their birth weight at 
ten days old. For a group of 43 premature babies for 
whom complete figures are available it was found that 
their intake for the first ten days of life was’ within 
6% of that allowed by the formula and during the 
second week of their life intake averaged 53 calories per 
‘pound birth weight per day—again ‘within 6% of the 
formula requirement. It seems simple to apply the 


formula to babies who are completely artificially fed. 


if Mackay’s milk mixtures (not explained in detail in 
her present article) are followed, since they give 20 
calories per fl. oz. The only obvious difficulty is that 
dividing by seven seldom gives a tidy answer. As 
regards supplementary feeds Mackay points out that 


purely mathematical considerations do not constitute. 


the whole problem. While using the formula as a guide 
the maternity nurse or supervising medical practitioner 
must also bear in mind the sucking ability of the baby, 


3. Ibid, 1939, 46, 540. 4. Arch. Dis. Childlt, 1941, 87, 166. 
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the psychological outlook of the mother and the effect on 
her of a discontented or lethargic baby, the baby’s. 
behaviour during feeds, the mother’s management, and 
the amount of milk remaining in the breast after the — 
baby has finished a feed. It is clear, however, that by a 

formula such as Mackay suggests a check can be kept on 
the possibility of underfeeding, an all too common. 
fault in the early days of breast-feeding and probably the 


commonest reason for the abandonment of breast-feeding 


after the mother’s discharge from a maternity unit. 


WASHING WITHOUT. SOAP 
“ AVOID washing” is the usual advice given to a 
patient with eczema. To the patient-and his doctor 
this means avoid soap, which irritates sensitive skins, 
and even normal ones if the exposure is adequate. More- 


over, as Sir Almroth Wright pointed out in a popular 


lecture many years ago, when the epithelium of the skin 
is thinned by rubbing off or dissolving the superficial . 
layers; microbes have a good seed-bed to grow on. The 
abrasive and strongly alkaline soaps used by_ workers 
in dyeing, chemical manufacturing and other dirty jobs 
predispose to dermatitis from irritants encountered at 
work and may produce dermatitis of their own accord. 
Industry, and also cosmetic merchants, have long 
realised that there are other cleansing agents besides 
soaps, for example various sulphonated ‘oils. These act 
by emulsifying the dirt without taking the fat out of the 
skin; and their pH can be controlled. Other detergents 
are the synthetic wetting agents, such as the fatty 
alcohol sulphates; these are good cleansers with a wide 
variation in pH but they do tend to defat the skin and 
occasionally act as sensitisers. By mixing sulphonated 
castor oil with 2% of a wetting agent, Schwartz! has 
produced a skin cleanser which is safe to use in industry 
and can even be given to eczematous patients. Its 
disadvantages are its smell and the fact that it does not 
foam like soap ; for these reasons some workmen object 
to it, especially those not actually suffering from 
dermatitis. This is clearly a field which deserves to be 
thoroughly explored, particularly at present when 
dermatitis may be a serious trouble among munition 
workers. In the home, however, one feels that it will be 
a long time before such preparations make much head- 
way against the popular prejudice in favour of ordinary 
soap and a good lather. 


HOSPITAL DESIGN . 

HosPitaL construction is in a state of transition—it 
always is, of course. After a comparatively static 
period following the Nightingale era, real advances 
seemed to be occurring during the ten years preceding the 
present war; but the outbreak of war brought a lull in 
construction ‘and. there'is now uncertainty about post-war 
hospital policy. We have in fact arrived at the cross- 
roads in the principles of hospital building and there is 
need for intimate discussion between doctors and 


-architects—not to speak of nurses and patients—during 


the lull so that our ideas may be clarified when the time 
comes to build again. 'The position was outlined in the 
history of medicine section of the Royal Society of 
Medicine on Dec. 3 when Mr. C. E. Elcock, F.R.I.B.A., 
opened a discussion on ‘‘ Hospital building—past, present 
and future.” The problems fall into two groups: 
questions of policy such as function, size and location ; 
and questions of architectural lay-out and detail. As to 
location, Dr. R. C. Harkness said that L.C.C. experience 
made it clear that a hospital must be in the area it is to 
serve if it is to be used to the full. Mr. Elcock on the 
other hand felt that space, freedom from noise, fresh air, 
suhlight and low costs weighted the scales heavily in 
favour of country sites. His main point, in which 
naturally he had the support of medical officers of 
health such as Dr. J. Ferguson of Surrey and Dr. W. A. 


1. Schwartz, L. Publ. Hlth Rep., Wash. 1941, 56,1788. 
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Bullough of Essex, was that the building for the sick 
must in future be a part of a local centre for preventive 
as well as curative medicine. Such a scheme, in which 
the hospital itself would be merely a necessary detail of 
the whole, had been worked out at Grantham but post- 
poned owing to the war. A new idea was embodied 
in the Harvard: Hospital (somewhere in Wessex) which 
was'a base for a field unit with its laboratories, combined 
with a hospital for infectious diseases. Mr. 


healthful living ; the building was as important as what 
happened inside it. As regards size it seems clear that 
the day of small, scattered special hospitals is over. 
For. historical reasons, as Dr. Harkness pointed out, the 
isolation hospital, sanatorium, maternity hospital and 
so on had risen independently ; there was no reason why 
they should not now be grouped and the isolation of their 


medical and nursing staffs ended; This would accentuate — 


the importance of circulation; as many as 20 traffics 
might have to be considered in a modern general hospital. 
Mr. Elcock claimed that his continuous veranda type of 
ward, with beds parallel to walls, ensured a far larger 
amount of sunlight per patient ; this had been shown 
experimentally at the Building Research Station and in 
practice at the Hertford County Hospital. On one 
point both architects and doctors were agreed—the need 
for specialisation. in hospital construction by both 
professions. The day of the benevolent amateur is over. 
The local architect’s plans, adapted by clinicians with the 
matron called in as an afterthought, produce a building 
which is often more cottage than hospital. The 
‘Emergency Hospital Service has revealed the need for 
specialist hospital officers. The effective coroner is a 
blend of lawyer and doctor; should not the central 
authority, at least, have on its staff a doctor who is 
qualified in architecture ? 


RISKS OF PARACHUTE-JUMPING 

New methods of warfare tend to produce new types of 
injury as missiles and machines change, and to some 
extent tréatment changes’ accordingly, although basic 
surgical principles remain unaltered. The pathology of 
parachute-jumping is the latest offspring of aviation 
medicine, itself so recently a lusty infant, and in what 
must be one of the first reviews of these injuries in 
English, Tobin, Cohen and Vandover! have surveyed 
the accidents occurring during the first year of parachute- 
training in the United States. They note that the four 
phases of a jump are each associated with a special group 
of injuries. The first arise at the time of leaving the 
plane and are due to entangling of equipment or failure 
of the parachute to open, and these are usually fatal, 
‘although in one case where the jumper got hooked to 
the tail of the plane he escaped with a dislocated hip. 
In the second phase, when the parachute opens, the 
shock may produce serious abdominal or thoracic 
injuries, a danger that may be lessened by distributing 
the shock over as wide an area of the body as possible. 
During the third stage of actual descent, diverse lesions 
may occur, and in this connexion Boothby, Benson and 
Lovelace? have pointed out the risk of ‘fatal anoxia 
when the pilot has bailed out from over 30,000 ft. during 
his descent to sufficiently oxygenated air at 18,000- 
20,000 ft. The injuries on impact compose the fourth 
and by far the largest group, consisting mainly of more 
or less complicated injuries to the lower extremities ; 
and fortunately these can be minimised by intensive 
ground-training in alighting before actual jumping is 
begun. In all, 2-4% of the jumps made were associated 
with some injury, but only a quarter required hospital- 
isation ; 80% of these major injuries were fractures, none 
of them compound, half of which were malleolar, though 
1. Tobin, W. J., Cohen, L. J. and Vandover, J. T. J. Amer. med. 

Ass. 1941, 117, 1318. 
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fractures of every bone of the lower limb were recorded. 
Rather unexpectedly the os calcis- was fractured only 
once. Falls on the outstretched hand resulted in an 
occasional fracture of the clavicle, humerus, or radial — 
head. The frequency of malleolar fractures must be 
ascribed to uneven landing associated with cross-currents, 
unskilled guidance of the parachute, and irregular 
terrain, these factors combining to produce a violent 
temporary shearing force across the ankle-joint. The 
incidence of these injuries, which are of the type that 
tend to unfit a man for further jumping, is small, and 
Tobin and his colleagues attribute this to careful pre- 
liminary training in “the art of jumping.. This paper 
leads to the reflection that parachute-troops are one of - 
the few groups of fighting-men separated from their 
medical services during active warfare ; but perhaps this 
problem, too, will be solved in time. l 


DRIED AND CONDENSED MILKS 

THE deficit of liquid milk for the main body of the 
public owing to its welcome increased intake by children 
and pregnant and nursing mothers, and the large import 
of dried and condensed milks from the U.S.A. and 
Canada naturally raise the question ef the relative 
nutritive values of these commodities. How far does 
condensation and drying lower the food values of milk ¢ 
People who have heard that cooking destroys vitamin C 
rush to the conclusion that heat treatment of milk 
destroys all its nutritive value.. They may take comfort 
from an article by S. K. Kon! of the National Institute 


for Research in Dairying in which he gives a comprehen- 


sive table of the constituents of various forms of milk and 
the loss of them, if any, in manufacture. The loss is. 
remarkably small, except in vitamins B, and C, and 
since milk is of small value in supplying these vitamins | 
it matters hardly at all from a dietetic point of view 
whether milk is taken pasteurised, sterilised, condensed. 
or dried. Milk is valuable mainly for its first-class 
protein, its calcium and its vitamin A. It makes a 
substantial contribution of riboflavin but its values for 
vitamins C and D are low. Fortunately vitamin A 
and riboflavin are not reduced at all even by drying, nor 
There is possibly 
some small reduction of the biological value of the pro- 
teins, but it is negligible. Even the drastic treatment of 
milk in spray drying destroys only 10% of its B, and 20% 
of its C. Dried and condensed milks are therefore not 
to be despised by anyone, and there are hygienists who 


look forward to the day when milk will be purchasable 


only at the grocers. 


i A SUPER DUST MAN 

John Switzer Owens, whose death is announced, 
qualified at Trinity College, Dublin, in 1892 and took 
his M.D. four years later. He played truant from the 
Medical Directory to reappear in 1912 with high engineer- 
ing qualifications as hon. secretary of the Committee 
for the Investigation of Atmospheric Pollution under 
the chairmanship of Sir Napier Shaw, director of the 
Meteorological Office. Of this committee our Mr. Vasey 
was also a member; much of the work was done in 
Tur LaxcerT laboratories, and the reports appeared as 
supplements in our columns. Owens had the bonhomie 
and the drive to make any collective investigation a 
success, he had a vision of what England might be without 
smoke, and his agile mind was constantly devising new 
and better methods for trapping and measuring the 
particles of dust in the air. He was also the instigator 
of the Coal Smoke Abatement Society and wherever 
linen can now be hung out to dry without getting 
grimy, or the reader in a city garden can turn over the 
page of his novel without first blowing the smuts off it, 
the name of Owens should be held in honoured 
memory. : 


1. Nature, Lond. 1941, 148, 607. 
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i Special Articles 


THE ADULT SCARLET-FEVER CONTACT 


- W. L. SCOTT, M.C., M.D. GLASG. 
= SECOND MEDICAL OFFICER TO THE POST OFFICE 


IN a previous article dealing with the whole question 
of infectious-disease contacts (Lancet, 1937, 2, 397) Post 
Office procedure was explained, and it was shown that, 
from 1898 until 1937, there had been no recorded case 
of an employee contracting any of the Post Office 
scheduled infectious diseases from a contact who had 
been allowed to remain at work. The department is 
the largest single employer of labour in this country, and 
in 1936 the staff amounted to approximately 260,000. 

The rules require a contact of smallpox, plague, typhus 
or cholera to remain at home. until all the necessary 
disinfection of the premises has been carried out and the 
Chief Medical Officer is satisfied, after medical examina- 
tion of the contact, that resumption of duty may take 
place with safety, if necessary under medical supervision. 
A contact of diphtheria is not allowed to resume duty 
‘without a medical certificate of good health. He reports 
for duty in the ordinary way, but before being allowed to 
begin work he is sent to the medical officer for examina- 
tion. If a throat-swab is considered necessary, absence 
is allowed pending the result. Enforced absence is not 
required for contacts of such diseases as measles, german 
measles, chicken-pox, mumps, erysipelas, whooping- 
cough, encephalitis lethargica, enteric fever and epidemic 


cerebrospinal fever, unless the medical officer -of health, ~ 


for some local reason, advises quarantine. Each 
contact, however, is warned that he or she must not 
nurse or otherwise attend upon the invalid, but, if it is 
essential that any of these functions should be performed 
by the contact, leave is allowed without pay. Boys and 
girls are usually kept under the special observation of 
their supervising officers during the incubation period 
and the medical officer is consulted if they show any 
signs of ill health during the quarantine periods. 

Up to 1937 scarlet-fever contacts were required to 
remain at home until the patient had been removed to 
hospital and disinfection carried out or had been satis- 
factorily isolated at home, or the contact had removed 
to other lodgings. For some forty years Post Office 
procedure as regards scarlet-fever contacts was thus in 
advance of its time, the full quarantine period having 


been reduced without ill effects to other members of the 


staff. During 10 years’ observation (1927-36), the 
number of contacts of scarlet fever in the Postal Service 
amounted to 17,844 and of these only 1 in 251 (0:39%) 
developed the disease within a month of the termination 
of the illness of the invalid. Enforced absence from 
work—even with this considerably reduced quarantine 
.period—had cost the department the equivalent of 52 


working years during these 10 years, the average loss in. 


time being 1-04 days per contact. By ordinary standards 
this loss was small compared to what would have been 
incurred had the normal quarantine period, still required 
by many other employers, departments, and services 
. been insisted on. 
` In 1937, with the approval of the Ministry of Health, 
this procedure for scarlet-fever contacts was finally 
‘discontinued, and the contact is now required to report 
„for duty in the ordinary way but, before being allowed to 
“begin. work, he or she is sent to the medical officer for 
a report on his or her health. This brought the treatment 
of contacts of scarlet fever under exactly the same 
procedure as had already been in force for diphtheria 
contacts, and the alteration in the rules was considered 
to be fully justified since, for all practical purposes, the 
‘- staff consisted of non-susceptible adults. A small 
proportion of Post Office employees are recruited 
between the ages of 14 and 16, but the majority are 
between 16 and 60 years of age. Scarlet fever is a disease 
which mainly affects people between the ages of 9 and 15. 

- In view of the small numbers of contacts who sub- 
sequently developed the disease and the fact that no 
.spread of infection had followed this long-established 
policy it was concluded that the risk in abolishing 
quarantine would be negligible. During the three years 
1938-41—.e., after the abolition of quarantine—of the 
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2181 reported instances of contact with scarlet fever only 
1 in 431 (0:-22%) subsequently fell ill of the disease 
within a month of the termination of the invalid’s 
illness, and again no infection of other empldyees was 
traced to any of the contacts. 

Research workers, notably Allison,! have within 
recent years demonstrated that the causative strepto- 
coccus can be isolated in a living state from dust, bedding, 
belongings and clothing, and it would be idle to deny that 
such organisms could be carried by any contact. This 
discovery has perhaps lent a certain amount of support 
to the older policy of segregating contacts. But in Post | 
Office experience a healthy contact does not in fact 
convey infection in ordinary circumstances. 

Naturally, local opposition to Post Office practice has 
occasionally been encountered from those whose views 
on the necessity for the full period of quarantine have 
undergone no change during the last half century ; and 


inquiry has shown that in various industrial concerns, 


public services and departments exclusion from work 
of contacts of scarlet fever—often for the whole incuba- 
tion period—is still the rule, but without, it should be. 
noted, any control over what the contact may do, or 
with whom he.may mix, while on enforced absence from 
his normal work. Most of such concerns are in the same 
position as the Post Office, that is to say, they employ or 
control a non-susceptible adult population ; and the loss 
of working hours as a result of this insistence on a 
routine quarantine period for all contacts of scarlet 
fever—and often, of: course, with all the other common 
zymotic fevers—must in total beenormous. This loss is, 
in the light of Post Office experience, wholly unnecessary. 


CONCLUSIONS. 

Post Office policy has clearly demonstrated that, pro- 
vided the contact is in good health, remains under 
medical observation if considered necessary, and is not 
nursing or attending the invalid, he or she may safely 
go about his or her business without danger to others and 
without interruption. This is the basis of all infectious- 
disease procedure approved by the Ministry of Health, 
and it seems desirable, especially now when man-power 
is so important, that the bogy of the adult scarlet-fever 
contact should finally be laid. 

I am indebted to all those who have assisted in the 
preparation of these figures, and particularly to Miss D. A. 
Neale of the Medical. Branch. s 


LIGHT ON CORTICAL FUNCTION 


THAT a man may lose a considerable amount of brain ’ 
tissue without gross deterioration of intelligence is an 
old observation. Even removal of an entire hemisphere 
on account of neoplasm need not lead to incapacitating 
mental changes. Four cases -of the kind have been 
reported by Karnosh and Gardner ? this year, two of the 
patients being-women and two men; one woman died 
29 days after the operation from meningitis, one died of 
a fall 18 months later, and the two men are surviving. 
The right hemisphere was removed in each case, and 
speech was affected in none, although one of the patients 
was left-handed. . The more outstanding physical results 
of the operation were left hemiplegia and left hemi- 
anopsia, but other more trifling residues—such as 
defective sense of smell—were easily detected. The 
mental changes were. more elusive; the patients on 
recovery were alert and more vivacious than before, 
quick in facetious repartee, but all showed wide mood 
swings and found it difficult to concentrate and to carry 
out deliberate and protracted mental processes. The 
woman who died of a fall was regarded by her family 
as almost normal; yet they spared her all responsi- 
bility and she was not called upon to initiate any new 
programmes for herself or others. One of the surviving 
men was a restaurant keeper who after the operation 
lost his keen interest in his business, disposed of serious 
matters with a shrug and was not greatly concerned by 
the financial affairs of his family ; yet he seemed much 
as usual otherwise, except for an increase in his natural 
high spirits. The other man was definitely changed for 
the worse; he became cearse in his conversation and 
untidy in his dress, saak no attempt to return to his 
1. Allison, V. D. Lancet, 1938, 067. 

2. Karnosh, L.J. OnE W. i. Cleveland Clin. Her: 1941,8,94. 
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previous occupation of book-keeping and though full of 
grandiose schemes failed in several small projects financed 
by his parents because, after a burst of enthusiasm at the 
. outset, he lost interest in a few weeks and failed to 
carry on. 

These findings seem to fall into line with observations 
now being made on patients treated for chronic mental 
disease by prefrontal leucotomy. This, though much less 


destructive, of course, than removal of an entire hemi- - 


sphere, is a bilateral operation and there can he no 


question of one hemisphere taking over immediately 


functions lost by the other. An account of eight cases 
of this operation (which consists in division of the sub- 


cortical fibres of both frontal lobes) was reported recently - 


in our columns* by Hutton, Fleming and Fox. At a 
meeting of the Royal Medico-Psychological Association 
on Nov. 26, Dr. Lilian Hutton described the personality 
changes in ‘several of the 15 patients so far treated by 
prefrontal leucotomy in connexion with the Burden 
Neurological Institute. When they recover from the 
operation these patients may show no intellectual defect, 
as judged by ordinary tests: they may still give an 
intelligence quotient of 100 or more. But specially 
devised tests seem to show that they have lost the power 
of initiating stimuli within themselves. though they 
respond as readily as ever to external stimuli. She 
described the case of a man with obsessional ideas of 
unworthiness ; Dr. R. S. Hodge who had been first con- 
sulted by this patient told how at the interview the man 
had refused a confortable chair, had fetched himself a 
hard one and, sitting on the edge of it and wringing his 
hands, had talked of his unkindness and wickedness. 
On leaving, he had returned to the waiting-room and ' 
swept up the cigarette ash he had dropped on the carpet. 
Months later, after the operation, he had come again,: 
cheerful and active and in full control of his affairs. 
The patient talked enthusiastically of his recovery ; but 
on his way out caught sight of the waiting-room door 
and darted in. After a moment he came out grinning ; 
he said “ I still do that kind of thing, bat ”—_tapping 
his chest—“‘ it no longer hurts me here.” The sight of 
the waiting-room door, Dr. Hutton thought, was the 
stimulus setting in train the old obsessional] act ; but she 
believes that, lacking their former emotional accompani- 
ment such acts will gradually fade out, especially 
since they are no longer initiated spontaneously but 
require an external stimulus to provoke them. Dr. 
Hutton described how this man had responded to a 
series of well-known phrases both before and after treat- 
ment. Before his operation the words ‘‘ Send us vic- 
torious ’’ had caused him to finish the verse and then go 
.on immediately “ I’m possessed by myself.” Similar 
phrases produced a momentary response followed by an 
immediate return to the obsessions and images which 
were engrossing his attention. After the operation, 
when the initial symptoms had. subsided, the phrase 
recalled to him a visit of the King to France during the 
last war. When the stimulus was provided, then, he 
could respond with the appropriate memories and recount 
them amusingly ; thus his relatives saw little change in 
- his personality except for the better. Nevertheless he 
had lost ‘some capacity for abstract thinking, as was 
clear when he was asked to say what he meant by a dog. 
His first reply was *“ A dog is a dog. What more can I 
say ° ? But after a little help and encouragement he 
said ‘‘ Well a dog has four legs. It might be black or 
brown. It might be a hunting dog or a house dog.” 
Thus he described a series of dogs in concrete terms, 
but made no attempt to give an abstract conception of 
a dog. This suggested to Colonel P. K. McCowan that 
the condition produced was a mild dementia, and to 
Prof. J. H. Macdonald that the effect of the operation 
was merely to make the patient more amenable and 
tractable, but to rob him of the power of discrimination 
' and selection from past experience which distinguishes 
man from the ape. Dr. Hutton felt that it was impossible 
to describe as dementia a state in which the subject 
could achieve his normal I.Q. 

In speaking of the mechanism of the change she trod 
among quicksands and was justly tentative. She sug- 
gested that we can only bring an object into the per- 
ceptual field of the appropriate sense or senses by making 
the necessary movements of adjustment—we tarn the 


3. Hutton, E. L., Fleming, G. W.T. H., Fox, F. E. Lancet, 1941, 2, 3. 
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eye to an object and focus it, for example ; and as we do 
this we attend to the object. We are able to maintain 
or recall images, she thinks, by reproducing or recalling 


-the movements necessary for the. -original perception of . 


such images, an in this way we are increasingly able to 
recall the past and anticipate the future. 
types of mental disorder treated by prefrontal leucotomy 
—melancholia, anxiety states, obsessional and com- 
pulsive neuroses and schizophrenia—the -patient’s atten- 
tion is devoted almost exclusively to maintaining the 
ideas and images out of which he creates his illusory 
world ; he does not attend fully to the real world. . If the 
maintenance of his ideas and images depends on recall 
of the muscular adjustments which were necessary at 
their original inception, division of pathways concerned 
with organised movement in the prefrontal lobe has a 
rational basis. With those pathways divided the patient 
is at liberty to respond to ideas and images prompted 
directly by the environment—to attend to reality— 
and his behaviour will therefore be more appropriate. 
Dr. F. L. Golla suggested that a late study of these cases 
may show that the disability due to loss of spontaneity 
and initiative becomes modified. The central nervous 
system is labile, and if some tracts are cut others tend 
to take over their functions ; the neurons are not recon- 
ST but the patient learns new ways of performing 
old tas 
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REVISED B.P.C. FORMULA - 


A SUPPLEMENT to the B.P.C. 1934 brings the formule 
in part 3 into line with the four addenda to the B.P. 
1932 and with the recommendations of the Therapeutic 
Requirements Committee and the N.W.F. Most of the 
changes made aim at economy in flavouring agents, 
glycerin, sugar, alcohol (tinctures), olive oil, lard, liquid 
paraffin, and so on, but many new formule have been 
added to bring in drugs and preparations which have 
become fashionable since 1934. The emulsions have been 
drastically overhauled. Emulsio olei morrhue and 
emulsio olei morrhus et creosoti are not seriously 
changed, but in the emulsions of cod-liver oil with 
glycerophosphates and hypophosphites the cod-liver oil 
is replaced by vitaminised oil and we must write emuls. 
ol. vitamin. ¢ glycerophosph. or č hypophosph.’ The 
emulsio paraffini liquidi of the N.W.F. containing 25% 
liquid paraffin may be dispensed when ‘emuls. p 
liq. č agar is prescribed. The paraffin content of all the 
compound emulsions has now been fixed at 25% and 
agar has disappeared throughout. . Potable water is 
sanctioned in place of distilled except in injections, and 
for these processes of sterilisation similar to those given 
in the fourth addendum to the B.P. 1932 have been 
adopted. There is a new injectio quinine dihydro- 
chloridi containing gr. 524 in 4 fl. oz of normal saline 
(dose 33-5 fl. drachms intravenously). 


has gone. The new linimentum methylis salicylatis 
(N.W.F.) has lost its menthol, eucalyptus and camphor 
and consists simply of methyl salicylate in rape, arachis 


or cottonseed oil. There are several new liquors, includ- 


ing opii camphoratus concentratus, and Ringer-lactatis 
as well as those in the N.W.F., and a new lotio benzylis 
benzoatis. 
sulphate to the fl. oz. in place of its gr. 120 of magnesium 
sulphate. Mistura amnionii acetatis composita has 
sodium in place of potassium citrate, and dispensers are 
authorised to substitute sodium for potassium salts 
elsewhere whenever suitable. The bismuth mixtures 
remain, but an alternative is provided in mistura magnesii 
trisilicatis composita. 
liquid paraffin) is now included as well as bipp, and so 
are the pigmentum iodi and the pigmentum viola 
crystalline compositum (pig. triplex) of the N. W. F.. 


— 


THE fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not be taken as an indication that they are 
necessarily available for export. 

TH Minister of Labour proposes to apply $ sec. - 66 of the 
Factories Act, 1937, to toxic anemia. Draft regulations 
may be had from H.M. Stat. Office. S 


MEssrs. JOHNSON & SONS (Hendon) ask us to say that 
supplies of Estersil are again available. 


- 


In the chronic . 


| Linimentum - 
‘ album can no longer be called ‘‘ egg liniment,” for its egg 


Mistura alba now contains gr. 90 of sodium — 


Zipp (zinc oxide, iodoform and- 


x 
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GENERAL MEDICAL COUNCIL 
(Continued from p. 709) 


Alleged Falsification of Temperature Charts 


The case of William Blackwood, registered as of 
Tregenna, Camborne, M.B. Edin. (1902), who had been 
summoned on the following charge :— 

That being a registered medical practitioner and a medical officer 
of a maternity ward provided under a scheme of the Cornwall 


county council at the Camborne-Redruth Miners’ and General 
Hospital, Redruth, (1) You in or about the month of September, 


- 1939, wrongfully agreed with Harry Lec Shimmin, another registered _ 


medical practitioner, to commit a breach of the rules made by the 
county medical officer of health for Cornwall for the management 
of the said maternity ward and then in force in respect of such ward ; 
(2) You falsified or caused to be falsitied the records of the tem- 
pe 
and in particular you falsified or caused to be falsified the records 
of the temperature of the following patients, namely ; (a) Mrs. Edna 
Carr of The Cott, Porth, Newquay, on certain dates between May 5 
and 28, 1941, (b) Mrs. Ethel Alice White of 4 Maer Down, Bude, on 


certain dates between April 7 and 27, 1941; and (3) In the cases of 


Mrs. Edna Carr and Mrs. Ethel Alice White you failed to notify 
the County Medical Officer of Health as required by the said rules. 
Respondent was represented by Mr. A. A. Pereira, 
instructed by Messrs. Le Brasseur and Oakley, solicitors, 
on behalf of the London and Counties Medical Protection 
Society. Mr. G. Howard, instructed by Messrs. Water- 
house and Co., for the General Medical Council, applied 
that the cases of Drs. Shimmin and Blackwood should” 
be heard together. Mr. Pereira objected that the 
charges had not been adequately particularised in the 
matter of the temperature charts. He did not, in fact, 
know what document his client was alleged to have 
falsified, and joint hearing might prejudice his case. 
The Legal Assessor advised the council that the two 
cases should be heard together, and the members so 
voted by a show of hands. 


The similar charge against Harry Lee Shimmin, 
registered as of Belmont, Redruth, M.R.C.S. (1926), read 
in similar terms (mutatis mutandis), as regards preamble 
and clause I, and continued :— 

(2) You falsified or caused to be falsified the records of the 


_ temperatures of patients in the ward for whom you were responsible; 


(3) In the case of Mrs. Cornish, who was a patient in the said ward 
on May 26th, 1941, and subsequent days, (a) You failed to 
noy 

the erperal Pyrexia Regulations, 1939, (b) you failed to notify 
the county medical ofticer of health as required by the said rules ; 
(4) You failed to notify the Medical Otticer of Health for the district 
as required by the Puerperal Pyrexia Regulations, 1939, in the case 
of (a) Mrs. Violet Ward, who was a patient in the said ward between 
Sept. 7 and Oct. 15, 1940, and (b) in the case of Mrs. Phyllis Waters, 
who was a patient in the said ward between Jan. 23 and March 10, 


Mr. Howard cited the relevant regulations, and the 
rules drawn up by the county medical officer of health, 
and said the respondents had, within the relevant period, 
expressed their entire agreement with those rules. 
Letters between county M.O.H. and respondents showed 
that their attention had been called to the rules and that 
they concurred with them in September, 1939. He put 
in the temperature charts and pointed out that Mrs. 
Carr’s and Mrs. White’s charts showed no temperature 
notifiable under the, rules or regulations, but Mrs. 
Cornish’s, Mrs. Ward’s and Mrs. Waters’s clearly showed 
circumstances requiring notification. It was claimed 


that the first two charts had been falsified. 


COUNTY M.O.H.’S EVIDENCE - 
Dr. R. N. Curnow testified that soon after his appoint- 


- ment in March, 1939, he had drawn up rules governing 


the Redruth Maternity Hospital, and had later consulted 
Dr. Blackwood, and also the other medical staff; the 
rules had been gone through with both respondents, 
who had accepted them without criticism or objection. 
In the ward it was the custom for the nurse to take tem- 
peratures and enter them in a book. The sister subse- 
quently charted them, and the doctors saw them on 
their rounds.. He produced the original charts and con- 
firmed what Mr. Howard had said about the records then 
shown. He had received no notification in respect of any 
of them. Dr. C. H. Rivers, the district medical officer, 
would have received the certificates and forwarded copies 
to him. In June, 1941, he -had received information 
from the matron and had held an inquiry concerning 
Mrs. Cornish who had died. Respondents had been 
present ; Sisters Davies and Love had made statements 
in their presence. Sister Davies said she had for some 
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time been falsifying charts with the knowledge of the 


‘doctors. Dr. Blackwood had pressed her to say that this - 


had only been done with temperatures under 100° F., 
she had replied that she could not be sure. i : 
Cross-examined, Dr. Curnow said that on his visits 
to the hospital he had not noticed the absence of a copy 
of the rules, and agreed that in his letter to Dr. Blackwood 
he had used the word ‘‘ routine,” not ‘‘ rules.” The rules 
had been sent to Dr. Blackwood, who had, telephoned . 
that he accepted them and would hang them in the ward. 
He could not accept the suggestion that Dr. Blackwood 
had refused to exhibit them. He had never seen the 
ward routine carried out; until the inquiry he had not 
known of the existence of a temperature book in this 
particular ward, though he knew of it as a very general © 
custom. He had never examined the book. Mrs. Cornish 
had died on Whit-Sunday and his assistant had at once 
gone down to conduct an inquiry. He did not remember 
a telephone conversation with Dr. Blackwood when the 
latter had expressed astonishment at Sister Love’s 
statement that temperatures were customarily falsified. 
It was correct that when respondents had arrived at the 
subsequent: inquiry on the Thursday, June 5, conducted 
by him, they had not known that any accusations were 
to be made against them. Sister Davies had then said 
that she had been initiated into the custom of false entry 
by her predecessor, and that it was a common custom. 
She had said it was no use checking the charts by the 
temperature book because that also had been falsified ; 
she had, in fact, brought the book, but he had never 
checked the charts by the book, and there was nothing 
else to check -them by. He had complained at the 


inquiry that the blood-pressure readings were not 


recorded on the chart; Dr. Shimmin had at once said 
that he had taken the readings and called them out to | 
the sister, who had forgotten to.enter them. Sister Love - 
had made and signed a statement that charts had been 
falsified ; he had asked her what the falsification was, 
and she had said that the first rise of temperature was 
recorded, but a second was not entered until discussion 
with the doctors had determined whether or not the case 
should be notified. He had asked for particulars, but 


she had been unable to give any. She had not said that 


the doctors had ever instructed her in any specific case, 


-but she had said that the doctors knew all about the 
‘system. She had said that she had repeatedly drawn ' 


Dr. Shimmin’s attention to Mrs. Cornish’s high tem- 
perature and asked him to notify and he had taken no 
notice—but she had added that he was taking every care 
of the patient. The work of three doctors was at this 
time being done by two; all doctors in the area were. 
very heavily overworked at this time. He had made an 
offer, after the inquiry, to appoint a county obstetrician 
under whom respondents would perhaps work, if the 


committee agreed. He had informed the committee 


that respondents had offered their resignations in 
writing. He had accused them at the end of the inquiry 
of trickery, but his letter to Dr. Blackwood, dated 
June 25, 1941, announcing the committee’s agreement 
to the appointment of an obstetrician, and Dr. Black- 


` wood’s reply contained no suggestion of a charge of 


serious misconduct. He agreed that it would be to the 
advantage of the doctors to remove difficult cases to 
the puerperal-fever home. He did not agree that the 
regulations were unpopular, though they certainly 
involved extra work and inconvenience. There had 
been no case of puerperal fever in the ward during the 
period of Dr. Shimmin’s attendance. 

In reply to the President, he said he had drawn up the 
rules because the state of affairs was unsatisfactory ; he 
had drawn up similar ones in Derby and had submitted 
those. (but not the Cornish ones) to an official of the 
Ministry of Health. The maternity ward was governed 
by a voluntary body but administered jointly by them 
and the county council. He had no statutory powers 
to enforce his rules. No action in a civil court for 
infringement of the Puerperal Pyrexia Regulations had 
been discussed. The clinic to which the patients were 
to be removed was 10 miles from Redruth ; there was 
one isolation bedroom in connexion with the ward. The 
appointments of staff were recommended by the hospital 
committee subject to the approval of the county council. 
Dr. Blackwood had been appointed a representative of 
the county medical officer in administrative charge of 
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that ward. He had looked through the temperature 


books but had found no evidence of alteration ; they ` 


were written in pencil. Mrs. Cornish’s death after 
cesarean section had been certified to him as due to toxic 
thyroid and lobar aa oe had been no autopsy: 


Mr. Pereira said that the death-certificate eae = acute 


dilatation of the heart ; 
cesarean section.” 


Mr. Howard put in two statutory declarations from 
Dr. Rivers, district medical officer for Camborne and 
Redruth, stating that he had never received notifications 
under the Puerperal Pyrexia Regulations in respect of 
Mrs. Cornish, Mrs. Ward and Mrs. Waters. 


‘NURSES’ EVIDENCE 7 
~ Miss M. Commerford declared that she was a state- 
registered nurse and certified midwife and' had been 
employed at the Redruth Hospital from February, 
1939, to March, 1940,-becoming sister in charge of the 
maternity ward in September, 1939. She had had no 


thyrotoxicosis ; pneumonia ; 


conversation with Dr. Blackwood and Dr. Shimmin — 


except one about. temperatures, after a visit from Dr. 
Curnow. Dr. Blackwood and Dr. Shimmin had told her 
- to notify temperatures to them, and if the patient was 
fit to be moved they would see about it. Temperatures 
were not to be charted unless they had seen the patient 
first. Previously, any rise had been charted as it occurred 
in the normal way, the record being transferred from 
the book to the chart by the junior sister the following 


morning. After that conversation, if there was a rise | 


the doctor was notified and would visit the patient next 
morning, and the nurses were told that if the patient. 
had a temperature in the. evening the doctors would 
notify the case. 
in the temperature book by the staff nurse, sometimes in 
pencil and sometimes in ink. -After the conversation, 
the entry in the book was not transferred to the chart 
until the doctor had seen the patient. If then the tem- 
perature was down, the previous rise was not charted. 
She had instructed her nurses accordingly. .If the 
temperature rose the next day above.100-4° F., then the 


doctors usually transferred the case and the tempera-- 


tures were put down correctly on the chart. She could 
only remember one case that would have become 


` certifiable under the Puerperal Pyrexia Regulations had’ 


the temperature been correctly recorded. Three. or 
four cases would have become notifiable under Dr. 
Curnow’s rules. In one of Dr. Shimmin’s cases she 
had told the doctor that she would not take the responsi- 
bility of not notifying to Dr. Curnow ; in this case the 
chart had been correctly entered.. A second false chart 
had been- prepared, when the patient left on the 14th 
day, under Dr. Shimmin’s instructions, to send to County 
Hall. The old, correct, one she had destroyed, on Dr. 
Shimmin’s instructions. That was the only case she 
could remember. 

Cross-examined, she agreed that matron, assistant 
matron and sister tutor had been superior to her and 
that matron had visited every patient daily. Matron 


had not inspected the temperature charts and books, — 


but they had been available for her inspection. The 
temperatures were only correctly reported to matron 
after the doctor had seen the patient, and all patients 
with temperatures were isolated.. If a temperature had 
been up the previous evening but was normal at the time 
. Of matron’s round next morning matron would not be 
told of the evening rise; matron could have observed 
a blank on the chart, but in witness’s experience she 
had never looked at charts. If the temperatute was up 
for the first time in the morning, matron would not be 
told of it until the doctor had been consulted. The 
true temperatures would, however, be in the book where 
matron could see them if she asked. It was true that 
in the only case she could remember the true temperature 
was recorded on the chart, and the falsification only 
arose when the patient had left hospital and a new, false, 
chart was prepared for County Hall. Dr. Shimmin had 
taken some charts for County Hall instructing her to 
copy them as they were dirty, and told her to make out 
fresh charts which would indicate that this patient was 
non-notifiable, whereas the original charts showed 
notifiable temperatures. She destroyed the originals, 
although she had refused, as a certified midwife, to take 
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the responsibility of not notifying them and had asked 
Dr. Shimmin to take them ‘to County Hall. If a high 
temperature was repeated the patient was sent to Truro, 
so that in fact the regulations had been completely 
fulfilled. The patient was always isolated as soon as a 
temperature rose, if the rise continued overnight (i.e. 
. to 6 A.M.), so that any visitor could see the empty bed, 
and deduce isolation and temperature, though the chart 
would not actually show a temperature reading. Matron 
had left it to sister to notify the doctor of such cases. 
The conversation with the doctors was soon after war 
broke out and she was not very clear about it, but slfe 
was positive both doctors were there. The subject had 
been a patient of Dr. Shimmin’s who was running a 
temperature. On the previous day Dr. Curnow had been 


_there and had found a chart and asked why the patient 


had not been sent to Truro. Dr. Blackwood had not 
regarded the case as one of puerperal fever: Both doctors 
had said that no patient should be sent away until they 
had made investigations. She had been told to con- 
travene Dr. Curnow’s rules but not the statutory regula- 


tions. Dr. Curnow’s rule was that a single temperature 


of 99:4° F. must involve immediate isolation and . 


removal to Truro. 

Re-examined, she said she could not remember any 
case in which a temperature had been wrongly entered, 
-and the only effect of the doctor’s instructions was 
postpone the entry on the chart until the doctor had seen 
the case and made investigations. She had told Sister 
Davies of the conversation with the „doctors. Her 
instructions had been to falsify the chart if the patient 
was notifiable under Dr. Curnow’s rules but not if 
notifiable under the T e Ou 

* 

Miss Esther Davies, ate enkted nurse and certified 
midwife, said she had been employed at the Redruth 
Hospital from September, 1939, to June, 1941, succeeding 
Miss Commerford as sister in charge of the maternity 
ward. She said that a single rise to 99-4° F. in the evening 
was not charted unless it had fallen to normal next 
morning ; if it did not fall, the doctor was told and if he 
did not. think it necessary -to notify ‘‘ we just put 
another temperature down.” She could not remember 
a single case in which she herself had ever falsified an 
entry. She knew of one case where Sister Commerford 
had entered a false reading but did not remember the 
patient’s name and thought she had had nothing to do 
with it. - She also had*told Sister Love to make false 
entries in the cases‘of Mrs. White and Mrs. Carr. She 
had never had any conversation with the doctors about 
it, except with Dr. Blackwood about these two cases. 
She had pointed out the temperatures to him, but could 
not remember what he said. If the correct temperatures 
had been charted these cases would have been notifiable 
to Dr. Curnow under his rules. 


Cross-ewamined, she agreed that her only reason for — 


thinking Dr. Blackwood had decided not to notify these 
cases was that in fact the patients had not been sent away. 
She had not seen Sister Love enter an incorrect tempera- 
ture, or alter the temperature book. The real tempera- 
tures had been put in the books at first but she had on 
her own responsibility ordered that the books be altered 
There was no evidence at 
all of what the temperatures had- really been. Her 
recollection was that the temperatures had never been 
notifiable under the oe peral PEORIA Regulations. 
xX 

Miss Ena Love, state: meened nurse and certified 

midwife, said she had been on the staff of the Redruth 


Hospital as junior ward sister in the maternity ward from - 


September, 1939, to August, 1941. She had taken 
temperatures and entered them in the book ; the charts 
were never marked until next morning. A wrong entry 
was made on the chart if a patient twice recorded 
99-4° F. and there seemed to be nothing wrong with her ; 
the second reading was not then charted but a lower 
figure was substituted. She had been so instructed by 
Sister Davies. She had never had any conversation 
with the doctors about this matter. 
wrong temperature had been entered in the case of 
Mrs. Carr. She thought probably about three wrong 
entries in all had been made. Mrs. Cornish had been 


Dr. Shimmin’s patient and witness had reported to him. 


daily on the condition. She wanted Mrs. Cornish to 


She knew that a ` 
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go to Truro and had asked Dr. Shimmin about it several 


times ; he had replied that she was not suffering from 
puerperal sepsis, her wound was perfectly alright, her 
lochia were normal, and therefore there was no need for 
her to go to Truro. 

Cross-examined, she said Mrs. Cornish was in a room 
by herself, but not in special isolation. 
ceesarean section, was a thyroid case, and developed 
pneumonia. Her mental condition had not been normal. 
She herself had made a wrong entry in the case of Mrs. 
Carr, and possibly also in the case of Mrs. White. 

* x * 

Mr. Pereira submitted that he had no case to answer, 
“Mr. Howard replied, and after deliberation in camera the 
President announced that the facts alleged against Dr. 
Blackwood had not been found proved to the council’s 
satisfaction and the case against this respondent was 
therefore ended. The same applied to charges 1 and 2 
against Dr. Shimmin, but the council would like to hear 
the defence to charges 3 and 4: the cases of Mrs. Cornish, 
Mrs. Ward and Mrs. Waters. 


RESPONDENT’S EVIDEN CE 


Dr. Shimmin testified that Mrs. Cornish came in with 
obstructed labour and thyrotoxicosis and was very ill 
and exhausted on admission, with a raised temperature 
(100-4° F). She had an enlarged thyroid, with pulsating 
veins in the neck, and was ashen and clammy. Her 
heart was dilated. She had had two previous forceps 
deliveries. After a period of expectant treatment, he 
and Dr. Blackwood had performed cesarean section. 
Next morning she seemed fairly well, but the next day 
there was failure of compensation and mental disorder. 
The following day (the third day) crepitations appeared 
at the bases of both lungs. On the fourth day she 
- was a trifle better. On the fifth day there were signs 
of consolidation in the right base and her heart was 
dilated. He had seen her three times that day, 
_ and at 3 o’clock the following morning she had collapsed 
and died. The doctors made no case-notes in the 
hospital; the notes on the chart were made by the 
nursing staff. He had no private case-record. There 
had never been any indication of puerperal septicemia. 
Sister Love had seemed to him more worried about the 
patient’s temperature than about her condition. She 
had not asked him to notify it. He thought now that 
the case should have been notified but at the time he 
had not regarded it. as puerperal septicemia. He knew 
also now that the cases of Ward and Waters should have 
been notified. He had never at any time notified the 
county M.O.H. on paper; his custom was to telephone. 
He had failed to telephone about these cases because he 
forgot; it was an oversight. He had not notified the 
district medical officer of Mrs. Ward because the patient 
had pyelitis and not septicemia. Mrs. Waters was a 
case of Bartholin’s cyst obstructing a vagina full of 
varicose veins, and adherent placenta with severe 
heemorrhage. He had been with her from 1 A.M. to 
9 A.M. He had telephoned Dr. Curnow who had advised. 
Truro, and respondent had said she would die in the 
ambulance. He had thought that his telephone notifica- 
tion to Dr. Curnow would cover the statutory require- 
ment ; he now knew that it did not. 

Cross-examined, he said he had never seen a copy 
of Dr. Curnow’s rules, but had agreed to follow them. 
He was aware that the rules and the regulations 
referred to puerperal pyrexia, not to puerperal septi- 
cemia. Mrs. Cornish had been given M. & B. 693 
for the pneumonia. Mrs. Waters had had Prontosil 
because of the amount. of instrumental and manual 
interference required in her case. Mrs. Ward had had 
prontosil because it was a ward routine to give it with a 
rise of temperature. He admitted that his attention 
had been drawn to the definition of puerperal pyrexia 
in 1939. He thought he had done his whole duty by 
telephoning Dr. Curnow and acting on his advice. In 
reply to members of the council, he said he still did not 
think Mrs. Cornish’s temperature had anything to do 
with a puerperal condition. He had a fair experience 
of puerperal septiceemia. 

* * * 

Mr. Pereira put in two statutory declarations as 
- to character, from Dr. Rivers, district M.O.H., and 
Dr. T. M. Reed. He addressed the council, 
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deliberated in camera, after which the President 
announced that charges 3 and 4 had been proved to the 
satisfaction of the council, which took a grave view of 
these derelictions of duty and trusted thatthe proceedings 
would cause respondent to be more scrupulous i in future. 
He had not directed the registrar to erase his name. 


Parliament 


ON. THE FLOOR OF THE HOUSE 
MEDICUS M.P. 


THE National Service (No. 2) Bill was introduced last — 


week by a three-day discussion of a motion moved by 
the Prime Minister : 


“ That in the opinion of this House, for the purpose of- 


securing the maximum national effort in the conduct of the 
war and in production, the obligation of National Service 
should be extended to include the resources of woman-power 
and man-power still available; and that the necessary 
legislation should be ‘brought in forthwith.” ` 


The procedure is unusual. The usual way in which 
bills are presented is to have a purely formal “ first 
reading ’’ which is just ‘a reading out of the title of the 
bill without discussion, followed by a ‘‘ second reading ”’ 
on which a general discussion takes’ place. After this 
comes the ‘“‘ committee ” stage, in which detail amendments 
are made, and eventually a “ third reading,” which again 
allows opportunity for a general discussion and sometimes 
This three-day debate of the motion was, 
as the Speaker said in the course of discussions on the 
form of a proposed amendment, a reversion to an old 
practice “in the form of a motion ’’ which was a de facto 
first reading. To the original motion by the Prime 
Minister an amendment was moved by Mr. George 
Daggar, and seconded by Mr. William Dobbie,- and 
eventually supported in the lobby by 40 votes of which 
33 were bour, three Liberal, one Independent, and 
three I.L.P. To these must be added the two Labour 
“ tellers ” Mr. Dobbie and Captain John Dugdale, n vie 
an education officer with a division and formerly private 
secretary to Mr. Clement Attlee, Lord Privy Sea 


The amendment proposed that: 


“ this House, while assenting to the extension of the pucol 
of compulsion to the man-power and woman-power still 


available, is of opinion that, in order to secure the full 


utilisation of national resources in the war effort, it is essentiál 
that industries vital to the successful prosecution of the war, 
and especially transport, coal-mining and the manufacture of 
munitions, should be brought under public ownership and 
control, and that the necessary legislation should be brought 
in as soor as possible.” 

The debate was of a high order but represented a clear- 
cut cleavage of opinion between those .who believe the 


man-power and woman-power situation can be effectively _ 
dealt with without a drastic extension of national control 


of munitions production, transport, coal and power and 
those who do not. The vote of 40 for the amendment 
is not a large proportion of the House, but in view of the 
strong appeals for “ unity °?” made by Mr. Attlee to the 
Labour Party members meeting and the strong pressure 
put on M.P.s to refuse-to support the amendment the 
registering of so many as 40 votes in the lobby in its 
support indicates a considerable divergence of opinion. 


* * * 


The debate was not conducted on party lines. Those 
proposing national ownership and control of certain 
services did so from the standpoint of war efficiency. 
Those supporting the amendment were hoping that Mr, 
Ernest Bevin, who wound up-for the Government on the 
third day, would indicate that property considerations 
were to be treated as ruthlessly as personal considerations in 
the carrying out of the new and vast national mobilisation, 
but they were not satisfied. Mr. Bevin said,in answer to 
arguments for the amendment, that if it ce is seriously 
advanced that there should be further requisitioning of 
either property, services or industry ... the Government 


will examine any specific claim, and will deal with it on > 


its merits.” This statement was felt to be so tepid as 
to be unacceptable. Mr. E. Shinwell, who had wound 
up for the Labour Party, quoted a declaration of the 
Bournemouth Labour Conference of 1940 which authorised 


- before Christmas. 
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its members to enter into and support the Government 
that while planning fot war, also planned ‘for peace and 
anew society and thus, railways, the coal industry and 
substantial parts of arms production should be made 
national services during the war, and the public regulation 
of finance should be strengthened and consolidated.” 
Mr. Attlee’s words in~-Parliament in May. 1940, when 
almost absolute powers were taken over ‘“‘ persons and 
property ’’ were also quoted. Mr. Attlee had said: 
“ The essential thing is that over a wide field—how wide 
one cannot say at the moment—industry will be carried 
on for the community in fact, and not for private profit.” 
The case for a speedy unification of transport on national 
lines with state ownership and control was unanswerable. 
This applied also to the coal industry. The organisation 
proposed for the munitions industries was a special 
regional organisation with boards representing Govern- 
ment, technical and administrative staffs, and represen- 
tatives of the workers with full power to organise and 
supervise in their respective districts. Mr. Shinwell 
ended: ‘‘ The Prime Minister promised the nation a 
harder time. That we shall accept with fortitude, but 
we make this demand: Those hardships must be borne 
by all alike. Unless this is achieved it will stimulate 


further criticism and indeed opposition which may prove.» 


fatal to the Government's retention of office and, what is of 
infinitely greater importance, to our prospects of victory.” 
~ k xk xk : 

There is in this debate no immediate prospect of a 
complete change of Government, although some changes 
of individuals may take place. 
is healthy and useful.: National unity does not imply 
absence of criticism and indeed in every other Parliament 
in the Dominions overseas there is more criticism 
because ordinary party government continues. And 
we shall probably have a good deal more criticism in 
the second reading of the National Service (No. 2) Bill. 
And there will be more criticism of the allowances for 
service dependants—which are to be discussed again— 
and on health questions, for which a day may be found 
The medical man-power problem has 
not yet been solved although investigations by the 
Shakespeare committee go on. 


the purpose, but when that is concluded it should 
dissolve. To attempt to keep the Shakespeare committee 
in existence as an executive body to allocate medical man- 
power or to act as a court of appeal would be unfortunate. 
There is no reason to superimpose an extra organisation 


on the present medical one, which, if used, is adequate , 


FROM THE PRESS GALLERY 
Our Best Foot Foremost 

When the Prime Minister moved a resolution in the 
House of Commons on Dec. 2 that to secure the maximum 
national war effort the obligation of men and women 
for’ national service must be extended he assured 
members that though the Government proposals would 
_ further curtail the amenities of our lives they would not 

“ affect physical health, or the contentment of spirit 
that comes from serving great causes.” 

In outlining briefly the bill he said there were 
three main changes affecting men: block reservation 
would give way to individual deferment; the aye for 
compulsory military service would be raised to 51 and 
lowered to 18}. Boys and girls between the ages of 
16-18 will register and be interviewed by the youth 
committees of education authorities who will encourage 
them to join one of the various youth organisations. 
Broaching the conscription of women Mr. Churchill 
hastily said that compulsion to join the services would 
not be extended to any ‘married women, even those 
without children. The power to direct them into 
industry would continue but would be used with discre- 
tion. General powers to conscript unmarried women 
would be sought but would probably only be applied to 
those in the age-group 20-30, who could choose between 
the A.T.S., civil defence work, or industry. Those who 
join the A.T.S. will not be compelled to serve in the 
lethal or combatant branches. - 

Mr. JAMES GRIFFITHS pleaded that the Ministry 
should accept full obligation for those older men, veterans 
of the last war, who might break down in health after 
being admitted to the Services. 
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Mrs. A. HARDIE, a Glasgow Labour member, accepted 


the principle that women should be drafted into work 


of national importance, but claimed that war was not a 
woman’s job and she was not suited to barrack life. 
Mrs. M. TATE, on the other hand, felt that the country 
was up against such appalling odds that women could 
not keep out of war, but she regretted the lack of 
wisdom shown in handling the woman-power problem. 
Absenteeism in the factories, for instance,-was due 
mainly to the disgraceful inadequacy of the number of 
nursery schools and day-nurseries in the industrial areas. 
Mr. ERNEST BEVIN, as the last speaker in the whole 
debate, took up the cudgels for the. Government in 
doughty fashion. He admitted they were not satisfied 
with the amenities for the women’s auxiliary. service, 
but he was meeting the Service Ministers with a view 


to improving them, and he mentioned specially privacy - 


and medical attention. The present arrangements 
by which women doctors served on medical boards when 
women were examined would be extended so that women 
doctors might be in attendance to take care of the 
women called up. - 
* * xk 
Just for a handful of silver he left us, 
Just for a ribbon to stick in his coat. - 


In the debate in the Lords on Dec. 3 on the organisa- 
tion of man- and woman-power, Lord GREVILLE said that 
for some time hospitals had been fast losing their clerical 
and domestic staffs, who were attracted by the higher 
wages offered elsewhere or by a feeling that they wished 
to get into uniform. He thought the hospitals would 
be able to retain many of them if they had some sort 
of uniform to wear. True they had been offered a 
button, but he did not think a button was a very good 
substitute. He wondered whether it could be arranged 


for girls who leave the hospital to join the A.T.S. to 


return to.the hospitals after enlisting if they are willing 


to continue with that kind of work. 


QUESTION TIME 


Panel Doctors’ Fees - 

Sir ERNEST GRAHAM-LITTLE asked the Minister of Health 
whether he was aware that panel practitioners had not re- 
ceived any increase in remuneration during the first two and 
a quarter years of war; that the proposed increase at the 


rate of 9d. per annum, the first instalment of which, 2]d., was 


payable on April 2, 1942, was inadequate to meet the increased 
expenses of practice, the higher cost of living, and the loss of 
private patients in receipt of incomes of £225 to £420 per 
annum; and whether he would make the increase more 
nearly approximate to the 2s. asked for by the medical 
profession.—Mr. E. Brown replied: The increase in the 
capitation fee, which has been agreed with the representatives 
of the profession, will operate from the beginning of next year. 
This increase is not intended to compensate doctors for the 
increase in the cost of living since other classes of persons 
earning similar incomes do not receive any bonus on this 
account. Iam satisfied, however, that it provides adequately 
for the other two matters mentioned in the question and I am 
not prepared to grant any further increase under present 
conditions. S 
Reinstatement of Doctors 

Mr. T. E. Groves asked the Minister whether, in view of the 
recommendation to local authorities and hospitals that 
British doctors on their staffs might be released and foreign 
practitioners employed in their stead, he would give an under- 
taking that after the war the British doctors would be 
reinstated.—Mr. Brown replied: The position of the British 
doctors referred to is safeguarded by the fact that the Defence 
Regulation under which practitioners with foreign qualifica- 
tions are registered in the Medical Register will cease to 
operate when the Emergency Powers (Defence) Act, 1939, 
expires after the war. 


Alleged Incorrect Certificates 

Captain CHARLES TAYLor asked the Minister of Labour to 
what extent he had evidence that members of the medical 
profession had provided incorrect medical certificates to men 
of military age, stating that they were unfit for military 
service ; and whether there had been any cases of the men 
concerned admitting that these certificates were untrue and 
obtained for large sums of ‘money.—Mr. ERNEST BEVIN 
replied : The police authorities investigated a number of cases 
last year but the evidence was not sufficient for a prosecution. 
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Further cases are at present under investigation.—Captain 


- TAYLOR: Have particulars of these cases been reported to the 


General Medical Council ?—Mr. BEvin: No, l think they have 
been investigated by the police.—Sir HENRY MORRIS-JONES : 
In the interests of the medical profession itself will the 
Minister adopt ruthless measures in the case of anyone found 
guilty of this type of allegation ?—Mr. Bevin: I certainly 
will, but I have to get evidence before I can bring a prose- 
cution. Doctors are very fortunate; they can bury their 
mistakes (laughter).—Captain TAYLOR : Surely, if there have 
been eight or nine cases in respect of a particular doctor, that 
is sufficient evidence for a prosecution.—Mr. R. DE LA BERE: 
The thing is a scandal and needs cleaning up.—Captain 
TAYLOR gave notice that in view of the unsatisfactory nature 
of the reply he would raise the matter again at an early date. 


_ Birth Registration and Ration Books 

Mr. A. C. Bossom asked the Minister of Health if he would 
see that the registration of newborn babies might be effected, 
in cases where the father was away on service and the mother 
could not attend, due to serious illness, by a responsible person 
equipped with the necessary medical certificates, making the 
application so that the essential ration-book might be ob- 
tained.—Mr. Brown replied: While birth registration is 
governed by statutory conditions which cannot and ought not 
to be disregarded, we recognise that unavoidable delay in birth 
registration must not be allowed to prejudice the mother and 
child in regard to essential food-rationing facilities. The 
Minister of Food and I are in touch about the matter. 


Maternal Mortality in Scotland 


Mrs. A. HARDIE asked the Secretary of State for Scotland if 
any steps were being taken to provide more hospital accom- 
modation for maternity cases, in view of the increase in 
maternal mortality in Scotland.—Mr. T. JOHNSTON replied : 
In the past two years nearly 500 new maternity hospital beds 
have been made available. Nearly 100 further beds will 
shortly be provided in buildings at present in course of 
erection. I am advised, however, that shortage of beds is not 
a significant factor in the increase in maternal mortality. 


: Infant Death-rate in Scotland 

Mr. T. KENNEDY asked the Minister if his attention had 
been drawn to the dangerously high stillbirth and neonatal 
death-rate in Scotland ; and if, in view of the fact that this 
high mortality and falling birth-rate indicated need of an all- 
round improvement in medical, nursing and the general 
economic conditions of expectant mothers and growing child- 
ren, including a widespread extension of communal dinners, 
he could indicate the prospect of legislation to deal with the 
problem.—Mr. JoHNSTON replied: Stillbirths are not in- 
creasing, but a slight rise in neonatal deaths. has occurred in 
1941. It is too early to say whether the rise is temporary or 
not, but everything possible is being done by the Ministry of 
Food and the health authorities, central and local, to ensure 
that the nutritional needs of expectant mothers are met. 


- School Meals in Scotland 
Thirty-one education authorities in Scotland supply solid 
meals in school, and the remaining four light meals, to children 
who are notnecessitous. (Mr. JOHNSTONin reply to Mrs. HARDIE.) 


Physical Standard for Ex-miners 

In answer to a question Mr. BEvIN said: The physical 
standard laid down for ex-miners returning to the pits for 
underground work is that examiners should be satisfied that a 
man’s general physique is such as to enable him to undertake 
work at or near the coal face ; examiners are asked to give 
special attention to cases where valvular disease of the heart 
may be suspected. Men are to be rejected if found to be 
suffering from tuberculous disease or uncontrollable hernia. 


- I have no information as to the number of men who are on an 


average passed as physically fit per hour. Doctors are paid a 
fee of 5s. for each man examined. 


Industrial Rehabilitation 

The provisions of the interim industrial rehabilitation 
scheme extend to persons who are prevented by industrial 
disease, or tuberculosis, from following their normal occupa- 
tion and who are suitable for training and employment in the 
occupations covered by the scheme. (Mr. BEVIN replying to 
Mr. F. MESSER.) ; 
Workers from Ireland 

Mr. W. W. WAKEFIELD asked the Minister of Health if a 
ınedical examination was made of workers coming across from 
Ireland to ensure that they were not suftering from any 
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disease.—Mr. Brown replied: I understand from the Minister 
of Labour that there is no regular system of medical examina- 
tion for workers coming to Great Britain from Eire or Northern 
Ireland, but that some are medically examined in their home 
areas at the instance of the employers engaging them. I 
would refer to my reply on Nov. 20.—Mr. WAKEFIELD: Is the 
Minister aware that some workmen coming from Ireland may 
have tuberculosis, venereal disease and other diseases, and 
will he take steps to see that a proper examination is made at 
the port of entry in order to prevent these diseases from spread- 
ing in this country ?—Mr. Brown: Perhaps you will look at 
my answer (Lancet, Nov. 29, p. 681).—Sir Percy Hurp: 
Is anything further being done following on that answer ?— 
Mr. Brown: The authorities have power to take certain 
action in regard to these diseases.—Sir JosEPH NALL: Does ~ 
the Minister realise that the matter is one of urgency and ought 
to. be dealt with firmly ?—Mr. Brown: It is not merely a 
matter of these particular persons. Preventive measures . 
have to be applied in other directions too. 


¢ 


SOCIAL SECURITY IN NEW ZEALAND 


The N.Z. Government’s second attempt to bring in a 
universal G.P. service which began on Nov. 1 is a fee- 
for-service plan, the capitation system of February, 1941, 
having failed to take on. My last note (see Lancet, 
Nov. 15, p. 615), writes a correspondent, described the 
medical and public outcry which resulted in the fee for 
a G.P. service being raised from 5s. to 7s. 6d. with 
12s. 6d. for an urgent or Sunday call. Patients are- 
allowed to make their own private arrangements if they 
wish, and a doctor may charge 10s. 6d. or more. Legally, 
however, he can sue for no more than 7s. 6d., and this 
provision Jed the B.M.A. to refrain from sending repre- 
sentatives to the committee of control, until this ‘‘ ancient 
British right of access to court” be restored. The 
B.M.A. disapproves of the scheme but has agreed to 
work it, at the same time calling for a non-political 
commission of inquiry into the whole field. The 
Government allow two methods of collecting the 7s. 6d. : 


_(1) The patient signs a form to the effect that the service has 
been rendered. The doctor sends in a heap of forms once or 
twice a month and is paid by the department. 

(2) The doctor bills his patient 10s. 6d. or whatever he 
chooses, and the patient’s receipt is a valid claim at a post 
office for 7s. 6d. for each service. | 

The B.M.A., fearing that in the future the 7s. 6d. might 
be cut down to 5s. or 2s. 6d., decided that its members 
should use method (2); the patient and not the doctor 
would then be the -loser. Accordingly from Nov. 1 
practice will be carried on as usual, patients being 
assisted by the department in granting a.7s. 6d. rebate 
for each service. A number of doctors, however, prefer 
method (1) on account of its simplicity and economy 
(of stamps, paper, postage, time, &c., especially in war 
time), and because many patients will regard the 7s. 6d. 
as a fair fee and will refuse to pay more. No-one knows 
whether a specialist can charge 7s. 6d. for a poor patient, 
a follow-up examination after operation, or a cancer case. 
These and many other points remain to be cleared up.. 
The scheme is expected to cost the Government £2,000,000 
a year, which is a lot of money—especially if no great 
benefit to the people accrues. 


JOINT TUBERCULOSIS CoUNCIL.—Twenty members were 
present at a meeting of the council held at the London School of 
Hygiene on Nov. 22 when Dr. D. A. Powell (Wales) welcomed 
Dr. J. Ferguson (Surrey) representing the Society of M.O.H’s 
and Dr. G. B. Dixon (Birmingham) the National Association 
Dr. Powell was nominated 
chairman for 1942, Dr. James Watt (Godalming) and Dr. 
Edward Ward (Devon) vice-chairmen, Dr. G. Jesse] (Lancs) 
treasurer, and Dr. J. B. McDougall (Preston Hall) secretary. 
For the care and rehabilitation committee Dr. McDougall and 
Dr. F. R. G. Heaf stated that part 1 of the report dealing with 
rehabilitation would be published forthwith and part 2 on care 
committees early in the New Year. Dr. McDougall pointed 
out that the Ministry of Labour “ interim scheme ”’ could not 
apply to persons suffering from tuberculosis unless there was 
the closest coöperation between tuberculosis physicians and 
the ministry’s visitor to the hospitals concerned. Admission 
to the training centres of patients with open disease might 
have grave consequences. 
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Letters to the Editor 


STILLBIRTH AND NEONATAL. MORTALITY 


‘Sm,—As Professor Baird and Dr. Wyper recognise, 
the numbers of cases analysed in their paper (Lancet, 
Nov. 29, p. 657) are small and must be accepted with 
reserve, but their findings are substantiated by a statistical 
study. shortly to be published, which I have recently 
completed, and this covers an analysis of the frend in 
social mortality since 1911 by age, occupation of father, 
cause of death, regional incidence, and other factors. 
I find that although the difference between the highest 
and lowest economic groups has narrowed somewhat 
since 1911 for neonatal mortality (the excess having 
fallen to 66%), the difference at ages }3, 3-6 and 6-12 
months has increased. Despite, therefore, the fall in 
the absolute death-rates, the excess shown by the lowest 
class over the top class at ages 6-12 months, for instance, 
rose from 299% in 1911 to 498% in 1930-32. 

Baird and Wyper find that the neonatal mortality- 
rate for booked cases is 27-4 per 1000 (1938-40). This 
may be compared with the rates for Croydon (17 in 1938), 
large Dutch communes (17-7 in 1930-32), Oslo and 
Amsterdam (16 in 1936), doctors in England and Wales 
(20-5 in 1930-32), and class I England and Wales (21:7 in 
1930-32) ; while even infants of bricklayers’ labourers 
in England and Wales had achieved a rate (26-3) lower 
than that reported eight vears later by Baird and 
‘Wyper for booked hospital experience. Moreover the 


neonatal death-tates for children born to civil servants, 


doctors, dentists, teachers and other analogous economic 
groups were lower thirty years ago than the corresponding 
rate for Aberdeen Hospital found by Baird and Wyper. 
These and many other facts go far, I suggest, to confirm 
their general conclusions on the need for immediate 
measures to be taken hy the appropriate authorities. 


Chiswick, W.4. RIcHARD M. TITMUsS. 


PERFUMED HYPOCHLORITE SOLUTIONS FOR 
SPRAYING 


Sm,—Some people object to the odour of the mist of 
sodium hypochlorite used in the disinfection of the air 
of air-raid shelters and other crowded or poorly ventilated 
spaces. This objection can be overcome, however, by 
treating the hypochlorite before spraying with a small 
quantity of a pleasant smelling substance. The choice 
of such a substance, together with any solvents that may 
be necessary to disperse it in the hypochlorite solution, 
is limited by the following conditions. (1) It must be 
resistant to the chemical action of sodium hypochlorité ; 
(2) it must not impair the bactericidal action of the mist ; 
and (3) it must not be toxic in the concentration neces- 
sary to provide an effective masking odour. It has been 
found that the two mixtures mentioned below fulfil these 
conditions. A B 


p naphthyl methyl ether (Neroli) . . lg. 
Trinitro tertiary-butyl xylene 
(synthetic musk) .. = os ee lg. 
Cetyl alcohol Be oS Sy 1-5 g. 1-5 
Carbon tetrachloride : 10 c.cm 10 c.cm 
Sulphonated castor oil .. 15 ¢.cm 15 c.em 
Water to ee. > ; 100 c.cm. 100 c.cm 
If 1 c.cm. of either A or B is added to 100 c.cm. of 1% 


sodium hypochlorite a mist is produced on spraying in 
which the odour of hypochlorite is not discernible. The 
dispersion of the scent in hypochlorite is relatively 
stable in the physical sense but may, if the solution 
is left still for several hours, tend to flocculate. Com- 
plete redispersion can be achieved by slight agitation. 
The chemical] stability of the dispersion has been tested 
by leaving an excess of mixtures A and B in contact with 
1% sodium hypochlorite solution for a week. No 
appreciable reduction of the available chlorine in the 
solution occurred. Similarly the bactericidal action of 
the perfumed hypochlorite was tested by spraying it in a 
sealed room into which a mist of Streptococcus salivarius 
in broth had previously been introduced ; it was found 
that there had been no sensible diminution in the killing 
power of the hypochlorite. 

Finally, in regard to the toxicity of the components 
of the two mixtures chosen. It should be noted that at 


the-eoncentration of hypochlorite often recommended for 
use as an aerial disinfectant—i.e., to give.1 volume of 
hypochlorous acid in 2 x 10° volumes of air—the corre- 
sponding concentration of either scent is in the order of 


-1 volume in 5 x 108 volumes of air, at which concentration 


very few of even the most poisonous substances have any 
action when breathed over long periods. Similarly with 
the solvents and dispersing agents used, cetyl alcohol 
and sulphonated castor oil are almost non-poisonous in 


' themselves, and carbon tetrachloride quite harmless 


in the very small concentration used. In point of fact, 
Davis in the J. Amer. med. Ass. 1934, 103, 961, suggests 
that it is safe to work for long periods in a concentration 
of 1 part of carbon tetrachloride in 10* parts of air; 
the quantity which will be sprayed from the scented 
hypochlorite is 1 part in 3 x 10’ which is less than a 
threethousandth of this safe maximum. 


J. E. LOVELOCK, 
National Institute for Medical Research. O. M. LIDWELL. 


PERINÆAL SUTURE UNDER LOCAL ANÆSTHESIA 


Sır,—I am indebted to Prof. F. J. Browne for pointing 
out that he has been using for many years the technique 
I described (J. Obstet. Gynæc. 1941, 48, 610) for suturing 
the perinæum under local anæsthesia. I was not, of 
course, claiming any originality for the method, and I 
must apologise to Professor Browne for omitting 
reference to his article on the subject. War conditions 
made an exhaustive search of the literature difficult. 
I was aware that the method was in use in one or two 
hospitals but I did not know of any specific instances. 
My aim in writing the article -was to make the method 
more generally popular, for the serious disadvantages 
and dangers of giving a general anesthetic to a woman 
exhausted by the strain of labour are not sufficiently 
realised. Professor Browne’s testimony to the value 
of the method will, I hope, help to popularise it. The 
cases I described were the first on which the method was 
used as a routine at Charing Cross Hospital. Since then, 
I believe, it has been regularly adopted. 


Hendon. DENYS J. NEAL SMITH. 


CHRONIC MENINGOCOCCAL ‘SEPTICEMIA 


Str,—The following case seen in general practice 
seems similar to those described by Major Dickson and 
others. in the Lancet of Nov. 22. 


A lady in middle life had been in good health up to about 
six months before the present illness. During this period 
she had become more easily tired and disinclined to do her 
normal duties. . In the evening of Oct. 17, 1941, she had a 
definite rigor. She sweated profusely during that night and 
spent the next day in bed. On the 19th red spots appeared 
on the lower parts of her legs, round the ankles and on her 
wrists and forearms. The spots were neither painful nor 
itchy, and she said that if she had not seen them she would 
not have been aware of their presence. On the 20th she 
dressed and went downstairs, feeling “ very seedy.” I was 
called to see her on the 22nd. She was then in bed.. Her 
chief complaint was a feeling of extreme weakness and a 
tendency to faint when she got out of bed. She then drew 
my attention to the spots on her legs and arms. She looked 
pale, her temperature was 99° F. and pulse-rate 72. The 
tongue was clean and moist, and the throat slightly reddened. 
There were no enlarged glands and I found no abnormality 
in the heart, lungs, C.N.S. or abdomen,’ There wasa crop of 
round pink spots on the dorsum of both feet, on the lower 
third of the front of both legs, on the backs of the hands, and 
on the forearms. There were a few isolated spots on the flanks 
and one in the right scapular area. The spots resembled 
those of erythema nodosum but with three major differences— 
they were all of uniform size and shape, and each spot was 
about the size of a split pea ; some of the older lesions had a 
minute hemorrhagic centre ; and they were neither itchy nor 
painful. The patient told me that a few fresh spots appeared 
each day. They were appreciably raised above the skin 
surface; on pressure they were slightly tender but did not 
disappear. Over the lower third of the right tibia there was 
an area of subcutaneous swelling. This pitted on pressure 
and was tender, but there was no discoloration of the over- 
lying skin, except in the areas where the spots were situated. 
There were no joint pains, the patient did not complain of 
headache, and Kernig’s sign was absent. During the following 
days fresh crops of spots appeared, all on the lower parts of the 
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legs and forearms, but a few on each flank. The Wassermann 
and Widal tests were negative and a blood-count was normal. 
There was no history of tuberculosis in any near relative. 
temperature remained normal from Oct. 23. 


_ The resemblance of the skin lesions to those described by 
Stott and Copeman! led me to start treatment with sulpha- . 


pyridine. Four 0:5 g. tablets of M. & B. 693 were given at 
once, followed by three after three hours and thereafter two 
every four hours until 23 tablets were taken, representing 
11-5 g. of sulphapyridine. The result was dramatic. . After 
24 hours the spots were fading and no fresh crops appeared. 
The spots disappeared uniformly and the most recent were 
arrested in their development, though after 48 hours their 
nodular character could still be felt. The area over the lower 
third of the right tibia was now considerably less tender 
and swollen. Six days after the beginning of treatment the 
skin lesions had all almost disappeared. The patient vomited 
only once during the whole course of treatment. After the 
sulphapyridine was stopped her appetite improved rapidly 
with her general condition. At this stage she slept for 
unusually long periods each day and this tendency lasted for 
about.a week. Her progress since then has been continuou 
and uneventful. 


This seems to be a case of chronic meningococcal 
septicemia without any evidence of involvement of 
the meninges. ` l 

Finchley. J. GRIMSON. 
CONVALESCENT HOMES FOR CIVIL DEFENCE 

WORKERS 

Sm,—May I draw the attention of your readers to 

facilities that are open to civil-defence workers through 


the Civil Defence Workers’ Rest Department .of the 


Joint War Organisation ? Accommodation is available, 
in three Joint War Organisation convalescent homes 
near London which have been temporarily allocated for 
this purpose, to civil-defence workers of both sexes in the 
Metropolitan area and Outer Ring who are in need of 
change after illness or injury, or of rest and recuperation 
as a result of a long spell of duty, &c. There is no 
charge to applicants, who may apply on their own account 
or through their A.R.P. authority, in which case the 
applicant is asked to attend the weekly Red Cross medical 
inspection, bringing a certificate from their own doctor 
and a leave permit from their A.R.P. authority. Civil- 
defence workers who have been hospital patients (either 
in- or out-patients) may proceed direct on application 
by the lady almoner to the Civil Defence Workers’ Rest 
Department. In addition to full-time civil-defence 
workers, the facilities are at present also open to part: 
time A.R.P. personnel, registered fire-watchers injured 
on duty, and those who have been discharged from the 
service but who contracted their illness or injury while 
in the service. Free transport from central London is 
provided. Accommodation is also available in the Bristol 
area for local personnel, and it is hoped shortly to extend 
to other parts of the country. Applications and requests 
for further information should be made to the secretary, 
Convalescent Section, 6, Cadogan Square, S.W.1 (Slo. 


9951). HORDER, 


Chairman, Civil Defence Workers’ 
Rest Dept., J.W.O. 


TREATMENT OF THE MENOPAUSE 


Sir,—Here comes that bogy-man again! This 
time in the guise of your own distinguished and authori- 
tative self. One tends to accept opinions uttered in 
your annotations as coming from eminent authorities 
on their subject and to take special note of any warnings 
thus expressed. Coming from such a source a commen- 
tary on the treatment of the menopause cannot be lightly 
disregarded. What do we find, then, are the views 
expressed in your annotation of Dec. 6 (p. 705)? A 
warning against the use of stilbcestrol—‘‘ other cestro- 
gens ” are mentioned only in the last sentence—in the 
alleviation..of menopausal symptoms: the only crime 
that stilbcestrol—as compared with the other cestrogens 


apparently—has committed is to be “ cheap and simple . 


to take” and to yield in many cases dramatic results. 
In sounding this warning you quote only one reference 
(Amer. J. Obstet. Gynec. 1940, 40, 980), .a paper by 
a psychiatrist whose evidence is based on the use of 
stilbcestrol which he describes as ‘‘a new synthetic 


1. Lancet, 1940, 1, 1116. 
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ovarian follicular hormone not yet available for general , 
use,” in 26 cases of psychosis, including involutional 
melancholia, schizophrenia and Korsakoff’s syndrome, 
occurring in the menopausal era or subsequent to it. 


' This is the first time I have heard of cestrogens as a 


cure for secret drinking in elderly women. None of the 
patients complained of hot flushes. In spite of the fact 
that ‘‘ the amounts of the synthetic hormone prescribed 
were considerably in excess of any as yet reported in the 
literature ’’ the psychiatric clinical course during treat-. 
ment showed no improvement in 67% and.“ 4% became 
much worse.” You will note that 4% of 26 patients is 
roughly 1 patient. However, as is not altogether - 
surprising in view of the somewhat alarming size of the 
dose which must have been given—the original author 
does not bother to mention the exact doses—certain 
symptoms and effects did-appear. Here you assume too 
faithfully the rôle of reporter at the expense of your 
critical functions, and mention ‘‘ other toxic side effects 
such as enlargement and fullness of the breasts, areolar 
pigmentation, increased sexual feelings, nausea, diarrhoea 
and even dysmenorrhoea.’”’ These effects are said by 
the author to be due to stimulation of ovarian and 
genital activity by stilboestrol. It is certainly interesting 
to hear a psychiatrist describe increased sexual feelings 
as a toxic side effect! Méstrogens, of course, far from 
stimulating ovarian activity actually depress it. | 

But not content with these warnings your annotation 
resurrects two favourite old bogies and introduces a new 
one which I find fascinating and intriguing. Here they 
are. ‘‘ No actual evidence is clinically available that 
this substance is in man a carcinogen, yet no-ohe would 
sponsor its exhibition in a case of established breast or 
uterine cancer.” This matter has been fully discussed 
in many places, including your own columns (e.g., 
Lancet, 1936, 2, 1865). Cramer and Gye showed that 
prolonged administration of cestrogen in high doses was 
capable of causing mammary cancer in susceptible 
strains of mice, but pointed out that the period of 
administration necessary to produce such carcinoma in 
mice would correspond in terms of the human life cycle 
to 7-10 years.' There is even less evidence of the 
induction of malignant tumours of the uterus in experi- . 
mehtal animals. Secondly, your annotation mentions 
the occurrence of pituitary tumours in small animals 
after the administration of oestrogens. Nothing of the 
kind has so far been reported in human beings, though 
cestrogens have now been used extensively for 10 years. 
Finally, it makes the fascinating suggestion that ‘‘ some 
patients seem to acquire almost a drug addiction to 
stilbcestro] ” and are difficult to wean from its subtle 
attraction. I knew of no evidence to suggest that 
stilbcestrol or any other cestrogen induces a drug addic- 
tion, though I have seen patients whose menopausal 
symptoms are relieved by cestrogens loath to discontinue 
what they conceive to be an efficacious form of therapy. 

Your annotation is entitled Treatment of the Meno- 
pause. Treatment of the menopause with cestrogens 
consists in the administration of small doses in inter- 
rupted courses controlled when possible by . vaginal 
smears and hot-flush counts, and not in giving maximal 
doses to psychotic patients of menopausal or post- 
menopausal age showing none of the recognised signs 
attributable to ovarian deficiency. By the prudent use 
of cestrogens I can assure you that you will avoid what 
you describe as “ toxic side effects ” and may with an 
easy conscience abandon your réle of bogy-man. 


Endocrine Clinic, Guy’s Hospital. P. M. F. BisHop. 


STETHOSCOPES OLD AND NEW 


Sır, —I should like to add a few remarks to the 
annotation in your issue of Nov. 15. While the usual - 
types of stethoscope rely on an air-space to act as sound- 


_box, there are some in which the sound is transmitted 


without intermediate amplification directly by means of a 
solid conductor of wood, ebonite or other plastic. This 
type of stethoscope consists of a solid rod, one end of 
which is funnel-shaped and has a roughened surface to 
prevent it slipping on the skin, while the other end fits 
tightly into an ear-piece similar to that of other stetho- 
scopes. The loss of amplification in this-type is usually 
well compensated by the truth of transmission and the 
complete absence of extraneous sounds. Moreover, the 
ordinary chest-piece must be applied firmly and the 


: It was stated that of the nursing staff of eight only the | 
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pressure exerted influences the quality of the trans- 


~- mission, whereas the solid conductor type relies on point 


contact only and can be applied in almost any way. 
Thus it has great advantages for teaching because the 


- distortions and extraneous sounds arising from inexperi- 


enced use of the other types are completely absent and 
the beginner can easily distinguish the true heart-sounds. 
The close approach to the patient which the use of this 
instrument necessitates may, however, be inconvenient 
for the examiner. ° 

London, W.1. i J. PLESCH. 
A CONTRAST 

S, —The Times on Dec. 5. reported that the Duke 
of Kent visiting the Nursing Recruitment Centre spoke 
of the ‘‘ fine career ” now offered by nursing, and added 
that he could. speak “‘ with personal knowledge of the 
excellent conditions in the hospitals today.” 

The Royal, Cornwall Gazette on Nov. 4 reported an 
inquest held on a baby who had died in a public-assistance 
hospital. The autopsy had shown death to be due to 


suffocation through the child inhaling its own vomit. 
‘The coroner’s comments included these words: 


éc I 
have called you together because you may fecl it your 
duty to comment on the member of the staff at the 
hospital. There are about 80 patients at present and 
we shall hear that neither of the two young nurses on 
night duty is qualified nor trained.” In her evidence 
the nurse involved stated that she had to start washing 
patients at 3.30 A.M., make the beds of 33 patients, give 
the inmates their first morning feed, and assist with the 
breakfast. She added that she had to visit ten separate 
wards, five on the bottom floor and five on the top floor. 


sister-in-charge was trained. 
Can one blame parents who hold back their daughters 
from the “ fine career ” of nursing if they are liable to 


be confronted with conditions such as the above during’ 


their so-called ‘‘ training ” ? 
Northwood. : ESTHER CARLING. 


LUPUS ERYTHEMATOSUS AND TUBERCULIN 
TESTS 


Str,—Some points in Dr. Kelvin’s article of Nov. 15 
require further elucidation. He found that 71% of 148 
cases of lupus erythematosus gave a positive tuberculin 


. reaction as compared with 18% of 240 adult controls. 


This latter figure is extraordinarily low when compared 
with other mass tuberculin surveys. In 1929 D’Arcy 
Hart, on testing 751 clinically non-tuberculous controls 
of all ages, found that in the adult age-group 88% were 
positive to 1 in 1000 tuberculin. Admittedly these 
figures relate to the highly industtialised district of 
London and probably a slightly lower figure would be 
obtained if this survey were repeated now. It would be 
of interest to know from what section of the populace 


Dr. Kelvin’s controls were derived, whether urban or | 


rural, and how this very low figure of 18% can. be 
accounted for when compared with the findings of other 
observers. It is also stated ‘in the article that a tuber- 
culous history was commoner among the cases of lupus 
erythematosus than among the controls. This statement 
would be more convincing if the actual figures relating 
to this were given, I am not qualified to express any 
opinion as to the etiology of lupus erythematosus but I 
feel that some explanation.of the points I have raised is 
necessary before the author’s conclusions can be accepted. 


Colindale Hospital, N.W. W. E. SNELL. 


SIR, —I am prepared to believe that in Dr. Kelvin’s 
area the tuberculous cases of lupus erythematosus are 
commoner than in the south of England. This was a 
point I emphasised in a recent paper. But how does he 
account for the numerous published cases of the acute 
generalised form of the disease which ended fatally and 
in which either no trace of tuberculosis or no active 
focus was found post mortem (e.g., Roxburgh, A. C. 
Brit. J. Derm. 1933, 45, 95)? In such cases there must 
be a flooding of the blood-stream with toxin. Most of 
them, of course, die of streptococcal septicemia (all of 
Roxburgh’s five cases). Forman and I in 1933 pub- 
lished a paper (Ibid, p. 4) on intradermal tests in lupus 
erythematosus and allied conditions and our results 
were very different. 

London, W.1. H. W. BARBER. 


a good gynecological practice. 


k Obituary 


THOMAS HENRY WILSON 
l M.A. DUBL., F.R.C.P.I. 


Dr.. T. Henry Wilson, a former president of the Royal 
College of Physicians of Ireland and King’s professor of 
midwifery in the school of physic, Trinity College, died 
on Nov. 20 at the age of seventy-six. Wilson was the 
elder son. of the late Captain John Wilson of XIV Regi- 
ment, and was educated at Foyle College, Londonderry, 
and at Shrewsbury. He qualified in 1887, and spént 
some time as a ship surgeon. When he came home he 
turned to midwifery and was assistant master at the 
Rotunda Hospital for three years during Sir Wiliam 
Smyly’s mastership. Later he was appointed gynæcolo- 
gist to the Richmond Hospital and to Sir Patrick 
Dun’s Hospital, and in 1898 he became F.R.C.P.I. 
and in 1926 was elected president. He had been appointed 
to his chair in 1911 and he held this post till 1936 when 
ill health forced him to retire. His widow, elder daughter 
of the late Colonel W: Lyster Smythe, survives him. 

Wilson was a retiring man, who took little part: in 
professional affairs. As a teacher he was painstaking 
and courteous, and his skill as a surgeon won for him 
He was a charming 
companion, and his friends found him kindly, humorous 
and tolerant. | 


ALGERNON E. L. WEAR’ 
C.M.G., M.D. DURE., D.P.H. 


Colonel Wear, who died last week at Harrogate in his 
76th year, was born in Newcastle-on-Tyne and educated 
at the local grammer school. After qualifying at 
Durham University in 1891 he held many residential 
posts in Leeds before settling there in general practice. 
He became a part-time school medical officer and in 
1910 his full-time appointment gave scope to remarkable 
organising abilities. He had a great influence on his 
staff, whom he inspired with his own conception of school 
medicine, and the open-air school owes much to his 
wisdom and foresight. His greatest fight was over 
cleanliness in which he achieved striking results. Like 
many busy people he had many outside interests. He 
joined the old volunteer corps before it became the 
R.A.M.C., for some time acting as adjutant. When the 
Territorial Army was organised in 1908, Wear became 
the first commanding officer of the Ist West Riding 
field ambulance, which he raised to a high state of 
efficiency until he was put in command of the divisional 
casualty clearing station which he later took out to 
France as the 7th C.C.S., remaining with it until he came 
home to take up an important command at Alnwick. 
For his services he was made C.M.G. and later became 
president of the Leeds branch of the ‘‘ Old Contemptibles.” 
He was largely responsible for the foundation of the 
Poor Children’s Holiday Camp (with a record of summer 
holidays for 24,000 children) and was one of the pioneers 
of the orthopedic hospital at Kirby Moorside. Two 
well-known Leeds institutions, the ‘‘ Boots for Bairns ” 
fund and “‘ Children’s Day,” owed much to his efforts. 


‘An engineer before he started medicine, Wear was a 


great model locomotive builder and had a magnificent 
model railway at one time. He was a loyal freemason, 
and a past master of his lodge who never sought higher 
honours. He married Emily, eldest daughter of the 
Rev. F. Peel, vicar of Heslington, York, and leaves her 
with two sons and two daughters. 


WILLIAM FORDYCE 
M.D. EDIN., F.R.C.P.E., F.R.C.0.G. 

Dr. William Fordyce, who died at Tillicoultry, Clack- 
mannan, on Nov. 6, at the age of 78, was the last of that 
group of brilliant obstetricians—Simpson, Croom, Bar 
bour, Hart, Murray, Haultain, Ferguson, and Lackie— 
who added to the renown of the Edinburgh school of 
medicine. | 

Though he was born at Liverpool, Fordyce counted 
himself a Fifer, for his parents came from the Kingdom 
and he himself was educated at Anstruther and later at 
St. Andrews, where he read for an arts degree. He 
studied medicine at Edinburgh, graduating with first- 
class honours in 1888, and five years later, after post- 
graduate study at Leipzig and Berlin, he took his M.D. 
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Once he had decided to specialise in obstetrics he was 
invited by Sir Alexander Simpson, who was a close 
personal friend, to become his assistant at the university 
and later he was appointed a lecturer in the extramural 
school. He also held staff appointments at the Royal 
Maternity and Simpson Memorial Hospital, the Royal 
Infirmary. Leith Hospital and the Hospital for Women 
in Archibald Place, and soon he was recognised as one 
of the leading obstetricians and gynecologists of Edin- 
burgh. He retired from the heavy demands of his 
private practice some ten years ago. 

.Dr. Fordyce served as president of the Edinburgh 
Obstetrical Society in 1919. Already in 1898 he had 
been elected to the fellowship of the Royal College of 
Physicians of Edinburgh, and in 1929 he became a 
foundation fellow of the new college of obstetricians. 
Apart from these professional contacts he was a member 
of the Pen and Pencil Club, the Scottish Arts Club, and, 
as Father Profundus, of the Monks of St. Giles. C. K. 
writes: Fordyce was a vivid and colourful teacher, 
a brilliant diagnostician and a skilful operator. He was 
a man of many gifts and tastes—an average golfer, a 
good curler, and an excellent angler. He was also a 
witty versifier and a popular after-dinner speaker, and 
his songs and recitations told in his own inimitable way 
will live in the memory. 


GODFREY DE BEC TURTLE 
M.D. DURH., M.R.C.P. 


Dr. de Bec Turtle died on Dec. 4 after a brief illness at 
the Luton and Dunstable Hospital which he had gone 
to superintend. He will be much missed in and around 
Cambridge Square where he had been for some forty 
years the trusted family physician, retaining to the last 
the signs-manual of silk hat and 
stock. He rose early and was 
a constant figure in the Row 
before breakfast with his friend 


often be found at the Olympia 
horse show, where he had been 
known to compete on one of his 
own excellent horses. Always 
interested in everything around 
him, sympathetic and helpful 
to a degree, he had a sound 
business head with which he 
` served many professional occa- 


sions. The Harveian Society 
came first, then the Royal 
Lafayete Society of Medicine whose 


aa financial position brightened 
during his years of office, and when his experience had 
ripened he was invited to preside at the council of the 
Medical Defence Union, and four days before his death 
was elected chairman of the Medical Sickness Assurance 
_Society. And he was never happier than when he was 
giving a dinner party with his wife and family to medical 
men from home or abroad. 


Born at Woodford, Essex, in 1877, the son of Dr. 


Frederick Turtle. Godfrey de Bec Turtle was educated 
at Haileybury, King’s College, London, and Durham 
University, where he graduated with honours in 1902. 
Two years later he took his M.D. and in 1908 became 
M.R.C.P. While obtaining these higher qualifications 
he was strenuously preparing himself for his future work 


—later many colleagues were glad to come to him for 
counsel, especially in midwifery cases—and after holding 
resident appointments at King’s he spent three years as 
R.M.O. at the Public Dispensary, Drury Lane. He 
never severed his connexion with this hospital and when 


he died was its senior physician. He also found time to 
undertake clinical assistantships at the Evelina Hospital, 
the Royal Eye Hospital and the Children’s Hospital at 
Paddington Green, but he gave up this work when in 
1911 he was appointed physician to the Margaret Street 
Hospital for Consumption. Dr. Turtle married Florence 
Cawood, daughter of Mr. H. H. Baker; they had two 
daughters, and one son, Dr. Peter Turtle, now serving as 
a surgeon commander. 


Major ArtHuR Bropir Hamitton Brivces, O.B.E., 
who died at Cheltenham on Oct. 22 at the age of 55 after 
an operation, took his conjoint qualification from 


Sir William Willcox ; he could. 


St. Thomas’s Hospital in 1912 and received his com- 
mission in the R.A.M.C. from the special reserve a year 
later. During the last war he served in Gallipoli, 
Macedonia and Egypt, and later in India he was appointed 
surgeon to the Commander in Chief. After the war he 
served as surgeon captain to the Life Guards but returned 
to the R.A.M.C. in 1923. and was promoted major two 
years later. He retired in 1933, but took up a retired 
pay appointment at the central recruiting depot in 1938. 


. Medical News 


University of Cambridge j 
On Dec. 6 the following degrees were conferred by proxy :— 
M.D.—T. D. Day. : ; 
M.B., B.Chir.—R. E. M. Pilcher and R. E. W. B. Comerford. 
University of Manchester E a 
~ At recent examinations the following were successful :— 
FINAL EXAMINATION FOR M.B., CH.B. 


J. G. Atherton, J. K. Brown, J. H. Hilditch, S. H. Jackson, — 


Heskel Khazam, N. A. Lewtas, N. S. Marsden, Ann L 


G. J. Shanklin and H. G., B. Slack 


University of Wales , 
At recent examinations for the degrees of M.B., Ch.B. the 
following were successful :— 


on, . 


Pathology and Bacteriology.—E. R. Edmunds, Phobe J; M. 


Griffiths, Tegwyn Jones, H. D. Walters and Al. A. Yauniskis. 
Surgery.—Beryl Bevan, W. M. Jones and Monica Parry-Morton. 


National University of Ireland ` = 
The degree of M.D., has been conferred on Patrick 
FitzGerald and ‘Dermot Roden. 


University of Dublin 
At recent examinations at the school of physic, Trinity 
College, the following were successful :— 


\ 
M.D. 
W. M. E. Anderson, R. S. W. Baker and M. C. Wood. 
FINAL EXAMINATION FOR M.B., B.CH. AND B.A.O. 

Medicine.—L. H. Shrago, J. R. Hassard and Dorothy H. Webster 
(second-class honours); Ethna M. MacCarthy, L. H. Citron, C. E. 
Williams, Florella Starritt, J. A. Pearce, J. B. Dunlop, Kathleen M. 
J. Morphy, J. N. Greene, Muriel Eakins, Basil Marcus, A. R. B. 
Jackson, E. S. Odbert, M. B. Flanagan, R. O. D. Reid, T. L. Kelly, 
A. C. McReynolds, Margaret F. Y. Dixon and Catherine E. Craig. 

Surgery —Emmeline P. Crowe, N. J. Anderson, .L. H. Shrago, 
Dorothy W. M. Last, J. P. Walsh, A. J. B. MacFarland, Al. C. 
McReynolds, L. H. Citron, Jack Morris, and J. A. Pearce. ` 

Midwifery. —J. F. Dignan and Brenda R. Boydell (first-class 
honours); I. M. Ali, K. J. Swanepoel, A. M. Jacobson, Cecilia J. 
Dippenaar, S. B. Stein gnd Rena Becker (second-class honours) ; 
Franziska G. Brill, J. . Dignan, D. M. Brooks, V. O. Stewart, 
Lavinia F. Nightingale, Bernard Novis, R. C. Rylance, P. J. 
Mentz, J. W. van der M. Roos and I. E. P.C i - 

D.P.H.: Part IJ.—Leila Fincgan. 


Faculty of Radiologists > i 
The following were successful at the examination for the 
fellowship of the faculty :— 


Radiodiagnosis.—Eric Samúel, M.D. Lond., F.R.C.S., D.M.R.E. 
Radiotherapy.—Alice M. Ross, M.B. Edin., F.R.C.S.E., D.M.R.E. 


Royal Society of Medicine l 

The section of comparative medicine of this society will 
continue their discussion on the control of diseases of cattle 
inimical to man on Wednesday, Dec. 17, at 2.15 P.M., when 
Prof. Thomas Dalling, M.R.C.V.S., and Dr. S. Roodhouse 
Gloyne will speak on tuberculosis. On Dec. 18 at 2.30 P.M. 


1 


at the section of neurology Prof. Geoffrey Jefferson, Prof. . 


Hugh Cairns, Dr. W. Russell Brain and Dr. Ludwig Guttman 
will open a discussion on rehabilitation after injuries to 
the central nervous system. | 


Strickland Goodall Lecture 
The third Strickland Goodall lecture will be delivered 
at the Apothecaries Hallin June, 1942, by Dr. William Evans, 


assistant physician to the cardidc department of the London 


Hospital. - His subject will be triple rhythm. 


Prevention of Accidents 8 

The second training course for industrial accident preven- 
tion organisers to be held in this country has now been 
arranged by the Royal Society for the Prevention of Accidents 
on behalf of the factory department of the Ministry of Labour. 


It will be held at Balliol College, Oxford, from Jan. 2 to 13,. 


and about 50 trainees, nominated by their employers, can be 


accommodated. The programme may be obtained from the 
secretary of the society, 52, Grosvenor Gardens, London, 
S.W.1. l 
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BADGE OF OFFICE, 


SWEEPING and garnishing never had their due while our 
world still clung to the Victorian belief that you came 
down to breakfast at eight o’clock and found the rooms 
clean and tidy, the fire burning and the coffee made ; 
and that it was all done by magic. Most of us have 

given up that airy notion in private 
life, but in‘ hospitals the domestic 
work still has to be done, and done 
early; and there is not much magic 
about it. We have already noted 

(Lancet, Nov. 22, p. 655) that the 

. Ministry of Health, with genuine 
appreciation of the contribution Which 
hospital domestic workers are making 
towards winning this war, have decided 
to provide badge for them. More insight has been 
. shown in making the gesture than in choosing the design 
of the badge (shown in the illustration). The words 
‘“ Ministry of Health ” appear in silver letters on a red 
` enamelled border, and “ Hospital Service ” is in blue on'a 
silvered cross-bar. The effect though honest is dispirit- 
ing. Might not one of our penniless artists have been 
given the opportunity to do a national service and 
design a badge worthy of the ministerial inspiration ? 

Badges will be issued to all those workers on the 
domestic side in hospitals, including manual and super- 
visory staff, who are giving not less than 96 hours service 
a month, and it is estimated that 60 ,000 people will be 
eligible, ‘most of them women. Many hospitals ‘are 
short of domestic workers, and the Ministry of Labour 
has agreed that women giving full-time service in this 
capacity will not be asked to transfer to other war work ; 
moreover women who are not in essential employment 
can, if they wish, ask to take up this work when they 
register. No doubt the recognition of the value of the 
work which the badge implies will carry some Weight 
with registrants. 


Í FELIX  INFELIX i 


. limited quantities of damaged dried milk no 
iongar suitable for human food can be issued to owners 
of warehouses and other food stores in which cats are 
kept to destroy vermin. ..’’ (Hansard). 


Milkless, my cat ? Ones th® regulations : 
You cannot hope to share the infant’s meed. 
In time of war the milk becomes the nation’s, 
And who are you to swig the nation’s need ? 
Yes, who indeed are you ? Cry out upon us! 
A personage of note, not all unsung. 
The harmless necessary cat, your honours— 
The milkless mouser with a parching ee 
Harmless and necessary ? What, no greater ? 
Doyen of symmetry, address, aplomb ! ! 
The saucer, yawning like an empty crater, 
Shows where the Minister has dropped his bomb. 
_ Someone, I think, remarked you had your uses ; 
Major Lloyd George unblushingly replied : 
“ The modicum of milk reserved for pussies 
Is damaged, dated, damned, disdained and dried.” 


FLASHBACK 


A Diary of World Affairs by Marcel Hoden (Penguin 
Books. 6d.) which covers the period from June, 1940, to 
April, 1941, is a useful reminder of the sequence of events 
during a tumultuous year which to most people was too 
confusing to be seen in perspective. As a collection of 
facts as to who said and did what—and when— it is 
. concise and readable. Whether the author’s optimistic 
interpretation of these events is as reliable only time 
will tell. For a Frenchman disappointed in his’ own 
country’s behaviour he seems a little too enthusiastic in 
his eulogy of ours. Perhaps he ought to give up expect- 
ing too much of human nature, or disappointment may 
become his lasting portion. 


BURROUGHS WELLCOME AND Co. inform us that, subject 
to priority demands, Tabloid sulphaguanidine 0-5 g. 
is now available to the medical profession. 


NOTES, COMMENTS AND ABSTRACTS 
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Infectious Disease in England and, Wales 
WEEK ENDED NOV. 29 . 


Notificatiops.—-The following cases of infectious disease 
were notified during the week: smallpox, 0; 
fever, 1415 ; whooping-cough, 1959 ; ‘diphtheria, 1047 ; 
paratyphoid, 16; typhoid, 7; measles (excluding 
rubella), 850 ; pneumonia (primary or influenzal), 1101 ; 
puerperal pyrexia, 124; cerebrospinal fever, 140; 
poliomyelitis, 15; polio-encephalitis, I; encephalitis 
lethargica, 3 ; dysentery, 197 ; ophthalmia neonatorum, 
83. No case of cholera, plague or typhus fever was 
notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Nov. 26 was 1319, incl 


uding 
scarlet fever, 168 ; diphtheria, 287 ; measles, 36 ; whooping-cough, 


481; enteritis, 32; chicken-pox, 36; erysipelas, 32; mumps, 9; 


poliomyelitis, 4; dysentery, 13; cerebrospinal fever, 11; puerperal 
sepsis, 18; enteric fevers, 17; malaria, 1; other diseases (non- 
infectious), 71; not yet diagnosed, 103. 

Deaths.—In 126 great towns there were no deaths from 
measles, 1 (0) from enteric fevers, 1 (0) from scarlet fever, 
12 (2) from whooping-cough, 81 (3) from diphtheria, 
41 (1) from diarrhoea and enteritis under 2 years, and 
37 (4) from influenza. The figures in parentheses are 
those for London itself. . 

Bristol reported 1 death from an enteric fever. 
and Swansea each had 4 fatal cases of diphtheria. 
The number of stillbirths notified during the veek was 
167 (corresponding to a rate of 32 per thousand total 
births), including 16 in London. 


Births, Marriages and Deaths 


Mindiesbrouen 


BIRTHS 

BELCHER.—On Dec. 3, at St. Andrews, the wife of Flying-Officer . 
J. Rashleigh Belcher, M.B.—a daughter. 

TAYLOR.—On Dec. 6, at Crickhowell, Breconshire, the wife of Dr. 
A. Brian Taylor, of Birmingham—a daughter. 

WARBURTON: —On Dec. 1, at Oxford, the wife of Dr. E. J. Warburton, 
of Wallingford, Berks—a son. 

WILSON.—On Dec. 2, at Summercourt, Cornwall, the wife Dr. 
C. M. Wilson—a daughter. 


MARRIAGES 
ARMIN—CONWAY. ania nor 29, at Streatham, Ricsard ney bib 
rmin, ying-officer, R.A.F.V.R. Margar Mary 
Joynt Conway. 
GOLDSTEIN—BROWNING.—On Dec. 6, at Nottingham, 
Goldstein, M.B., to Madge Browning. ' 


Jacob 


_ TIBBITS—W HARTON. —On Nov. 29, at Bournville, Stephen Tibbits, 


M.R.C.S., of Warwick, to Joan Mary Wharton. 


WARD—SAUNDERS. —On Dec. 2, in London, Philip Macready 
Ward, M.B., to Margery Kathleen Saunders. 


- DEATHS 
CooKsOoNn.—On Dec. 1, at the Staffordshire General Taninary 
Frederick Nesfield Cookson, M.D. Lond., F.R.C.S., aged 70. 


MOCev GHEY .—On Dec. 7, at Liverpool, Francis George ‘McCaughey, 
B.A. R.U.I., L.R.C. P.I. 


Mosse.—On Dec. 6, in Minneapolis, Francis Henry Mosse, M. A.Oxfd, 
M.R.C.P., S.P. G. medical missionary in China. 


OWENs.—On Dec. 6, zonn Switzer Owens, M.D. Dubl., A.M.I.C.E., 


U 


M.I.Mech.E., FR 
SPARKES.—On Dec. 5 bee Scarborough, en Moore Bell Sparkes, 
D.S.0., M.R.C. Ss), lieut.-colo R.A.M.C., ret ~ 


TURTLE.—On Dec. 4, Godfrey de Bec Turtle, M.D. Durh., M.R.C.P. 


Appointments 


PIERRE, J. H., M.B. Lond., NE aa M.O. (grade B) at Trinidad. 
Birmingham "Accident Hospital and Rehabilitation Centre.—The 
following appointments are announced :— 
BADGER, F. G., F.R.C.S.E.: deputy clinical director ; 
Howat, T, W., L.R.C.S.E., ‘first assistant ; nd 
WOLFSON, L. J., M.B. Lond., D.A. ; resident anesthetist; 


-A BirtHDAy PresentT.—Under the terms of Mr. Bernhard 
Baron’s will a grant is made every year on his birthday to 
hospitals and charities. This year over: £43,000 was dis- 
tributed, of which £16,000 went to London hospitals and 
£10,000 to hospitals outside London. ‘ 


MepicaL Honour.—The D.S.C. has been awarded to 
Temp. Surgeon Lieutenant Benjamin Crawshaw, L.R.C.P.E., 
for bravery and devotion to -duty when H.M.S. Grimsby 
was lost. 
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PFEIFFER’S BACILLUS (INFLUENZAL) 
MENINGITIS | 


N. MUTCH, M.D. CAMB., F.R.C.P. 


SENIOR PHYSICIAN TO GUY’S HOSPITAL ; SECTOR ADVISER IN 
MEDICINE, E.M.S. 


THE discovery of the virus of epidemic influenza 
diverted medical attention from an earlier preoccupation 
with Hemophilus influenze of Pfeiffer. Disappointment 
had long been felt that the strain of this bacillus isolated 
. from the respiratory passages rarely displayed much 
invasive power when inoculated into animals.. It is 
remarkable therefore that meningeal infections caused 
by Pfeiffer’s bacillus should prove so uniformly fatal and 
completely resistant to all therapeutic measures which 
have been tried. A number of examples of the condition 
have been noted in this country during the past year and 
the time is opportune for a review of our knowledge of the 
subject. 


‘Most of the observations on the disease have been | 


made in America, where it seems to be more common than 
in Britain. Slawyk * described the earliest case in which 


the diagnosis was established bacteriologically. Neal, . 


analysing 3139 cases, found that it was the fifth common? 
est American variety and accounted for 4:5% of all 
cases of meningitis. Fothergill, recording 51 cases at 
the Children’s Hospital, Boston, over a 4-year period 
during which there had not been any outbreak of 
epidemic cerebrospinal meningitis, found that it was the 
commonest type of all and represented 23-1% of the 
meningitis group. In this country it is comparatively 
uncommon, but-since August, 1941, 3 undoubted cases 
and 2 other possible ones have been admitted to a 
Kentish Hospital of about 1000 beds. We may owe our- 
comparative.immunity to a higher individual] resistance 
to Pfeiffer’s bacillus acquired in this land of the common 
cold—an idea which receives support from the bacterio- 
logical findings in the cerebrospinal fluid. In American 
reports? the bacilli are described as occurring in strik- 
ingly great -numbers. In the cases reported here the 
bacilli have been so few that they might easily have 
- escaped notice. Possibly the disease is sometimes over- 
looked when laboratory facilities are inadequate. The 
bacteriologist often fails to see or grow any organism 
from cerebrospinal fluid submitted to him from patients 
with suppurative meningitis. There is a tendency to 
ascribe such failures to death of the bacteria during 
transport: of the specimen or to the administration of 
sulphonamides before collection of the fluid ; but it is 
conceivable that this unsatisfactory group may include a 
proportion of influenzal cases. 


CASE-HISTORIES 


` CasE 1.—A soldier, aged 30, complained for 2 weeks of 
headache, giddiness and periodic weakness and sensation of 
swelling in -his legs. Ambulatory, and given sick leave. 
Admitted on return with definite head retraction and 
occasional vomiting; normal cerebration. Temperature 
101-6° F., pulse-rate 104, respirations 24 per min. C.S.F.: 
pressure 250 mm.; slightly opalescent; protein 0:09% ; 
eells 46 per c.mm. (chiefly mononuclear); gram-negative 
bacilli seen resembling H. influenze ; cultures sterile. Blood- 
serum agglutinated H. influenze from case 6 at dilution 
-~ 1:40. Two normal controls agglutinated same organism at 
“1:20. White-cell count 13,300 with 70% of polymorphs. 
Treated with Sulphonamide E.O.S. (80 g. in 7 days). Tem- 
perature became normal in 24 hours. Head retraction dis- 
appeared in 36 hours. Recovery rapid, uninterrupted and 


oop ete: 
ote.—Bacteriological diagnosis in this.case not fully 
established. Prognosis far better at 30 than during infancy. 
CasE 2.—A youth of 16. Acutely ill for 48 hours with 
headache, fever and vomiting. On admission semicomatose, 
with head retraction and positive Kernig’s sign. Tempera- 
ture 102-6°F., pulse-rate 108, respirations 26 per min. 
C.S.F.: pressure 280 mm.; turbid; protein 0:28% ; cells 
7,840 per c.mm. (polymorphs 98%); extracellular gram- 
` negative bacilli seen resembling H. influenze but cultures 
sterile. Blood-count: white cells 14,900 with polymorphs. 


6173 


- H. influenze obtained from each of six specimens. 


79%. Treated with sulphonamide E.O.S. (80 g. in 7 days). 
Temperature normal in 48 hours. Recovery rapid, un- 
interrupted and complete. | 

Note.—Bacteriological diagnosis not fully established. 
Prognosis far better at 16 than during infancy. 


Case 3.—Infant, aged 17 months. Acute onset with fever 
and irritability. On admission, 36 hours later, quiet, 
considerable head retraction and positive Kernig’s sign. 
Temperature 102-2° F., pulse-rate 116, respirations 44 per 
min. C.S.F.: pressure 90 mm. (rose later to 330 mm.) ; 
opalescent (thick pus later); protein 0-16% (rose later to 
0:45%); cells 84 per c.mm. (990 per c.mm. later and visible 
clots of pus), polymorphs 92%; gram-negative bacilli seen 
in small numbers in six specimens and pure growth of H. 
influenze obtained from each. Treated by lumbar puncture 
and cisternal puncture and with sulphapyridine (34:5 g. in 14 
days, and after an interval of a week a second course of 32 g. 
in 15 days). Partial defervescence during each course of 
sulphapyridine but. general condition unaffected. Stertorous 
and unconscious by 36th day; death. Report on autopsy by- 
Dr. S. J. Hopkins: Brain congested with flattening of the 
convolutions. Thick yellow pus over base, extending forwards 
and surrounding optic nerves. Lateral ventricles distended 
with thick yellow pus which extended throughout the ven- 
tricular system. 


Case 4.—Girl, aged 6 years.. Acute onset with headache 
and vomiting 24 hours before admission. Semicomatose 
when first seen with moderate neck rigidity, Kernig’s sign and ` 
opisthotonus. Restless with well-marked photophobia and 
meningitic cry. Temperature 102-4° F., pulse-rate 110, 
respirations 26 per min. C.S.F.: pressure 200, mm.; 
turbid ; protein 0:24%; cells 4560 per c.mm. (polymorphs 
97%); occasional extracellular gram-negative bacilli seen ; 
pure growth of H. influenzw on culture. Treated with 
sulphonamide E.O.S. (12-5 g. in 2 days). Day after admission 
respiration became deep and rapid. Blood-stained frothy 
sputum ; Cheyne-Stokes respiration. Death after 62 hours 
of illness. 


Case 5.—Infant, aged 7 months. Onset with coryza 12 
days before admission. Odd behaviour on 8th day of illness 
and right-sided twitching on 10th day. Not comatose until a 
few hours before death, but had tense fontanelle, muscular 
twitchings and head retraction. Temperature 100°F., 
pulse-rate 140, respirations 36 per min. C.S.F.: pressure 
210 mm.; turbid; protein 0:1%; cells 1480 per c.mm. 
(polymorphs 92%); very occasional extracellular gram- 
negative bacilli seen on four occasions and pure growth of 
Treated 
with sulphapyridine (18 g. in 8 days), lumbar puncture, cis- 
ternal puncture, intrathecal and intravenous serum from 
case.1 and from normals. The fluid obtained by lumbar 
puncture on the 25th day of illness was almost pure pus but ” 
that obtained by cisternal puncture was only slightly opales- 
cent. A day later at autopsy thick pus was found on the 
surface of the brain. _ Loculation, typical of this disease, was 
pronounced. ` ' 

Report on autopsy by Dr. S. J. de Navasquez : Dura mater 
adherent to arachnoid by very thick greenish purulent exu- 
date so abundant over cortex that in many areas over vertex 
superficial pattern could not be seen. On being stripped, dura 
retained some of exudate on its under surface. .Cerebral 
convolutions flattened and sulci obliterated ; large subarach- 
noid collections of'`pus in island of Reil, basal cisterns and 
around medulla and throughout the spinal theca. Ventricles 
filled with similar exudate. Brain substance very soft but 
devoid of intracerebral suppuration. Left lung showed some 
consolidation of lower lobe; remainder of lungs normal. 
Myocardium pale and soft from fatty change. Histology : 
brain showed a severe purulent meningitis, which in places 
had penetrated beyond the arachnoid, which could not be 
seen ; pia intact in the sections examined. No intracerebral 
lesions. Gram-negative bacilli present in exudate, which on 
culture gave a pure growth of H. influenze. Lower lobe of 
left lung showed atelectasis and some hemorrhage, but no 
inflammatory changes. Liver and myocardium showed fatty 
change only. 

BACTERIOLOGY | 


As seen in the cerebrospinal fluid, the organisms are 
gram-negative and usually extremely pleomorphic. 
Although small bacilli are the predominant form, larger 
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bacilli, coccoid, diplococcoid and long filamentous forms 
are commonly seen. They cannot be cultured on ascitic 
or trypagar media but grow well on chocolate agar. 
Meningococci, pneumococci and hemolytic streptococci 
also multiply freely on this medium, a circumstance which 
greatly simplifies the routine investigation of material. 
Several types of H. influenze have been differentiated, the 
two principal categories, according to Pittman,” being: 
(a) rough forms, a heterogeneous group of feeble patho- 
genicity (strains isolated from the respiratory passages 
are usually of this kind); (b) smooth forms developing 


capsules, a homogeneous group strongly pathogenic and. 


characteristic of strains isolated from the cerebrospinal 
fluid. Fothergill and Chandler * by repeated subculture 
of meningeal strains were able in time to dissociate from 
them a number of avirulent variants which grew in rough 
colonies, were serologically heterogeneous, and closely 
resembled the innocuous type which frequents only the 
respiratory passages. Rivers and Kohn ** demonstrated 
the homogeneity of the meningeal types by agglutination 
reactions. Pittman” confirmed the fact by precipitin 
tests. Wright and Ward ® showed further that the rough 
-forms were easily killed by bactericidal substances pre- 
sent in the blood, but that the meningeal smooth forms 
were far more resistant and therefore more fitted to 
_ invade the tissues. It can thus be taken as a firmly 
established fact that the meningeal strains of H. in- 
| fluenze Isolated in America are with few exceptions 
smooth strains and mostly belong to one serological 
type—Pittman’s group b. It is desirable that strains 
isolated in this country should be collected by one central 
laboratory and examined culturally and serologically. 


AGE AND RESISTANCE 
Infants and young children. are particularly prone to 
meningeal infections. The age-incidence graph of every 
common variety shows a peak at some point between the 
ages of 6 months and 2 years. Influenzal meningitis 
conforms to this general rule. Of Neal’s 3139 cases, 
65% were in patients under 2 years. Rivers,’ reviewing 


193 cases, found that 79% of the patients were under 


that age. For Bloom’s‘ 49 cases the figure was 62% 
and for Fothergill and Wright’s 1! 76 cases it was 75%. 
It is almost unknown during the first 2 months of life 
and is commonest between the ages of 6 and 9 months. 


The incidence gradually falls off to reach a very low - 


figure by 34 years. Occasional cases are found among 
older children and adults. Fothergill and Wright found 
that the blood of normal adults possesses strong bacteri- 
cidal powers against H. influenze. Blood from the 
umbilical cord at birth exhibited similar characteristics, 
but during the latter half of the first year of infancy the 
bactericidal power of the blood is lost. They were able 
to demonstrate a close reciprocal relationship in each age- 
group. between the incidence of influenzal meningitis 
and the bactericidal potency of the blood of the popula- 
tion in general. The freedom of the adult from this 
infection was thus closely correlated with the develop- 
ment of an acquired immunity. and the lower fatality- 
rate among older children and adults was explained. 


CLINICAL FEATURES 

The meningeal infection is of a frankly suppurative 
type and gives rise to symptoms closely simulating those 
of other forms of suppurative meningitis. A common 
cold or other infection of the upper respiratory passages 
often precedes the meningeal symptoms.??7!4 The 
respiratory infection is not usually severe nor does it 
resemble infections with the influenzal virus; further- 
more,. meningitis due to Pfeiffer’s bacillus is no more 
common during influenzal epidemics than at other 
times.'14 Dowds® has reported 2 cases in which the 


antecedent lesions were subcutaneous abscesses due to the - 


Pfeiffer organism, but such cases must be very rare, and 
the usual portal of entry for the organism appears to be 
the mucosa of the respiratory tract. Fever, drowsiness, 
irritability, vomiting and neck rigiditv develop rapidly as 
in cerebrospinal fever, but at times the onset may be as 
insidious as that of tubercular meningitis. Bacterseemia 
is a conspicuous feature ê and blood-cultures may yield 
H. influenzæ persistently throughout the course of the 
disease. The prognosis is extremely grave and infants 
rarely recover. The patient may die during the first 
jew days of illness (case 4) or death may be postponed 
for several weeks (case 3). In the latter event loculation 
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of pus in the meninges usually occurs and it becomes - 


impossible to relieve the symptoms of excessive intra- 
cranial pressure either by lumbar or cisternal puncture. 
Fluid withdrawn from below may then present character- 
istics widely divergent from those of fluid obtained from 
above. In spite of every effort to in the subarach- 
noid space the pressure of the pent-up pus in various 
closed packets may so compress the brain that all signs 
of the original convolutions are lost (case 5). 
these circumstances, and with a thick stiff cream, of 
almost inspissated pus lying over the surface of the brain, 
the patient may not lose consciousness entirely until the 
last. The outstanding feature of the disease is the 
inflammation of the meninges without any particular 
involvement of the brain.. 


Cerebrospinal fluid.—As withdrawn from the lumbar , 
region, the cerebrospinal fluid may be opaque and turbid < 
Leucocytes are abundant, the ` 


or merely opalescent. 
count varying from a few hundreds to several thousands 
per c.mm.; mononuclear cells are also found and may 
be as numerous as 200 perc.mm. Stained smears of the 
deposit show gram-negative ' bacilli and evidence of 


phagocytosis. Chlorides are low and protein and >- 


globulin are increased, the protein commonly ranging 


_ between 0-1% and 0:4%. | The pressure may rise to values 


above 300 mm. of saline, but with the onset of loculation 
it tends to fall again to normal figures in. spite of the high 
tension of pus imprisoned deeply in the skull. 


DIAGNOSIS AND TREATMENT 


Clinically the disease cannot be distinguished from 
other forms of suppurative meningitis. Diagnosis can 
only be established by bacteriological examination of the 
cerebrospinal fluid. In a certain proportion of cases the 
supernatant cerebrospinal fluid exhibits a precipitin 
reaction when mixed with the corresponding immune 
serum ê but the usual diagnostic procedure is inspection 
of the gram-stained smear and incubation: of the deposit 
Confirmatory culture is 
essential because other varieties of gram-negative 
bacilli sometimes cause meningitis—for example the 
salmonellas. The salmonella organism may occur in 
such pleomorphic forms in the cerebrospinal fluid as to 
mimic H. influenze)*® in stained smears of deposit. 
Bahrenburg and Ecker?’ collected 35 cases from the 
literature and many other cases have been reported in 
more recent years. Amongst the strains identified are 
Salmonella schotimiilleri (Bacterium paratyphosum B), 
S. enteritidis, S. paratyphi (Bact. paratyphosum A), S. 
panama. The clinical features of salmonella meningitis 


. resemble those of influenzal meningitis but a history of 


diarrhoea may replace that of respiratory catarrh. In 
each case the meningitis is of purulent type.and poly- 
morphonuclear leucocytes are numerous in the 
cerebrospinal fluid. `The fatality-rate is very high in 
each disease, being 80 to 100%-for influenzal meningitis 
and 91% in Bahrenburg and Ecker’s collected salmonella 
cases. It will presently be shown that influenzal 


meningitis is resistant to sulphonamide therapy, but 


there are indications that salmonella infections can be 
controlled with these drugs.?* | 

In so lethal a disease as influenzal meningitis the 
fatality affords a convenient inverse measure of the 
therapeutic success. At ages under 2 years the fatality 
is much greater than among older children and adults. 


Full consideration must be given to this fact in all l 


attempts at comparative analysis. Among 78 cases 


admitted to the Boston Children’s Hospital over a period | 


of 12 years, Fothergill and Sweet °? found only one case of 
spontaneous recovery. The following data are available : 


Fatality % 
Total 
— Children |-Adults and 
CABER pores under 2 | children 
yr. over 2 yr. 
Rivers ** we oP 220 92 97 
Bloom ¢ P .. | 320 n 96-7 
Neal, Jackson and : 
Appelbaum 2° ads 111 100 100 ; 
Wilkes-Weiss and . 
Huntington *° a 500 o ihe 97-6 79:5 
Fothergill and Swect ° 18. oo 99 
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The presence of toxic Substances in the filtrates of H. 
influenze cultures was first noted by Parker,?! who 
prepared a corresponding immune serum. Utilising this 
product’ Wollstein *! was able to protect the rhesus 
monkey from the effects of Pfeiffer cultures injected 24 
hours earlier. Kolmer?’ noted that cerebrospinal fluid 
from patients with influenzal meningitis is devoid of 
complement, a fact which has been verified by Fothergill? 
and Ward.’° Normal cerebrospinal fluid also is free 
from complement, but complement has frequently been 
detected in specimens from meningococcal and pneumo- 
coccal cases. Pittman ? 
injections of human complement as a therapeutic measure 
but without success. Fothergill and Ward !° prepared 
horse antiserum with strong bactericidal powers and high 
agglutinin titre. They showed that the bactericidal 


- effect of complement + antiserum is far greater than that 


| 


of white blood corpuscles + antiserum and concluded 
that the natural curative mechanism is one of comple- 
mental bacteriolysis. They treated 5 cases with a 
mixture of complement (normal human serum) and 
bactericidal horse serum injected by lumbar puncture, 
cisternal puncture, through the anterior fontanelle and 
into the lateral ventricles through trephine openings, 
but every patient died. Post-mortem examination 
revealed the usual loculation of pus in abscess-like 
cavities walled off from the general subarachnoid system. 
Rittenberg 2 was able to record a successful case two 
years later and in 1937 Fothergill’ published a 
substantial series of 201 cases with a modified mortality 
of 84:6%. He had relinquished his heroic modes of 
injection and relied on simple lumbar puncture with 
occasional use of the cisternal route. This method has 
now been employed by many workers,’ 7’? 78 and the 
opinion is widely expressed ! that Fothergill’ s serum and 
complement have no appreciable effect on the general 
course of the disease. Moreover the issue is not affected 
materially when guineapig complement ?? is used instead 
of human serum. The latest development of this type 
of therapy also comes from America. Goodner and his 
colleagues ? 3? showed that antipneumococcal serum 
from the rabbit is more effective than that from the 
horse and believed the difference to be due to the greater 
penetrating power of the smaller molecule of the rabbit 
immune bodies. Alexander ? -therefore prepared an 
anti-influenzal rabbit serum which is now in use 
clinically. Good results are reported to have followed 
its use è but a final assessment of its utility still remains 
to be made. : 

Sulphanilamide, sulphonamido-chrysoidin and sulpha- 
pyridine have each been used - without dcfinite 
success.1 527. Aleman! has given an analysis of 82 
cases treated with sulphanilamide and 18 treated with 
sulphapyridine. He also quotes substantial groups of 
patients treated with various combinations of these 
drugs and Fothergill’s serum. On the whole the 
fatality-rates are a little lower than those recorded before 

the introduction of these drugs. But when the uncer- 
tainty of statistical deductions made from small numbers 
of cases is’‘taken into account, and the inclusion of older 
children and adults in the series is noted, it is clear that 


proof of any benefit accruing from these drugs is still . 


Jacking. It can be stated dogmatically that in this 
disease the sulphonamides have not shown that un- 
equivocal power of control which they exert over the 
corresponding meningococcal infections. 

‘The problem of reducing the appalling mortality of 
influenzal meningitis has not yet been solved in spite of 
much endeavour. I would suggest that less effort be 
made to inject remedial agents directly into the sub- 
arachnoid space. The disease is essentially a septicemia 
and a meningitis, not an encephalitis or a primary 
infection of the cerebrospinal fluid. The fluid itself is a 
poor culture medium, but the organism survives vigor- 
ously for 24 hours or longer after the patient’s death in 

contact with the tissues. The meninges are well supplied 
with blood-vessels and curative bodies 
Appropriate be introduced by that route. 


SUMMARY 


` Pfeiffer’s bacillus meningitis is well known in this 
country though it is less common than in America. 

The responsible strains are capsulated gram-negative 
bacilli forming a single homogeneous serological group. 
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Strains isolated from the upper respiratory passages are 
relatively avirulent members of the Pfeiffer group and are 
serologically heterogenous. 

The disease is essentially one of infancy and does not 
often affect adults. 

Specific bactericidal substances are present in the 
blood of members of the immune age-groups but their 
titre in children between the ages of 6 months and 2 
years is low. 

The clinical features are those of acute suppurative 
meningitis. Loculated collections of pus often form. 
Bacteremia is common and persistent. -The diagnosis 
cannot be established without bacteriological examina- 
Cultures (for example, on chocolate agar) must 
be made to differentiate the condition from those due to 
other gram- -negative bacilli, such as Strep. meningitidis. 

The prognosis is extremely grave and infants rarely 
recover. Serological treatment has not yet met with 
any definite success and the sulphonamides have not 
perceptibly affected the fatality among infants. The 


adult fatality-rate is far lower than that of infants ; 


recovery-rates must therefore be correlated closely with 
age-grouping if the curative effects of sera and chemo- 
therapeutic substances are to be assessed. Therapeutic 
assay could readily be made by studying the disease in 
infants of 2 years or under, and excluding adults and 
older children from the series. 


Ld 
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PFEIFFER’S BACILLUS MENINGITIS 


RECOVERY WITH CHEMOTHERAPY 


N. M. JACOBY, M.D. LOND., M.R.C.P. 


REGISTRAR TO THE CHILDREN’S DEPARTMENT, GUY’S HOSPITAL 
PHYSICIAN, E.M.S. 


A male infant, aged 1 year, was admitted to the County 
Hospital, Pembury, with a history of 24 hours’ profuse 
vomiting, rigidity of the body, a fixed stare and drowsiness. 
He had been well till the onset of this illness, and there was 
nothing relevant in the history. He was extremely ill. 
Temperature 104° F., pulse-rate 150, respirations 60. He 
was pale, irritable and slightly dehydrated ; there was some 
neck rigidity, but Kernig’s sign was negative. Except for 
a few purpuric spots on the loins there was nothing else 
abnormal, Lumbar puncture showed turbid cerebrospinal 
fluid under slight pressure (not measured); protein 0:2% ; 
1600 polymorphs and 100 lymphocytes per c.cm.; chlorides 
725 mg. per 100 c.cm.; no sugar. Direct smears showed 
small numbers of gram-negative bacilli, of hemophilus type. 
Culture gave a pure growth of Haemophilus influenze. È 

Sulphapyridine (M. & B. 693) was given by mouth in the 
following doses: Ist day, 3$ g. ; 2nd day, 3 g.; 3rd day, 3 g.; 
4th day, 24 g.; 5th day, 2 g.; 6th day, 2 g.; 7th day, 1g. Total 
17 g. The temperature fell to normal at the end of 24 hours 
and did not rise again. Although the child was much im- 
proved, he remained irritable for 3 days, and at the end of . 


- 


( 
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4 days all symptoms and signs had disappeared. He was 
discharged fit on the 9th day after admission. 


Although this case recovered with the administration 


of sulphapyridine, no claim is made that the recovery, 


was due to chemotherapy—it may or may not have 
been fortuitous. But it is worth noting that the child 
had only one lumbar puncture. This is a procedure I 
have followed in all cases of meningitis since chemo- 
therapy has proved so effective. In children, any 
therapeutic value the lumbar puncture may have had 
has now almost disappeared. Its usefulness is solely 
diagnostic. By watching the temperature and pulse 
charts, the clinical condition and the diminution of 
vomiting, restlessness and signs of meningeal irritation, 
the progress of any case can be easily assessed. Lumbar 
puncture need only be repeated in the rare cases where 
progress is unsatisfactory. 

I am grateful to Dr. A. W. Taylor who did the pathological] 
investigation. á 


PHOTOELECTRIC METHOD OF 
ESTIMATING HÆMOGLOBIN 


D. K. HILL,“ B.A. CAMB. A. C. PINCOCK 
(Department of Medicine, British Postgraduate Medical School) 


THE hæmoglobin content of blood can be accur- 
ately estimated by a photoelectric method. In the 
method to be described the absorption of green light by 
the pigment is determined by means of a vacuum photo- 
eell in conjunction with a Lindemann Electrometer, 
obtained from the Cambridge Instrument Company. 
The light source was a 12-volt 36-watt motor-car head 
lamp, supplied by six 2-volt 60-ampere-hour accumu- 
lators. This gave a light free from the erratic variations 
seen when a light supplied from the mains was used. 
The filament of the lamp was focused on the plate of the 
photocell by means of a lens (fig. 1). The current 
through the photocell caused by the incident light is 
determined by measuring the potential drop across a 
fixed resistance of 200 megohms, connected in series with 
| a potential of 120 

volts. The potential 

drop is measured by 
the Lindemann elec- 

trometer (fig. 2). 

. The photocell is a 
General Electric 
Company’s K.M.V.6 
potassium - silver 
oxide type, which has 
a sensitivity to all 
parts of the visible 
spectrum, but not to 
the infra-red range. 
The linear relation- 

* ship between light 
and current, a special advantage of this type of cell, is 
maintained as long as the potential across the cell is above 
saturation value (fig. 3). This cell is very stable and 
maintains its characteristics under varying conditions and 
over a long period of time. 

Lindemann electrometer.—The needle of ‘the electro- 
meter is observed under a low-power objective, the 
eyepiece of the microscope having a graduated scale. 
There is a linear relation between voltage and needle 
deflection provided the plate potential is kept at a certain 
value. This plate potential is set by earthing one plate 
(by the switch S in fig. 2) and adjusting the voltage on 
the other to give a reading of 28 scale divisions. The 
other plate is then raised to the same potential, thus 
restoring the needle to its zero position. (Each scale 
division on the ocular field = 0-1 mm.; the microscope 
has a magnification of 60 x.) 

The colour filler used was an Ilford No. 807 ; this gives 
‘a well-defined band in the green which is sufficiently 
narrow for Beer’s law! to be approximately obeyed. 
Beer’s law states that the concentration of a pigment 


* Working on an M.R.C. grant. 


Fie. 1—Light passes from the lamp (L) 
through the condensing lens (D), the 
fluid cell (C) and a colour filter (B) to 
the photocell (A) ÅL and A are 
enclosed in light-proof boxes. 


1. Beer’s law for monochromatic light a Optical density = log ii | 


= © c d =d (e€,c; + CC...) ere i,=incident light, 
i = transmitted light, e = specific absorption cocfUcicnt, 
c = concentration, d = thickness of solution. 


has a linear relationship to the’optical density provided 
the light used is monochromatic. ~- 


The diluting fluid used for the blood-samples is 1% 


saponin in 0:04% ammonia. Previous workers (e.g., 
Steinmann ?) have advocated the use of stronger ammonia 
for the purpose of shifting the hemoglobin dissociation 
curve to the left in order to ensure complete conversion 
of hemoglobin to oxyhemoglobin; but at the higher 
concentrations of ammonia (0:4%) conversion from 
oxyhemoglobin to methemoglobin and then to hematin 
is faster than was first imagined, as the following figures 


show. Sia Oxyhæmoglobin percentage 
concentrations 8 min. 60 min. 120 min. 
0:4% 98-6 96 94-2 
0:04% 98-4 98 . 98 


This observation has also been made by Szigeti.* 
To prepare a calibration curve, whole blood of a known 
oxygen capacity, previously determined by the method 


of Van Slyke, was diluted with varying proportions of * 


diluting fluid. The optical densities were measured in 
a cell with a fluid depth of 5 mm. The curve relating 
optical density to O, capacity was nearly straight 
between 10 and 120% 
Newcomer (fig. 4). 
The oxygen capaci- 
ties of blood from: 
different individuals 
may be the same, but 
their hemoglobin 
concentrations 
determined by this 
method may vary b 

as much as 2%. 
Blood from the same 
individual, however, 
gives constant con- 
centrations by this 
method. This dis- 
crepancy is probably 


due to the presence 

: , switch for earthing one plate ; 
ef pigments other 200 megohmsrésistance; V;, 120-volt 
than oxyhemoglobin dry battery ; Va, 50-volt dry battery. 


(e.g., methemoglo- ` 

bin). Minute traces of CO Hb often present in human 
blood create no significant error in hæmoglobin deter- 
mination owing to the close correspondence of the 
extinction coeflicients of oxy- and carboxy-hæmoglobin 
with the colour filter used. 


TECHNIQUE 


-~ In estimating hæmoglobin 20 c.cm. of the blood to 
be examined is diluted with 3 c.cm. of diluting fluid. 
Before the estimation is attempted the light must be 
switched on for at least 10 min., by which time the lamp 
has settled down to a constant illumination. If the 
illumination is constant there is no drift on the electro- 
meter needle. The plate potential is adjusted as des- 
cribed above. ‘The needle deflection caused by incident 
light (i.e., through filter B-only) is then read. (R),). 
Then the needle deflection produced after transmission 
through the oxyhemoglobin solution is read (R,). A 
shutter is now placed in front of the cell, and the needle 
deflection when no light is transmitted is observed (R35). 


` CURRENT 
CURRENT 


LIGHT INTENSITY VOLTAGE 


Fie. 3—Relation between voltage, current and light in a vacuum 
photocell. A, With voltages above saturation value current is 
proportional to light intensity. B, Relation between voltage 
and current for constant light (1) low light intensity (2) high 
light intensity. Note that unless a certain voltage (“' sat n 
voltage ’’) is maintained, the current is not independent of 
voltage for a given light intensity. 


2.: Steinmann, B. Arch. erp. Path. Pharmak. 1938, 191, 287. 


3. Szigeti, B. Biochem. J. 1940, 34, 1460. | 
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_ As previously stated optical density of cell + pigment 
+ diluting fluid (where zero on the scale equals no light). 


Reading obtained with incident light 


= log Reading obtained with transmitted light. 
- R, -J R; 
leo e 
E R, — R, 


The optical density of the cell plus diluting fluid alone is 
determined in a similar manner. This latter factor, 

which is con- 
stant, is sub- 
tracted from 
the total op- 
tical density, 
the difference 


e3 
(æ) 


OPTICAL DENSITY x10" 
N 
Q 
© 


being the op- 

tical density 
of the pig- 

100 ment alone. 

a The actual 
~ hemoglobin 
25 50 75 100 125 150 percentage 

. HÆMOGLOBIN % f (Newcomer) 

(100 %4 = 20°7 vols. % O, capacity) may be read 

Fic. 4—Relation between optical density and from the 
oxygen capacity of blood. Hemoglobin values curve (fig. 4), 
(Newcomer) can be read off direct on horizontal or , over a 


ik small range, 


by multiplying by a constant factor, since the curve is 
alaaa a straight line. The reliability of the apparatus 
may be checked periodically by measuring the optical 
density of a standard neutral filter. 

The accuracy of the method has been tested by 
~ repeated determinations on samples of oxalated blood. 
The standard error is 04%. - 


TREATMENT OF 


BEDCLOTHES WITH DUST-LAYING OILS 
USE OF OIL-IN-WATER EMULSIONS 
Jonn C. THOMAS, 


M.R.C.S. 3 MAJOR, R.A.M.C. 


OFFICER IN CHARGE OF A 
MILITARY LABORATORY _ 


M. VAN DEN ENDE, 
; M.B. CAPE TOWN 


(National Institute for 
Medical Research) 


_It has previously been shown that very large numbers 
of dust-borne organisms are liberated from bedclothes 
during bedmaking, and we have described a method of 
reducing these which is effective both in the laboratory 
(van den Ende, Edward and Lush 1941) and in hospital 
wards (Thomas and van den Ende 1941, van den Ende 
and Spooner 1941). The method consisted of the 
application of pure, medicinal liquid paraffin to the 
bedclothing from a 30% solution of the oil in a light 
petroleum solvent (white spirit). Supplies of medicinal 
paraffin are, however, limited and its application from 
such an organic solvent introduces an unnecessary fire 
hazard. Moreover, the process is expensive unless the 
solution is recovered during the laundering process and 
used repeatedly, and recovery requires special installa- 
tions and modifications to the usual hospital laundry 
plants. But the method, although perhaps unsuitable 
for adoption on a large scale, is highly effective in reduc- 
ing the number of organisms distributed into the air 
during bedmaking. Its possible importance in prevent- 
ing the spread of infection and the relative simplicity 
_ of the principles involved have stimulated further 
research. The results of experiments designed to find 
substitutes for liquid paraffin and to simplify the method 
of application form the subject of this paper. 


USE OF TECHNICAL WHITE OIL 


The shortage of paraffinum liquidum B.P. has recently 
led, in the fourth addendum to the B.P. 1932, to the 
introduction of paraffinum liquidum leve B.P. which is 
similar to the paraff. liq. leve B.P.C. 1934. This is a 
highly refined, inert mineral oil with a lower density 
and viscosity than the original oil, and represents the 
most refined type of what are known technically as 
“ white oils.? These white oils are available in consider- 
able quantities, and we have used one differing from the 


new B.P. product only in having a higher acid value— 

that is, in being slightly less highly refined.* 
We have confined our work to the more highly refined 

white oils, since the less refined yellow ‘spindle oils, 


@ although equally effective, cheaper and more. readily 


available, all possess carcinogenic properties to a greater 
or lesser degree. Carcinogenicity must obviously be 
excluded when an intimate contact between the oil and 
the patient’s skin cannot be avoided. Mr. J. M. Twort 
of the Cancer Research Dept., University of Manchester, 
has tested the oils which we have used, and reports them 
to be non-carcinogenic. 

Twort showed that the alteration of refractive index .of 
many oils after intraperitoneal injection into mice is related 
to its carcinogenicity (Twort and Lyth 1935, Twort, Lyth 
and Twort 1937, Twort and Twort 1938). Non-carcinogenic ` 
oils remain unchanged or exhibit a very slight alteration 
(0:0003), while the refractive index of the highly active oils 
falls considerably (0:0040 to 0:0250 according to viscosity). 
The physical properties of the refined white oils referred to 
above and their specific refractive increments as tested by 
Mr. Twort are recorded in table 1. Dr. W. E. Gye.is testing 
these oils for us by direct painting experiments on mice. __ 

For laboratory tests technical white oil was first 
applied from solution in white spirit in the same way as 
liquid paraffin in our earlier experiments. In addition, 
technical white oil with which had been incorporated 
20% of ammonium oleate as an emulsifying agent (‘‘ sol- 
uble technical white oil ’’) was applied in organic solution 
to determine whether the presence of a wetting agent in 
any way interfered with.the dust-laying properties of the 
oil. The amount of oil absorbed by various textiles 


from solutions of different concentrations in white spirit 


was determined by ether extraction in a Soxhlet appara- 
tus. It was found that woollen and cotton materials 
retained approximately 3% and 9% by weight respec- 
tively of the oil when soaked in a 20% solution in white 
spirit. This amount retained is slightly higher than the 
amount of medicinal liquid paraffin retained by the 
textiles after treatment with a 30% solution of liquid 
paraffin in white spirit.“ The appearance and feel of the 
textiles treated with technical white oil in this concen- .- 
tration are not appreciably altered. 

To test the dust-laying effect, strips of the various 
textiles were infected either with a serum-broth culture of 
a Lancefield’s group C hemolytic streptococcus and 
allowed to dry in the incubator overnight, or with a 
powder of dried streptococci mixed with autoclaved floor . 
dust. They were then mechanically beaten in a specially 
constructed machine, which was used also in earlier 
experiments with medicinal liquid paraffin (van den 
Ende, Edward and Lush 1941). The numbers of | 
bacteria liberated from treated textiles were compared 
with those from similarly infected control strips, counts 
being made up to 12 min. after beating. The amount 
of visible dust liberated by the beating was roughly 
measured with a photoelectric attachment. The results 
of these experiments, which are summarised in table II, 
showed that both ordinary and soluble technical white 
oil were efficient dust-layers. _ Applied in a 20% solution, 
the mean reduction was 96:6% for dry and 100% for wet 
organisms. This reduction is as good as that previously 
obtained with a 30% solution of liquid paraffin in white 
spirit. a e Se- : 

OILS APPLIED FROM STABLE WATERY EMULSIONS 

The textile industry employs a wide variety of oil-in- 

water emulsions during spinning to ensure pliability of 


‘the yarn; this oil is later removed by washing the 


woven fabric in water. The use of similar emulsions for 
the application’ of dust-laying oils to bedclothes would 
greatly simplify the oiling process and reduce the 
expense of the process. Organic solvents are unnecessary 
and the oil can be added to the rinsing tank, thus 
obviating the necessity for additional laundry equipment. 
Furthermore the ease of washing bedclothes treated with 
<‘ water-soluble ” oil instead of ordinary liquid paraffin 
greatly simplifies the laundering of bedclothes after use. 

Preliminary experiments with. ‘‘ soluble ” oils showed 
that the nature of the emulsion was of prime importance. 


* This oil, refined by the Manchester Oil Refinery Ltd., was 
supplied to us by Stemco Ltd., and is referred to as ‘‘ Technical 
White Oil.’ Other white oils which are available include ‘‘ Marcol ” 
and ‘t Wyrol B ” (both of American manufacture) and ‘‘ Puremore ” 
(English manufacture). | 
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TABLE I—PHYSICAL PROPERTIES OF SOME “f WHITE MINERAL OILS ”’ 


Redwood viscosity (sec.) 


Oil Density 
70° F. 100° F 

Paraff. liq. B.P. 1932 0°880-0°895 810 260 
Paraff. liq. leve B.P. 

(4th add 1941 0:835-—0°875 Not defined 
Technical white oil 

(English) .. .. | 0:865 125 71 
Technical white oil l 

““Marcol” (American) | 0:850 140 76 
Technical white oil 
“ Puremore ” (English); 0:850 


* Mr. J. M. Twort has kindly supplied these figures. 


Oils emulsified with oleates and stearates alone. were 
unsuitable, since the final emulsion was’ not stable in the 
centrifuge. These dense white emulsions broke down 
in the hydro-extractor, the result being an uneven oiling 
of the clothing. We came, therefore, to regard any 
opaque creamy white emulsion as unsuitable. The 


majority of commercial oils and. those prepared with 


many of the commercial emulsifiers fell into this class and 
were discarded without further investigation. A number 

indeed had to be discarded earlier on account of the low 
degree of refinement of the mineral oil used in their 


TABLE II—DUST-LAYING EFFECT OF 


Kinematic viscosity 


(Centistokes) Refractive 
index * 
3770. | 25°C.8 
37-1 , 
33-1 27-6 1:4645 
36-6 28-0 1-4648 
25-7 1-4704 


very slight fall in refractive index (0-0016) after recovery 
from injected mice. 

The general principles underlying the preparation of 
stable oil-in-water emulsions have been extensively 
investigated (“Schulman and Cockbain 1940, Alexander 
and Schulman 1940, Rideal and Schulman 1939). 
Briefly, to obtain a stable emulsion, the em 
complex must contain an oil-soluble and water-soluble 
fraction. Under these conditions, molecules of both 
types are held at the oil water interface, and the emulsion 
remains stable. Much of their work on mineral oil 


\ 
TECHNICAL WHITE OIL’ 


> 


Bacterial counts 
Percentage |(untreatedtextile)| (treated textile) 


Bacterial counts Per cent reduction 


in bacterial counts 


Amount of visible 
dust liberated 


_ Material Test organism | oil used for Usa es eee 
treatment. A B A | B’ | untreated | treated A B — 
5 SS ee ———_—_—_— A oe ee re P 
Wool 10 TW 450 152 40 | 3 + + tr 911 | 98-0 
ws Streptococcus Os 20 TW j 7 90 ' 0 > pu 80:0 | 100 
Wool iia awt | 1850 | Bel 477 ' 8 ++ | 4 ne 
00 TW 5 < | 5 : 
’ Dry sureptos 20 TWİ 4 $ 12000 1 ‘5 — ? 927 | 99-8 
Cotton (sh t) 0 on 2400 1050 180 7 t++++ ps 93.2 | 29-4 
otton (shee TW . . _ . 
sate | epee” C { 20 TW | a i 60 1 a tr 97-5 99-9 
sprayed 30 TW 4 i ? 5 ie aas os 99-5 
Wool 4 10 stwt 1600 308 418 40 + + + + tr 73°8 86-9 
s 20 stwt a RA 262 19 x — 83:5 93:8 
. Dry strepto- 30 STWwt Lx) i 9 56 6 9 i — 84:0 | 98-0 
Cotton (sheet) coccus O ¢ 10 STW 912ł 104f 2388 | 3 +++ + — 68-4 | 97:1 ` 
»» 20 BTW ss Pe 100 ` 3 X — 89-1 97'1 
- 99 oe - 30 STW o9 99> 44 l 0 99 = 95-2 | 100 
1 


Pai 


TW = technical white oil. 


ing. B = during the 5 min. period 7-12 min. after beating. 


STW = technical white oil with 20% emulsifier (ammonium oleate). 
* = too greasy to the touch. 
ł = only results of experiments in which dry streptococci were used are given. 


A= during the first 2 mjn. after beat- 
t = avcrage of two experiments. tr = trace. 
The results of experiments with sprayed organisms were 


better, but since this effect can be attributed partly to the bactericidal action of the emulsifier against wet organisms the resulte cannot 


be included in tests for dust- Taping power. 


manufacture. Some were crude kerosenes, ~ others 
spindle oils with the addition of suitable emulsifiers. 
These crude oils were not applied to bedclothes on 
account of their potential carcinogenic activity. A 
number of commercially available oils prepared from 


high-grade white oils were supplied to us in translucent, 


centrifuge-stable emulsions in water. Two of them 
(Olinol nos. 1 and 2) have been used in hospital trials 
‘as well as in laboratory tests. These contain 35% and 
65% respectively of white oil emulsified with sulphonated 
naphthenic hydrocarbons which in themselves may 
have some bactericidal action.’ Mr. J. M. Twort tested a 
sample of olinol no. 1 for us, and found that there was a 


Percentage 


(“ Nujol ”) emulsions was done with long chain alcohols 
and higher alkyl sulphates as the oil-soluble and water- 
soluble agents respectively. On this basis we have been 
able to prepare emulsions of ‘ white oils ” in water in 
which the oil dispersion is so fine that the final emulsion 
is almost transparent. For these experiments we tested 
a number of emulsifying and wetting agents—cetyl 
alcohol, cetyl pyridinium bromide, sodium lauryl 
sulphonate, triethanolamine oleate, oleic acid, am- 
monium oleate, sodium and aluminium stearate, ‘and a 
large number of commercial agents. We finally found 
that the most suitable solutions or permanent fine emul- 
sions could be prepared from technical white oil, cetyl 


TABLE II—DUST-LAYING EFFECT OF OILS (OLINOL l AND 2) APPLIED FROM FINE STABLE WATERY EMULSIONS 


oil (in Bacterial counts Bacterial counts. | Amount of visible | Per cent reduction 
Material Test organism Sater) used (untreated textile) (treated textile) dust liberated in bacterial counts 
for treat- a a 
ment A B A B untreated | treated A B 
Wool 1: 5 oil 1 488 96 i ae + + tr ans ane 
-- Roca o 50° ,, . > 9 0 Ff ~- 98:1 | 100 
Wool tt sa 0 5, 1896 396 93 10 + + % tr 95-2 97:5 
Cotton (shect) 12-5,, 2400 672 1040 60 + ++ + 56-6 91-1 
iy .. Streptococcus C sprayed| 12°5,, 432 84 5 0 +++ tr 98-8 100 
a ee Dry streptococcus 25 4s 944 116 108 2 + + + + =_ 88-6 98:4 
whi Streptococcus sprayed 25 E ee We san H , ? tr Hs aay 
00 ‘0 2 =e -79 ; 
- Dry streptococcus {1 3 7 : is 41 1 4 = -91-5 99-0 


A = during the first 2 min. after beating. B = during the 5 
tf = samples of actual blankets used in hospital trials. 


min. period 7-12 min. after beating. 


* =. too greasy to the touch. 
` 
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alcohol, Turkey red oil (sulphonated castor oil), ester 
salts (a homologous group of secondary higher alkyl 
sulphates with.a carbon chain length of 10 to 18), and 
cresylic acid in various proportions. ‘Details of two 


oils (nos. 8 and 12) prepared with these ingredientsare: « 


Oil No. 12 
Parts 
by weight 

Sulphonated castor oil 225 

(50% neutral finish) 
Technical white oil 175 
Ester salts powder 70 

(60% active material) 
Cetyl clcohol = 
Cresylic acid sae 70 


Oil No. 8 
Parts 


. by weight 
Sulphonated castoroil 210 
(50% neutral finish) 
‘Technical white oil 105 
Ester salts solution 105 
(25% active materail 
water) 


Cetyl alcohol Wie 30 
Cresylic acid 50 


Dissolve cetyl alcohol in technical white oil with aid of heat, 
stir in sulphonated castor oil, followed by ester salts. and 
cresylic acid. Sodium sulphate deposits in oil no. 12 on 
standing and the clear oil is decanted next day. These oils 
are a clear dark brown colour and give instantaneous, trans- 
parent emulsions in water. Sulphonated castor oil, although 
soluble in water in all proportions, is not suitable ‘for appli- 
cation alone to fabrics, as it renders them rather hard and 
sticky and is by itself not an efficient dust-layer. 


LABORATORY TESTS WITH OIL-IN-WATER EMULSIONS 


Dust-laying effect—Laboratory tests were made with 
the following soluble oils: oil no. 8, oil no. 12, olinol no. 1, 
olino] no. 2, Amoa A3 mixed with an equal volume of 
technical white oil, sulphonated castor oil (50% neutral 
finish) and sulphonated castor oil containing 10% 
cresylic acid. The results were compared with those 
obtained with technical white oil applied from solution 
in white spirit. Textiles treated with various concen- 
trations of these oils were also assayed for their content 
of ether-soluble oil by extraction in a Soxhlet apparatus. 
Blankets treated with a 20% solution of oil no. 8, amoa 
and technical white oil, olinol and olinol no. 2 absorbed 
approximately the same amount of ether soluble oil as 
blankets treated with a 20% solution of technical white 
oil in white spirit. The dust-laying effect of these oils 
was tested in the same way as previously described for 
technical white oil. 


TABLE IV—-BACTERICIDAL ACTION OF OILS IN BROTH AGAINST 
VARIOUS ORGANISMS, CONTACT FOR 24 HOURS AT 37° 0. 


The figures refer to the highest dilution of the oil in broth 
_ which is bactericidal. 7 


S | Siaphoe l 
Oil or . ve PRY- Bact. Ps. pyo- 
strepto- | lococcus ° Proteus 
emulsifier coccus aureus colt cyanea 
Group © 
i eee ees | — EREET Aer 
No. 8 1280 640 1024 512 256 
No. 12 1280 640 1024 256 128 
Olinol 1 640 160 256 128' | 64 
Technical white 
oil + Amoa A3 320 160 256 128 . 128 
Amoa A3 is 640 160 1024 256 256 
Ester salts .. 320 320 Not tested 
Crude naphthenic 1280 1280 ss ji 
sulphonates 


The results of these tests (table 111) show that the dust- 
laying effect of oil applied from fine emulsions in water is 
as striking as that of oil applied from organic solutions. 
The oil treatment had apparently a much greater effect 
in preventing dust-borne infection from the fabrics 
infected with sprayed organisms than from those in 
which the fabric was treated with dry organisms. This 
was subsequently shown to be due to the bactericidal 
action of the various emulsifiers, and presents an added 
advantage where thé natural infection of blankets, &c. de- 
pends on the deposition of relatively large, moist droplets 
from the upper respiratory tract. 
action is borne out by direct tests, and is also apparent in 
hospital trials with blankets oiled by this method. 

. The bactericidal action of the oils, and of the crude 
emulsifying agents, was tested against Streptococcus 


This bactericidal’ 


TABLE V—BACTERIOIDAL EFFECT. OF DUST-LAYING OILS AND 
EMULSIFYING AGENTS ON A WOOLLEN BLANKET AGAINST 
WET AND DRY STREPTOCOCCI 


Per cent. 


l Plate counts Total 
Treatment of blanket organisms in | reduc- 
B test fabric | tion 


— IMPREGNATION WITH COARSE SPRAY OF SERUM BROTH CULTURE , 


1 


Technical white oil in 


white spirit 7700 | Uncount- 154,000 
, able 
Oil No. 8 .. z 0 i | 0 100 — 
Oil No. 12 des 0 0 0 4 -100 ` 
Olinol1 ., nh 2 : 2 40 99-9 
Technical white oil 48 30 . 780 99-5 

and Amoa A 3.. 34 43 770 99-5 
Turkey red oil .. 43 A 27 © * 700 99°5 
Turkey red oil and g 

10 % cresylic acid 4 7 110 99:9 


IMPREGNATION WITH DRY STREPTOCOCCI AND STERILE DUST 


Technical white oil { l 3920 10° 


x 
* In white spirit 560 482 20°84 x 10° 
1 71 64 0:27 x.10° 
Oil No. 8 oe 13 14 11 0:5 x agar : 97:9 
> 1 220 254 0:95 x 10° 
Oil No. 12 ee {3 23 16 0:78 x ige} 95-3 
PRR 1 432 424 1:71 x 10%,” 
Olinol 1 oe {3 51 37 176 x 10°) 90:4 
Technical white (1 1864 1928 7:58 x 10° | 
oil and Amoa 64:5 
A3 i 143 129 5'44 x 10° 
; 1 2000 2224 8:45 x 10° 
Turkey red oil { 2| 270 294 | 11-28 x toe} 46:2 
Turkey red oil (1 | 1026 880 3-79 x 10° 
and 10 % cresy- | 78-8 
lic acid  .. 96 104 4:00 x 10° 


A and B are duplicate samples. 1 = no. of organisms from 0'5 
c.cm. of a 1/20 ution of the broth washings of the test fabric. 
2 = no. in 0:5 c.cm. of a 1/200 dilution. 


pyogenes (group C), Staphylococcus aureus, Proteus, 
Bacterium colt and Pseudomonas pyocyanea, both in vitro 
and after application to blankets. For tests in vitro 
serial dilutions of the oil in broth were inoculated with a 


standard dose (about 2 million) of an overnight culture ' 


of the test organism, and stroke cultures were made on 
appropriate solid media after varying incubation times 
up to 24 br. Subcultures were also made into broth of 


sufficient volume to avoid the bacteriostatic effect of the - 


oils. All the oils tested were bactericidal in high dilu- 
tions, oils nos. 8 and 12 proving the most potent. This is 
probably due to- the fact that they contain cresylic acid 
as well as the emulsifying agent. Strep. pyogenes and 
Bact. coli were most easily killed, Staph. aureus and 
Proteus being more and Ps. pyocyanea most resistant 
(table tv). Dilutions of 1/64, however, killed all the 
organisms in every case. l 

This antiseptic action in broth is paralleled by the 
activity on blankets against wet organisms (table`v). 
To show this, strips of blanket were oiled in the usual 
manner, and small squares were equally indculated either 
with a coarse spray of a serum broth culture of Strep. 
pyogenes (group C) or with a mixture of dried organisms 
and sterile, finely sieved dust. The strips were left 
overnight, then small squares (1/9 sq. in.) were cut from 


- the centre of each and transferred to screw-capped bottles 


containing 100 ml. broth and a number of glass beads. 
These were shaken vigorously for 10-15 min., and appro- 
priate amounts were plated out into blood-agar. Colonies 
were counted after 48 br. aerobic incubation. Control 
tests were made with untreated blanket and with blanket 
treated with technical white oil in white spirit (which has 
no bactericidal activity). In all cases ‘with the wet 


organisms, the final counts showed a minimum kill of - 


09:-5%. 
reduction. 


With dry organisms there was less striking 
The greatest was with oil no. 8, which gave 


total counts of approximately 300,000 per blanket. 
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square compared with control counts of 18 million. 
These tests- with dry organisms were, however, subject 
to a number of possible errors which make their inter- 
pretation difficult. The size of the test squares and 


the infecting dose were judged as carefully as possible, — 


but when infection of the fabric (far greater than is likely 
to occur naturally) is produced with a dry powder of 
streptococci, even small errors in measurement of 
, infective dose would produce a large final difference. 
Moreover, there is the possibility that in spite of vigorous 
shaking the organisms in the depths of the fabric are not 


liberated sufficiently quickly, so that on contact with the | 


- broth the oi] would exert its bactericidal action as against 
wet organisms. The reduction in bacterial count after 
application of dry organisms has, however, been shown 
repeatedly ; and it seems reasonable to conclude that 
some bactericidal action was shown against dried 
organisms, although it was not as great as against 
organisms applied in the presence of moisture. 


HOSPITAL WARD EXPERIMENTS 


Two clean sets cf blankets, sheets, pillow-cases, coun- 
terpanes and pyjamas, each sufficient for a single bed 
eubicle, were treated with olinol no. 1 and no. 2 respec- 
tively. Each set of bedclothes was thoroughly soaked in a 
20% water solution of the oil, spun in a hydro-extractor 
and finally dried in the hot-air drying chamber. 


Our experimental work in hospitals has so far been done 
with initially clean bedding, and we have used a separate 
soaking tank for applying the oil (as a 20% solution). This is 
unnecessary when one has to deal with dirty. “ linen ” which 
i being washed in the ordinary laundry rotary washing 
machine. These machines perform the complete washing 
and rinsing process without removal of the linen, and it is 
usual to finish with one warm and two cold water rinses. 
The amount of water used is measured in inches by an 
indicator on the back of the machine; it is not difficult to 
calculate the amount of water introduced for the final cold 
rinse in gallons, and also the amount of oil which has to be 
added to this to give a 20% solution. This amount of oil 
can then be added through a vent, with which all the machines 
are fitted, at the beginning of the last rinse for each charge 
of linen. There is thus no need to open the machine at all. 
A run of 8-10 min. is sufficient to ensure impregnation of 
all the clothing, which can then be transferred to the hydro- 
extractors and spun. The effluent from these can be col- 
lected in a tub by substituting a right-angled outflow instead 
of the usual vertical one which normally runs direct to waste 
(the outflow is only fixed by two bolts through a gasket, so 
that such an alteration is simple and inexpensive). When 
. sufficient has been collected in the tub, the first cold rinse in 
the washing machine can be let out, and instead of filling up 
with cold water and fresh oil, the machine opened and the 
contents of the tub tipped in for the second rinse. This pro- 
cess can be repeated several times and results in very little 
waste. 


Two extra blankets were included with those for the 
trial with olinol no. 1. One of these was cut in two, 
half being left untreated as control and the other half 
treated. These halves were used in laboratory tests for 
assay of oil content and dust-laying properties. The 
treated half was found to contain 3:35% and the control 
1-6% of ether-extractable oil. 


The presence of 1:6% of ether-soluble oil in untreated blan- 
kets is unusual unless the blankets are new. Usually after 
repeated washing hospital blankets contain less than 1% of 
“oil.” A sample of the natural oil which has been extracted 
with ether in a Soxhlet apparatus has been tested for us by 
Dr. C. Rimington. He concluded that it was probably 
lanolin. Reapplied to a repeatedly washed blanket strip it 
resulted in moderately effective dust-laying. Similarly a 
dust-laying effect is observed after the application of com- 
mercial lanolin. The application of lanolin, however, requires 
the use of organic solvents, and the texture of textiles treated 
with it is somewhat unpleasant in eres with that after 
mineral oil treatment. 


The dust-Jaying effect of the eaten was also shown 
in laboratory tests on strips of these blanket samples 
(table v1). The second blanket was also divided in two 
and both halves were treated. Half was placed at the 
periphery of the hydro-extractor and the other half at 
the centre, both being subsequently .assayed for oil 


TABLE VI—DUST-LAYING EFFECT OF VARIOUS OILS AND EMULSE- 
FYING AGENTS ON STRIPS OF HOSPITAL BLANKET 


Test organism : dry streptococci 


Per cent. 
` Poon Visible | reduction in 
Treatment dust | bacterial counts 


Nono ss 
20 ie. Turkey red. oil in 


20% % technical white où 
in white spirit 


20% oil no. 12 in water 
20% oil no. 8 in water 


20% (Amoa A 3 + tech- 
nical white oil equal 
parts) in water 
209 Turkey red oil + 
10%, cresylic Aed) ies 
water 


A, during the first 2 min. after beating ; B, during the 5-mim. 


period 7-12 min. after beating. 


content. The object of this was to determine whether 
this method of soaking and centrifugation resulted in a 
uniform impregnation of the blankets. That this is so 
is shown by the fact that the peripheral and central 
halve; contained 3-3% and 3-4% respectively of ether- 
soluble oil. 

Oil assays were also made on the liquor from the soak- 
ing tank as well as from the hydro-extractor outflow at 
the beginning, during, and at the end of its run. The 
amounts of ether-soluble material recovered from these 
samples: did not differ significantly. It was con- 
cluded, therefore, that the liquor recovered from the 
hydro-extractor can justifiably be returned to the soaking 
tanks for further use. 

On the day on which the bedding was treated, two 
patients were admitted to single-bed cubicles. (similar to 
those used in our previous experiments). One was suffer- 
ing from acute streptococcal tonsillitis (type 12/27) and 
the other from facial erysipelas (streptococcus type 3). 
The cubicles were carefully cleaned, the floors treated 
with spindle oil, and the men placed i in clean bedclothes 
from the linen store. The patients were left for 48 hr., 


when air-counts were made on 5 c.ft. volumes of air. 
Air 


before, during and after vigorous bedmaking. 

samples were taken on to gentian-violet blood-agar plates 
with a slit sampler (Bourdillon, Lidwell and Thomas 
1941). The colonies were counted after 24 hr. aerobic 
incubation of the plates. All the bedding was then 


‘removed, the oiled bedclothes substituted and similar 


counts made daily for 8 days. In each cubicle the con- 
trol counts were approximately 2000 per c.ft and large 
numbers of type-specific streptococci were recovered from 
the air during and after bedmaking. The mean reduc- 
tion of organisms liberated from the oiled blankets 
during vigorous bedmaking was 99:4% and 98:5% in the 
two cubicles respectively. It is significant that at no 
time during the period when treated bedclothes were 
used was a single streptococcus recovered from the air 
in spite of the fact that the organism could constantly 
be isolated from both patients. In our previous experi- 
ments with liquid paraffin, although treatment of 
bedclothes with the oil resulted in reduction in numbers, 
we usually recovered small numbers of streptococci from 
the air during the test period, and these numbers tended 
to increase with time. It seems reasonable to conclude 
therefore that the oil had exerted a bactericidal action 
on the streptococci deposited on the blankets. This 
finding could best be accounted for if the streptococci 
were deposited in a moist state, as would be the case if 
they were deposited in large droplets from the respiratory 
tract. 

The reduction of the numbers of air-borne bacteria 
was not wholly due to this bactericidal action, but was 
at least in part due to the reduction in the amount of dust 
liberated from the bedclothes. This could be shown by 
collecting with a slit sampler the dust liberated by shak- 
ing the blankets, on stationary glass slides instead of 
rotating plates of nutrient medium. . 
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DISCUSSION 


Our experiments have shown that mineral oils other 
than liquid paraffin may be used to lay the dust on 
bedclothes. A number of these oils are available. The 
cruder ones; such as the spindle oils, are carcinogenic 
and unsuitable for application to bedclothes where 
intimate contact between the patient’s skin and the oil 
are unavoidable. The dermatitic factor has also to be 
considered, and while more highly purified and inert oils 
are available these should be used. Such oils are the 
highly refined white oils, and all the oils of this type 
which we have tested have proved to be efficient dust- 


yers. 

The fact that these oils, with the aid of suitable wetting 
and emulsifying agents, can be made to give centrifuge- 
stable emulsions with water overcomes the original 
difficulty of application from an organic solvent, and 
makes large-scale treatment of bedclothes a practical 
possibility in hospital laundries. 
these oil-in-water emulsions are almost as efficient dust- 
layers as the oils applied from white spirit, and that the 
emulsifiers used are themselves bactericidal under 


natural conditions. This action is most pronounced — 


against wet organisms and is relatively slight against 
dry bacteria. 

The killing of dried organisms is probably not of such 
practical importance as the killing of those in the large, 


- _ moist droplets exhaled from the upper respiratory tract. 


Hare (1940) demonstrated a downward stream of such 
droplets from the mouth and nose of infected persons, 
and from the numbers of streptococci which we have 
previously shown to accumulate in blankets in relatively 
short times, each of these droplets must contain very large 
numbers of organisms. Bourdillon and Lidwell (1941), 
by means of flash photography, have shown that the 
number of large droplets expelled during a sneeze is 
enormous, and since a person normally lowers his head 
when sneezing the number of organisms projected on to 
the bedclothes when a person in bed sneezes is very great. 
Under normal circumstances these droplets would then dry 
and remain as potentially infective particles to be liberated 
when the bedding is shaken. It is important that bed- 
clothes treated with the soluble oils not only retain most 
of the organisms within the actual fabric but also kill the 
organisms in these droplets before they candry. Further- 
more, the application of oils from stable watery emulsions 
renders the process much less expensive, frees it from 
the danger of fire, and makes it practicable even for 
modestly equipped hospital laundries. . 


SUMMARY 


Technical white oils are effective dust-layers for 
bedclothes and are not carcinogenic. 

These oils can, by the use of suitable emulsifying and 
“wetting agents, be made to give centrifuge-stable emul- 
sions in water. Such oil-in-water emulsions provide an 
easy method of applying the oil to bedclothes, and a 
large-scale method is outlined. . 

The emulsifying agents used in making these “ sol- 
uble ” oils impart to the bedclothes potent bactericidal 
activity which has been shown to be effective against 
‘moist droplets both in the laboratory and in hospital 
trials. Their bactericidal action against dry organisms 
was slighter. | | 

The use of soluble oils in hospital trials resulted in a 
99% reduction in the number of organisms liberated 
during bedmaking. No hemolytic streptococci were 
liberated from the treated bedclothes of two patients 
with hemolytic streptococcus infections. This can be 
explained at least in part by the bactericidal action of the 
oil against moist organisms, especially if the infection of 
the bedclothes is regarded as being derived from large 
droplets from the respiratory tract. 


We are indebted to Mr. J. W. C. Phillips for his advice and 
interest ; Mr. J. M. Twort and Dr. W. E. Gye for testing the 
carcinogenic properties of our oils ; Dr. S. D. Elliott for typing 
- our streptococcal strains ; Dr. J. H. Schulman and Mr. J. E. 
Lovelock for help in preparing the soluble oils; Dr. C. 


Rimington, Dr. C. H. Andrewes and Dr. R. B. Bourdillon for 
much other help and advice ; Brigadier L. T. Poole, director 
of pathology, A.M.S., and Colonel E. B. Marsh for allowing 
one of us to take part in this work, and to the managing 
directors and technical staff of Amoa Chemical Co. Ltd., A. 


We have shown that: 


-Boake Roberts & Co. Ltd., Olinol Ltd., Stemco Ltd. and 
Technical Products Ltd. for supplying many of the oils and 
emulsifiers. 
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HYPERCHROMIC ANAMIA IN AN INFANT 
RESPONSE TO LIVER EXTRACT 
LESLIE COLE, M.D. CAMB., B.R.O.P. 
PHYSICIAN TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


_ LIVER extract is not often used in the treatment of 
anzmia in infancy and reports of success are few. Thi 
case is being reported because, when the chance of 
recovery seemed slight, a single tose of Anahzemin was 
followed by steady improvement and evidence of blood 
regeneration. It is regrettable that the records are 
incomplete, for the first blood-count was done 48 hours 
after the liver extract had been given. . 
Bachman! described a case of macrocytic hyper- 
‘chromic anemia in an infant aged nine months and 
reviewed 17 others from the literature, of which 7 
‘including his own were treated and appeared to respond 
to liver extract. All 7 improved or recovered; 3 were 
not followed up but there was no immediate recurrence 
when it was discontinued in 3 of the other 4. Langmead — 
described a case of pernicious anzmia in an infant aged 
thirteen months with severe hyperchromic anzmia, 
megalocytosis, icterus index 17-6 units, achlorhydria in 
response to histamine and a reticulocyte response of 19% 
to Campolon. Smallwood ? refers to a case of subacute 
hemolytic anæmia which recovered only when liver 
treatment was begun, but did not relapse when it was 
discontirued ; he considered that this was due te 
temporary exhaustion of anti-anzmic principle after a 
long period of hemolysis and erythrogenesis. In no case 
described does the anemia appear to have been more 
than a temporary effect; once the anzmic crisis has 
been tided over by liver or blood-transfusion mainten- 
ance treatment with liver has not been shown to be 
necessary.. This is in contrast to the pernicious anzemia 
of adults, where deficiency is nearly always permanent 
and treatment has to be comtinued to prevent relapse. 


CASE-HISTORY 


A girl, aged 3 weeks. No history of anemia in the family. 
No apparent deficiency in the mother’s diet. This was her 
first child. Pregnancy normal; breech presentation with 
easy delivery, birth weight 7} Ib. The child did not suck 
well and was breast-fed for only a week. She was then given 
half-cream ‘Cow and Gate, seven feeds daily. She failed to 
make progress so this was changed to albumin water, 3 oz., 
alternating with diluted cow’s milk, 3 oz. (2 parts milk te 
3 parts water.) The stools were inclined to be loose and on 
one occasion contained blood, and there was occasional ` 
vomiting. On admission on May 16, 1941, the child was very 
ill and rather dehydrated. Temperature 104° F., pulse-rate 


. 160, respirations 40-60. Signs of general bronchitis and a 


suggestion of bronchopneumonia. Spleen not palpable and 
liver not enlarged. Stools loose, numerous and occasionally 
dark. Bowels often open after feeding. Never any trace of 
jaundice. Urine normal. Diagnosis: bronchitis and pos- 
sibly bronchopneumonia. Weight on May 26, 6 lb. 10 oz. 
Diet: from May 16 until June 6 she was given Frailac two 
or three hourly ; from June 7 she was graded on to half-cream 
Cow and Gate three hourly ; on June 18 additional Dextri- 
maltose was added to each feed, and this was continued until 
1. Bachman, A. L. Amer. J. Dis. Child. 1936, 52, 633. 


2. Langmead, F. S. Lancet, 1937, 1, 1048. 
3. Smallwood, W. O. Practitioner, 1939, 142, 453. 
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her discharge. During the first 24 hours 0-75 g. of sulpha- 


: pyridine was given by the mouth. Since there was no 


response 3 c.cm. of azosulphamide (Prontosil Soluble) was 
given intramuscularly on May 17 and 0:75 g. of sulphanilamide 
daily until May 22. The daily dose was then halved until 
May 25 when it was stopped. ‘There was considerable 
improvement and the temperature became normal on May 18 
and remained so until the 27th. There was no gain in weight, 
however, and the stools on the 20th gave a strong reaction for 
occult blood. On the 27th the temperature rose again to 
103° F. and an.empyema was suspected, but radiography of 
the chest showed no evidence of lung disease. The stools 
then became more frequent and on May 30 a small amount of 
visible blood was passed. Vitamin K, 0-5 c.cm., was then 
given intramuscularly.: During the next three days the 
temperature remained up and the general condition ,rapidly 
deteriorated. On June 2 obvious anemia was apparent for 
the first time. The baby was then desperately ill with a 
temperature of 103° F. and an almost uncountable pulse. 
It was clearly no use giving iron by the mouth, and blood- 


' transfusion was out of the question, so 1 c.cm. of anahzemin 


was given intramuscularly. Twenty-four hours after this 
injection there was an astonishing change, the whole clinical 


BLOOD-COUNTS AFTER ANAHZEMIN, l C.CM., HAD BEEN GIVEN 


ON JUNE 2 | 
— June 4 June 21 July 3 July 17 
Red cells 2065 ted 31919000 5,140,000 6,300,000 
Hæmoglobin .. 54% 62% 84% ` 98% 
Colour-index .. ri aa l s ET 0:83 
White cells ; 17, 
Polymorphs 6083 (39%) 5400 (32% ) 6480" (27%) 
Eosinophils . 465 ®8%) (2%) 0 (4%) 
Lymphocytes 8425 (54%) 0360 (58%) ie 100 (60%) 
Mononuclears 0 850 (5%) 216 (9%) 
= Myelocytes .. | 465 (e? 510 (3%) Ne ew 
Myeloblasts.. | 160 (1% immature - £ 
. polymorphs 
Normoblasts .. per 20 
Megaloblasts .. 200 
Primary ery- | 5 white 
throblasts cells 


condition improved, dehydration and diarrhea became 
steadily less, and the child began to take her feeds better and 
to gain weight for the first time. This progress continued 
without interruption until discharge. Within a week the 
stools had become almost normal id number. Her weight 
chart and blood-counts are shown in fig. 1. By the beginning 
of July she weighed 7} 1b., seemed healthy in every way and 
has remained well since without further treatment. 

The blood-count findings are shown in the table. Price- 
Jones curves are in fig. 2. On June 12 blood films showed 
considerable megalocytosis and variation in size of red 
cells; megalocytes 12%, microcytes 1%; mean diameter 
7-6 u. _On July 10 there were very few megalocytes 

(1%) and less variation in size of red cells; . megalocytes 


1%, microcytes 

1%; mean dia- 
de ANAHAEMIN RETICULOCY TES ae 1:3 u. 
9 ` Ic.cm.IM, Reticulocytes: 
N i June 9, 22-5% ; 
<- June 12, 17:8% ; 
0 | June 14, 17-5% ; 
June 21, 56%; 

6 July 3, 4:4%; 

5 July 10, 1:9%. 
Fragility on July 

4 ll: haemolysis 

3 begins at 0-38% 
saline and is 

-100 completo at 
a HÆMOGLOBIN 0-26%,. 
X 15 Fractional 
: test-meal on 
Be 50 June 25: 30 
6 c.cm. 34% alco- 
X ia hol, no histamine 
N 70 given; 0-036 free 
O65 hydrochloric 
seer acid present in 
sixth sample. 


2 3485678 
WEEKS 


Fia. 1. 


Wassermann 
reaction, nega- 
tive. 
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. partly hemodlytic. 
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DISCUSSION 


In this‘case the 
sudden onset of 
anzmia may have 
been due to 
hemorrhage but 
was probably 
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œ 
=) 


Q 
O 


From its response 
to treatment it 
appears to have 
been due essen- 
tially to a tem- 
porary lack of 
anti-anæmic prin- 
ciple or one of its 
precursers, for the 
diet was qualita- 0 


NUMBER OF RED CELLS ` 
A 
© 


N 
© 


tively unchanged 6 7 8 9 
for a fortnight DIAMETER (7) 
before anahzemin Fig. 2. | 


was given until 
recovery was well advanced. The only additional 
treatment was a single injection of vi four 
days before the anahæmin, and during this four days 
progress was rapidly do . The cause of the 
deficiency is difficult to explain. For the first three 
weeks of life the diet was certainly deficient in total 
calories, proteins, vitamins and iron, and as there was 
also a severe general infection with considerable intestinal 
disturbance absorption was also probably impaired. 
There was also some loss of blood from the intestinal 
tract. Such a combination in a child of this age is by 
no means’ rare but it causes hypochromic anzmia, 
and not hyperchromic anzmia as in this case. Two 
other possibilities remain—first, that the child started 
life with deficient stores of anti-anemic principle ; 
secondly, that treatment with sulphapyridine and 


` sulphanilamide were contributory factors. It might 


also be argued that the recovery was not due to liver 
extract but was spontaneous, but the striking reticulo- 
cyte response is against this. The Price-Jones curves 
although they show some degree of megalocytosis, 
becoming less after treatment, are within normal limits 
for the age of the patient. 


SUMMARY 


A case of hyperchromic anemia in an infant is 
described in. which complete clinical and hematological 
recovery followed a single injection of anahæmin. 


No qualitative alteration in the diet was made for a . 


fortnight before anahzmin was given or until recovery 
was well advanced, and apart from a single previous 
injection of vitamin K, which did not seem to have any 
effect, no other vitamin preparations, iron or other 
treatment were given until the red cells were over 
6,000,000 and the hæmoglobin was 98%. 


I am indebted to Dr. C. H. Whittle for the blood-counts and 
Dr. W. Jacobson for the Price-Jones curves. 


IN his annual report for EccLes Dr. J. E. Spence 
states that 90 samples of milk were examined under 
the Sale of Food and Drugs Act of 1938, and 10 of 
them were found faulty; 49 samples of other 
foods were taken of which 2 were unsatisfactory; 4 
samples of milk were taken from the same source and 
found to contain between 19-1 and 23-3% added water 
(appeals to the cow established bovine innocence and 
human fraud). Fines and costs totalling £22 2s. were 
imposed. What proportion of the ptofits of the swindle 
was refunded by the fine? Two-thirds of the work 
entailed by the Food and Drugs Acts is now absorbed by 
milk, and four-fifths of the sophistication detected is 
practised on milk, because the penalties imposed when a 


conviction is obtained are so trivial and-the profits of: 


the fraud so considerable that milk watering is a highly 
profitable business and the courts by the smallness of the 
fines they impose make it almost respectable. This is a 
particularly dangerous form of fraud, for many people 
are absolutely dependent on milk for their nutrition 
and may starve for no apparent reason if their milk is 
watered. It has been suggested that the fraud comes near 
to constructive murder and should be punished as such. 


THE LANCET] © 


——$ 


Medical Societies’ 


BIOCHEMICAL SOCIETY 


AT a meeting of this society on Nov. 29, with Prof. 
E. C. Dopps in the chair, a discussion on the 


Mode of Action of Chemotherapeutic Agents 


was opened by Dr. G. M. FINDLAY. Chemotherapeutic 
action, he said, may be classified as direct or indirect. 
Except in the case of parasites present in the intestinal 
canal it is essential that the chemotherapeutic drug 
should be absorbed into the body, that it should penetrate 
to the site where the parasites are acting, and that it 
should not be excreted or converted too rapidly into an 
- inert form. Time must be allowed for chemotherapeutic 
action and in some cases for the conversion of the 
compound from an inactive into an active form. Once 
the drug and the parasite have been brought face to face 
three stages may be distinguished—adsorption, inter- 
ference with metabolism, and death or such injury to the 
pee that it is destroyed by the phagocytes of the 

ost. An absorbed chemotherapeutic drug may prevent 
an essential food factor from being adsorbed or it may 
cause a breakdown in metabolism by combining with a 
specific substrate or by. competing with an essential 
cell metabolite for an enzyme orcoenzyme. One break 
in the chain of metabolic reactions may rapidly give rise 
to others. Specific immune serum and sulphapyridine 
do not compete for the same receptor group in the 
pneumococcus and may therefore enhance one another. 
Parasites may be killed in the body without the aid of 
- phagocytes but usually when a parasite has been 
damaged it is destroyed by the normal defence mechanism 
of the host. Indirect action produces such changes in 
their environment that parasites can no longer grow. 
Physical changes may prevent growth, the temperature 
or the pH reaction may be altered, the formation of 
immune bodies may be stimulated, or the character of 
the cells may be altered, as in the treatment of gonococcal 
vulvovaginitis in children with ostrin preparations. 
The highly specific action of certain drugs and the no less 
specific reactions of certain closely allied parasites can 
be explained by postulating that after adsorption of the 
compound at the parasite/solution interface the nature of 
the interference with the metabolism of the parasite 
- depends on what groupings in the molecule of the 
compound come within the influence of other acceptor 
‘ groups in the parasite: there is thus a multipoint 
action. 

- Prof. ALEXANDER FLEMING said that in 1929 he 
applied the name penicillin to an antibacterial substance 


of unknown constitution elaborated by Penicillium - 


notatum. It is formed in ordinary bacteriological media 
or in a modified Czapek-Dox medium. The action is 
mainly bacteriostatic and shows a high degree of 
specificity. Pyogenic cocci, clostridia and some other 
bacteria are sensitive, while the coli-typhoid, heemophilic 
chromogenic bacilli and others are insensitive. 
Pathogenic gram-negative cocci (gonococcus, meningo- 
coccus and Micrococcus catarrhalis) are sensitive while 
saprophytic varieties—e.g., M. flavus—are insensitive, 
thus differing from the sulphonamides. The action of 
penicillin is not interfered with by substances that inhibit 
-sulphonamides—bacteria, bacterial extracts, pus fluids, 
tissue autolysates, peptones and p-aminobenzoic acid. 
Penicillin is non-toxic to leucocytes and animals but in 
low dilutions it affects the morphology of bacteria and 
interferes with division. Penicillin has been extracted 
in an impure form by Florey and his associates, and this 
extract is in blood many times more powerful as a 
bacteriostatic agent than the most powerful of the 
sulphonamides. In vivo, likewise, it has been shown 
at Oxford to have remarkable curative effects in experi- 
mental infections of animals and pyggenic infections 
lin man. Since penicillin is apparently of a different 
constitution from the sulphonamides the isolation and 
synthesis of the pure active principle will open up a new 
chemotherapeutic field. 

Prof. WARRINGTON YORKE, F.R.S., described the 
action of the aromatic diamides which were evolved by 
Ewins, after it had been shown that Synthalin acted on 
trypanosomes not by reducing the sugar but by direct 
toxic action. Some aromatic diamidines exhibited a 
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l remarkable trypanocidal ` activity. The most active 


were 4; 4’-diamidinostilbene ; 4: 4’-diamidinodiphenoxy- 
propane ; and 4: 4’-diamidinodiphenoxypentane. Cases 
of kala-azar have now been successfully treated with 
diamidinostilbene — Indians, children in the Mediter- 
ranean area, and patients with the Sudanese variety 
which was resistant to antimony. Babesia infections in 
dogs were cured by the stilbene and propane derivatives. 
Diamidinostilbene is active against Trypanosoma 
congolense, but replacing the hydrogen atoms of the 
ethylene group by methyl groups greatly increases the 
activity against this infection. The various diarfnidines, 
therefore, exhibit a considerable specificity of action. 
Study of the phenomenon of drug-resistance may throw 
light on the mode of action of drugs. Drug-resistance in ` 
trypanosomiasis has been extensively studied, but little 
is known of the phenomenon in other -protozoal infec- 
tions. Professor Yorke and his colleagues have recently 
demonstrated drug-resistance in Babesia canis infections 
of dogs and in Plasmodium knowlesi infections of Macacus 


- rhesus. ` 


Dr. FRANK HAWKING, discussing trypanocidal 
substances, said that from the phenomenon of drug- 
resistance four kinds of receptors on the trypanosome are | 
recognised—for arsenicals, acriflavine &c.; for para- 
fuchsin ; for diamidine compounds ; and for Bayer 205. 
Trypanocidal action comprises fixation of the drug, 
secondary chemical reactions inside the cell, and death. 
Only about the first process is much known; it occurs 
quickly in a few minutes and is reversible.. With arsen- 
ical compounds, fixation apparently depends on the 
trivalent arsenic atom linked to a benzene ring. Most 
side-chains prevent fixation, but certain ones (-NH,, 
—OH) prevent it for the animal cells but not for normal 
trypanosomes ; it is compounds with these side-chains 
which have chemotherapeutic value. The receptors 
of resistant trypanosomes are modified so that they 
resemble those of the animal cells, and thereby thera- 
peutic action is lost. Over a wide range, the amount of ` 
drug fixed is proportional to the concentration in the 
surrounding fluid ; in the case of acriflavine the partition 
ratio—the concentration inside the trypanosome divided 
by the concentration outside—is 8000 for normal 
trypangsomes, 60 for resistant trypanosomes. Some fluor- 
escent compounds—e.g. acriflavine and diamidinostilbene 
—are concentrated in the blepharoblast and cytoplasmic 
granules of the trypanosome. With Bayer 205 thé mode 
of action is quite different. It is not directly trypanocidal 
in vitro, and, although it does seem to form some kind of 
direct combination with the trypanosomes, the amount 
which is taken up is quite small. There is some evidence 
that it has an opsonin-like action. | 

Sir HENRY Date, P.R.S., emphasised the importance 
of having a theory of chemotherapeutic action. It was 
one of Paul Ehrlich’s great contributions to the subject 
to produce a theory which, though it would probably not 
survive unmodified, gave a tremendous stimulus to 
research. His ‘speculations sometimes appeared more 
plausible than convincing; but in many cases they 
eventually proved to be well founded. An example 
was Hhrlich’s explanation of the action of certain dyes on 
infection by trypanosomes as due to injury of the 
reproductive power of the trypanosomes, without 
affecting their other vital functions. At the time this 
suggestion seemed artificial and unconvincing, but when’ 
Dobell and Laidlaw found a method for growing Entameba 
histolytica in ‘permanent culture in vitro, it could be 
demonstrated that the action of emetine was just of this 
type. Another factor of chemotherapeutic activity 
which he believed to be important was the “ factor of 
persistence.” Effective chemotherapy is usually, if not 
always, a war of attrition rather than a Blitzkrieg.. This 
seems to be why a quinquivalent arsenical on the one 
hand, or an arseno-compound on the other, is a better 
chemotherapeutic agent than the arsenoxide produced 
by reduction from the one or*by oxidation from the 
other, although the arsenoxide is recognised as the 
directly parasiticidal agent. In the same way, sulpha- 
guanidine seems to owe its effectiveness in bacterial 
dysentery to its poor solubility, enabling it to remain 
in solid form in the intestinal contents and to keep up a 
steady, low concentration in contact with the infected 
mucous membrane. Aromatic diamidines, the brilliant 
promise of which has been made clear by the results 
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which Professor Yorke has reported, may similarly owe 
part of their superiority to their limited solubility. He 
suggested as problems whose’ solution might greatly 
accelerate advance in parts of the field of chemotherapy 
the discovery of a method of keeping trypanosomes 
alive and reproductive indefinitely in artificial culture, 
and of treating a strain of trypanosomes which had 
acquired. a drug-resistance so as to restore its normal 
susceptibility. 

Mr. D. D. Woops, Ph.D., spoke of the interference of 
antibacterial agents and essential metabolites. This 
interference may be due to the formation of a compound 
between the antibacterial agent and the essential 
metabolite, as between mercury salts and -SH compounds, 
or to inhibition of an enzyme reaction involved in the 
synthesis or utilisation of an essential metabolite. An 
example of this is the competitive inhibition by sulphanil- 
amide of an enzyme reaction involved in the further 
utilisation of .p-aminobenzoic acid, this inhibition 
occurring by virtue of the chemical relationship of 
sulphanilamide and p-aminobenzoic acid. The latter has 
been isolated from natural sources and is a growth factor 
for Clostridium acetobutyricum and higher organisms. 
Working on this hypothesis, the following substances, 
all chemically related to a known essential metabolite 
(shown in parentheses), have been found to have some 
antibacterial activity—pyridine-3-sulphonic acid and 
amide (nicotinic acid and amide); aminosulphonic 


acids (analogous aminocarboxylic acid); sulphonic 
acid analogue of pantothenic acid (pantothenic 
acid); indole-3-acrylic acid (tryptophane); barbituric 


acid (uracil). 

Mr. H. McILwaIn, Ph.D., said that an organism 
which is deprived of the use of enzymes or metabolites 
by various types of interference is nutritionally more 
= exacting than in its normal state. Bacterium coli and 

Streptococcus hemolyticus, inhibited by acriflavine 
components, require for further growth two types of 

‘material not normally required. Type 1 is best replaced 

_ by nucleotides, type 2 by a concentrate of amino-acids, 
but partly by phenylalanine. In the presence of type 2 
compounds, but not without, artificial hydrogen carriers 
are further active against inhibition of Bact. coli. Typel 
compounds form complex salts with acriflavine com- 
ponents. The inhibitors probably inactivate enzyme 
systems of which type 1 compounds are essential parts, 
of which type 2 compounds are substrates or products, 
and of which some can be replaced by the hydrogen 
carriers. 

Mr. W. H. LINNELL, Ph.D., described the relationship 
between chemical constitution and bactericidal action in 
certain amino acridines. Among the isomeric diamino- 
acridines, l-amino group causes complete loss of 
bactericidal activity and reduces toxicity ; a 2-amino 
group increases activity and this is further enhanced by 
another amino group in the 2-, 3-, 4- (in the other ring), 
or 5-positions, accompanied by increased toxicity in the 
case of a second 2- substituent. When two 3-amino 
groups (= 3:7) are present, activity is moderate, -but 
, the 3:8 diaminoacridine (= 2:7) is as active as 
proflavine but less toxic.’ A 4-amino substituent 
confers small activity while position 5 is highly active but 
probably leads to increased toxicity. Albert has shown 
that similar differences in activity exist among the five 
isomeric monoamino acridines, their activity paralleling 
their strength as bases and their partition coefficients 
between oil and water. The corresponding acridones 
are inactive, as are certain amino derivatives of 5: 10- 
dihydroacridine and of iminodihydroacridine, suggesting 
that the intact acridine molecule is necessary. 

Mr. L. G. Goopwin, B.Sc., said that the uncertain 
action of antimony in protozoal diseases, of which the 
resistance of Sudanese kala-azar to antimony isanexample, 
is an added difficulty in investigating its mode of action. 
The active form of antimony may be the stibinoxide 
grouping, but while thisis probable in trypanosome and 
schistosome injections it is unlikely in leishmaniasis 
where quinquivalent compounds are the most effective 
and massive dose therapy is successful. Excretion of 
antimony after doses of the quinquivalent compounds or 
of stibophen is much more rapid than with tartar emetic. 
There is some indirect evidence that the rapidly excreted 
fraction of the drug passes through the body unchanged. 
Both direct toxic action on parasites and stimulation of 
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the hosts’ defence mechanisms are produced by anti- 
Increased phagocytosis may be of primary 
importance in leishmaniasis, though histological work on 
the spleens of infected hamsters injected with a 


quinquivalent antimony compound suggests some degree © 


of direct action. 

. E. CHAIN, Ph.D., described the chemical and 
physical properties of penicillin in relation to its bacterio- 
static action. It is a strong acid with two or a multiple 
of two acid groups. A purified barium salt gives a 


carbon cantent of 55% and an H content of 6-3% ; only 


C, H and O are present in the molecule. Methoxyl 
groups cannot be detected but two hydroxyl groups are 
present. The dried Ba salt of penicillin keeps indefinitely 
and in watery solution is most stable between pH 5 and 7. 


With heavy metals, except ferric iron, it forms water- _ 


soluble salts. The antibacterial action is lost by oxidation 
with hydrogen peroxide and potassium permanganate. 

Mr. E. P. ABRAHAM, Ph.D., said that the instability of 
penicillin necessitated three methods of purification 
dependent on distribution between solvents, adsorption 
and reduction. The crude barium salt obtained from an 
amyl-acetate extract of the medium has an activity of 
15-25 units per mg. Distribution between water and 
ether at pH 2 and pH 6, adsorption of impurities by char- 
coal, and chromatographic analysis on alumina yield a 
light yellow barium salt with an activity of about 150 
units per mg. On reduction of this material in neutral 
solution with aluminium-mercury couple the remaining 
pigment is adsorbed by alumina. The white barium salt 
obtained from the supernatant has an activity of 240 
units per mg. It completely inhibits staphylococcus in a 
dilution of 1 in 5,000,000, and partially in a dilution of 
1 in 16,000,000. | 

Mr. F. R. BRADBURY, Ph.D., has studied the behaviour 
of sulphanilamide, p-aminobenzoic acid and chemically 
related compounds, aniline and sodium benzenesulphonate, 
at the surface of Bact. coli by electrokinetic methods. The 
shapes of the curves relating variation of mobility with time 
of contact for suiphanilamide and p-aminobenzoic acid are 
quite different from those of the curves for aniline and 
sodium benzenesulphonate. The curves for sulphanil- 
amide and p-aminobenzoic acid-are similar, suggesting 
that the two compounds behave in a like manner at the 
bacterial surface. 

Prof. A. ST. G. HUGGETT. said that dyes such as 
chlorazol sky blue FPS (Chicago blue) and chlorazol-fast 
pink BKS are excellent anticoagulants. Structurally 
they resemble afridol violet from which Bayer 205 is 
derived ; they have a trypanocidal action while Bayer 
205 has an anticoagulant action. The dyes act at two 
points in the clotting mechanism, as antikinase and as 
Their antienzyme action in blood- 
clotting may have an analogy to their mechanism as 
trypanocidal agents. | 
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AT a meeting of the Fever Hospital Medical Service 
Group of this society on Nov. 14, a discussion on 
Fever Hospitals and Pathological Sefvices in 
Post-war Planning ' 
was opened by Dr. H. STANLEY BANKS (L.C.C.) who 
thought that fever hospitals as well as general hospitals 
should be regionalised. Modern fever-hospital work 


requires the equipment of a general hospital—e.g., first- 


class laboratory service, X-ray and physiotherapy depart- 
ments and operating-theatre. Wards for the general 
sick can be a success in fever hospitals. In future, 
fever units and general units could be combined under 
one administration. Over 80% of fever hospitals 
outside London have less than 50 beds, and about 55% 
less than 20 beds. Many of these small hospitals should 
be closed or linked up with others. It is important to 
determine the best method of administration of a 
regional authority. The usual local-authority method 
by which a chief medical officer appointed by the 
authority is responsible for both the management and 
medical direction inevitably leads to a centralised 
bureaucracy. This may. be effective for a time by 
improving the backward units’ but soon produces 
atrophy at the periphery, and medical progress depends 
on initiative at the periphery as well as support from the 
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centre. There should be a proper balance of power and 
responsibility between ‘the two, which might be 
achieved by leaving medical direction to local and 
regional medical committees of senior staff. The 
regional committee could make itself responsible for 
conveying medical advice and direction.to the authority, 
by the use of a whole-time staff if necessary. Some such 
scheme of decentralisation of medical direction is essential 
to preserve the vitality of a hospital service. 

Dr. L. J. M. LAURENT (L.C.C.) suggested that voluntary 
hospitals, owing to increasing grants from the state, are 
bound to come under state control. They enjoy a 
semi-independence which helps medical progress but 
does not farther mutual support. Municipal hospitals 
under the management of local authorities have become 

as efficient as voluntary hospitals but labour under a 
highly centralised administration. Any future scheme of 


hospital planning should avoid the disadvantages of - 


both and the perpetuation of a dual system of hospitals. 
_ The creation of a regional authority to control both kinds 
as equal partners would be a step in the right direction. 
Modern fever hospitals approximate so much to general 
hospitals that they should come under the same 
authority. Small fever hospitals should be replaced by 
larger units serving adjacent areas. The large fever 
hospitals as a result of the war are now treating cases 
of tuberculosis, chronic sick and _ senile patients, 
pneumonias, skin disorders and casualties, besides cases 
of notifiable disease. After the war a diminution of 
infectious diseases is to be expected, and the beds left 
vacant could continue to be used for these cases. To 
meet the needs of medical education fever hospitals 
should be allowed to receive patients from larger areas 
than at present. An infectious-diseases block attached 
to a general hospital would benefit both sections. 

Dr. A. A. CUNNINGHAM (L.C.C.) thought that a good 
deal of the open ward accommodation in large fever 
hospitals could be made available for general medical 
and surgical cases. This practice was begun in London 
before the war. The head of a hospital should be a 
medical superintendent, not a layman, but there should 
be well-paid posts for good clinicians. Teaching hospitals 
should have a voice in the appointment of those who 
train students in infectious diseases. 

Dr. J. E. McCARTNEY (L.C.C.) said that a pathological 
service must provide for all classes, not only for hospitals 
but also for medical practitioners and public-health 
work. As the laboratory must be near the patient, 
the technical work should be decentralised as much as 
possible, but supplies, equipment, and conditions of 
service should be standardised as far as possible. The 
country would be divided into regions, and the regions 
into groups each under a pathologist working in the main 
laboratory of the group, which would be similar to a 
L.C.C. group laboratory. According to need there 
would be sub-group laboratories staffed by assistant 
pathologists, or, where work was insufficient, a technician 
would be employed. No separate public-health 
laboratories would be provided but the medical officer 
of health would be in touch with the group pathologist 


in his area who would organise all pathological work; — 


- a mobile laboratory staffed by personnel from less busy 
parts of the region would be sent to any epidemic. The 
work of the region would be codrdinated by a regional 
pathologist who should not be a whole-time administrator 
but attached to or in charge of a laboratory, and his 
work would be mainly technical.. All regions would be 
coérdinated by a director of pathological services. 
Technical. and administrative sides would be run by a 
committee consisting of regional pathologists and 
administrative staffi—e.g., for personnel, finance, build- 
-ings. London would be organised on similar lines to 
suit its requirements. There should be full coöperation 
with university teaching departments, many of which 

` would be the main regional laboratories. Research 
would also be coérdinated. The organisation of supplies 
would be on the lines of the L.C.C. centralised system 
which supplies not only its own laboratories but also 
the-Ministry of Health sector laboratories in London. 
The: L.C.C. pathological service, now functioning as a 
regional laboratory service, might become the basis of a 
national one. — | | : 

Dr. ROBERT CRUICKSHANK (L.C.C.) thought that the 
association of laboratory services with infectious diseases 
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hospitals needs to be developed, for laboratory help is 
essential in the diagnosis, treatment and control of most 
infectious diseases. Besides, a laboratory on the spot 
helps to maintain the standard of work in the hospital 
and encourages codrdinated investigation and research. 
To do this the laboratory staff must not be overburdened 
with routine work, and the intellectual calibre of the 
personnel should be high. 


colleagues in the teaching and research departments, but 


with full-time adequately paid posts and encouragement '- 


of research, clinical pathology should be able to attract 


In the past, the clinical 
‘pathologist has often been regarded as inferior to his 
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the best brains. The laboratory doing the bacteriological ` 


work of the fever hospital should also do the public-health 
bacteriology of the surrounding area. Such an arrange- 
ment is specially desirable in London where the liaison 
between the borough M.O.H. and the local isolation 
hospital is not as close as it might be. Field 
epidemiology, at present. rather. neglected, would also 
be encouraged by a system of regional laboratories such 


_as the L.C.C. had established in London. 
Dr. R. A. O’BRIEN (Beckenham) was of the opinion that - 
no scheme for the future of the pathological services - 


need look further than the L.C.C. group system for a 


plan on which to build. 


Dr. E. C. BENN (Leeds) agreed that hospital regionalisa- 
tion is inevitable. Each part of the country has its own 
problems and one of the major obstacles to be overcome 
is local prejudice. Full pathological services should be 
available to every hospital, but small units attached to 
small hospitals are to be avoided in the interests of 
economy. nee: 

Dr. A. G. TRouP (Willesden) spoke of general hospitals 
he has visited in Austria and Czechoslovakia with 
successful fever sections. The admission of ordinary 
medical and surgical cases to isolation hospitals is safe 
from the cross-infection point of view and Dr. Troup 
described his experience of this at the Willesden Isolation 
Hospital. Fever hospitals must be considered in any 


scheme in order that all available beds can be used for 


the maximum benefit of the community. In London 
the sector system might form the basis on which to 
found the post-war scheme. The better and more 
modern fever hospitals should be enlarged and the others 
used for a different purpose or closed. The Local 
Government Act of 1929. and the Public Health Act of 


1936 suggested this but no progress has been made owing 


to the absence of compulsory powers. 

Dr. FRED GRUNDY (Luton) preferred to substitute for 
Dr. McCartney’s ‘ mobility of personnel ” a flexibility of 
personnel, for pathologists should remain long enough 
in a laboratory to get to know the local doctors. No 
isolation hospital should have less than 200 beds, so that 
each should carry at least one resident medical officer. 
Local government areas should be amalgamated under 
existing legislation or rearranged. But the future of the 
treatment of infectious diseases will be found in the 
linkage of cubicle blocks and special wards with generad 
hospitals, or, possibly, with children’s hospitals. Plan- 
ning should take into account the need for improvement 
in the training of nurses. 

Dr. D. V. HAGUE (Yeovil rural district) thought that 
separate infectious disease hospitals are unnecessary. 


Greater efficiency would be found in a fever unit_of a 


large general hospital, for there would be greater 
opportunities for consultation and treatment, better 
education of medical students in fevers, and all nurses 
would get fever and general training. With competent 
fever-trained staff the disadvantages are negligible. 


Some of the present isolation-hospital buildings might | 


be used as children’s hospitals where the school M.O. 
might act in a clinical capacity, to the benefit of the 
patients and the school M.O. himself, who has far too little 
experience of sick children. If regional control is 


‘adopted, there should be some local autonomy, and 


mechanism for the regular expression of opinion on local 
conditions to the regional board. | 
Dr. WILLIAM GUNN (L.C.C.) did not think that 


epidemic diseases will subside much after the war. | 


Under a statutory organisation the smaller voluntary 
hospitals would no longer be run as nursing-homes for 
the. benefit of the consultants. The best unit in a 
hospital system would be a Jarge hospital centre with a 
minimum of 1000 beds and general and special depart- 


~ 


Ny.. 
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ments of all kinds. A workable scheme on these lines, 
the ‘‘ Walton plan,” has been worked out. ` 

Dr. C. A. McPHERSON (Chertsey, and Walton and 
Weybridge urban district) said that the lack of a 
pathological service is one of the chief disadvantages of a 
small isolation hospital. The provision of this by the 
E.M.S. has been of the greatest value. X-ray facilities 
are also needed perhaps as mobile regional units. In 
some provinces in France general hospitals successfully 
provide treatment for tuberculosis and infectious disease, 
and have health departments which administer the other 
public-health services. 

Dr. R. W. TANNAHILL (Waltham joint hospital board) 
regarded 250,000 as a population for which it is economic 
to provide an infectious-diseases hospital, and where 
necessary districts should be combined. Suchacombined 
authority could support a full-time resident medical 
officer. The infectious-diseases hospital should be able 
to ‘admit all infectious diseases in the area, whether 
seta? or not, and this is possible only in the larger 
units. 
and diphtheria. Infectious wards in general hospitals 
have been in operation in other parts of the world for 
many years. It is an advantage to have the services of 
the consultant staff and of the pathological depart- 
ment available for infectious cases, and the resident 


- medical and' nursing staffs learn much from a spell of 


of a human being an individual.” 


duty in the infectious wards. Existing fever hospitals 
could be attached to a large general hospital for these 
services. 


_ Reviews of Books 


Integration of the Personality 
C. G. June. London: Kegan Paul, Trench, Trubner and 
Co. Pp. 313. 15s, © | 
Dr. Jung is well read in esoteric subjects, but his learn- 
ing seems too heavy for him in this work. The book is 
overloaded with quotations and references, and unless 
its readers have 4a liking for statements in which abstruse 
semantics are blended with a subfusc mysticism they will 
not penetrate Dr. Jung’s-meaning. The six lectures 
composing the book are concerned with individuation, 
by which is meant ‘‘ the psychological process that makes 
The earliest section 
deals with the animus and the anima, familiar in Dr. 
Jung’s previous writings as primordial figures, archetypes 
located in the collective unconscious. A case is des- 


‘` oribed, with an illuminating account of how Dr. Jung 


preted on rather gnostic lines. 


deals with the symbolic material in patients’ drawings ; 
and in a later chapter the dreams of a patient are inter- 
The psychology of 
alchemy is examined at length in chapter 5, and the final 
chapter contains some opinions about the modern need 
for a leader who has decided to follow the law ‘ that 
comes from within, . . . He has been called away from 
the all-powerful, all-oppressing psychic life that is his 
own and his people’s affliction. ... With the very 
decision to put his own way above all other ways he has 
already in: large part fulfilled his liberating vocation, 
He has cancelled the validity of all other ways for himself 
—he has placed his law above all conventions.” Dr. 
Jung delivered the lecture in which this passage occurs 
in 1932, but he can hardly have foreseen how canonical 
this bit of Fiihrer-doctrine would soon become; it was, 
however, well placed after the chapter on alchemy, since 
the futile arm of alchemy was to transmute dross. 


It Passed Too Quickly | 7 
Air Vice-Marshal Sir Davin Munro, M.A., LL.D. St. And., 
M.B. Edin. London: Routledge. Pp. 304. 15s. 


THs work, suffused with personality, is the story of a 
small boy in an Eton suit arriving at St. Andrews 
University in a cab from Leuchars at the age of fourteen 
as an undergrad, and returning nearly fifty years later 
to the same station with an escort of planes, to be drawn 
from thence by students in triumph in an open carriage 
after his election as rector of his old university. What 
happened to him in the interval is displayed with 
staccato zest. He left St. Andrews with his M.A. degree 
to finish his medical career in Edinburgh, working under 
Caird, R. J. A. Berry, Schafer, -Greenfield, Littlejohn, 
Byrom Bramwell—what a galaxy. Then came entry 
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Many small hospitals admit only scarlet fever ` 
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into the I.M.S. at the time of the South African War, and 
work at Netley under Sir Almroth Wright and Leishman. 
Then India, to one frontier post after another in quick 
succession, a period which allows of rapid little vignettes 
of officers, tribesmen, patients, hospitals, marches with 
the Guides, the Delhi Durbar and Curzon, Kitchener, 
pig-sticking and big-game hunting. After three or four 
years on the military side came marriage and a transfer 
to the “ civil ” and lifein Calcutta The I.M.S. was then 


‘in its heyday: ‘‘ We were Harley Street and the univer- 


sities in one. Museums, jails, botanical gardens, marine 
surveyships, even the Mint had I.M.S. officers, and we 
held all the teaching appointments in the medical schools.”’ 
The author had his fair share of these responsibilities ; 


he thought he was in civil employ for life. 


‘And then unexpectedly came-the war of 1914-18, and 
recall to service again: home to England, hospital ships 
in the channel for Indian wounded, idle days in the Isle 
of Wight, a sudden order East again, Basra, ‘‘ Mespot.’’— 
the now almost forgotten story of the medical muddle— 
Gertrude Bell, Sir William Willcox, Sir George McMunn, 


Sir Matthew Fell. Again change: Egypt, Allenby, lines 


of communication, the great advance, the armistice. 


. Then home again to England, and transfer from the 


I.M.S. to the newly formed Air Force Medical Sérvice of 
which a few years later he was to become director- 
general. After that, secretary to the Industrial Health 
Research Béard, where the tale ends. Among the great 
variety of interest, the many wise.and witty comments: 
on life in general, on medical education, and on sport, 
especially hunting of which the author is a devotee, the 
reader must browse for himself. A full life is recorded 
here, a stimulus to all who read 'it. 


Contraception -> ° : 

(5thed.) MARTE CARMICHAEL STOPES, D.Sc. Lond. London: 

Putnam and Co. Pp. 459. 15s. . l $ 

THis book reflects the personal ‘views and character 
of a pioneer. It contains information which must have 
taken many years to collect, but is not an unbiased 
statement of the present state of contraceptive 
technique. Why Dr. Stopes elected to end her history 
of the birth control movement with a party at the Ritz 
celebrating the tenth birthday of the original clinic is 
obscure; a lot has happened since 1931. The birth of 
Dr. Abraham Stone’s admirable Journal of Contraception 
(now Human Fertility), the work of the Birth Control 
Investigation Committee and the Family Planning 
Association and its medical subcommittee are un- 
noticed ; the references tœ modern work on spermicides 
are sketchy; and no mention is made of Dr. J. R. 
Baker’s recent work on them, of Dr. H. Carleton’s study 
of local effects of various chemicals, or of the clinical and 
laboratory work done in America. oe 


Essentials of Dermatology 


Norman Toss, M.D., senior instructor in dermatology, 

St. Louis University. London: J.B. Lippincott Company. 
- Pp. 497. 28s. e : 

MoRE useful information is crammed into this small 
book than there is in textbooks many times its size— 
hardly any redundant matter and plenty of good photo- 
graphs which may account for the rather high price. 
Here and there the brevity of the discussion leads to some 
confusion, as when under lupus erythematosus it is 
stated that gold is a useful drug without mentioning 
what type of gold should be used or how it should be 
administered. Similarly under secondary exfoliative 
dermatitis, except for the illustration, no mention is made 
of dermatitis due to N.A.B. or gold salts, surely two of the 
most important causes of this disease. An important 
omission is that streptococcal tonsillitis may be and often 
is the cause of erythema scarlatiniforme. Not all agree 
that granuloma annulare responds to treatment with 
Fowler’s solution or that 606 is better than 914 in the 
treatment of syphilis. Dermatologists in this ‘country 
are satisfied that in the treatment of ringworm of the 
scalp X-ray epilation is the treatment of choice and not, 
as Dr. Tobias suggests, to be reserved for intractable 
cases. The chapter on eczema, is one of the best exposi- ` 
tions on the subject to date, but is it for the benefit of the 
patient or doctor that subjects of intractable atopic 
eczema are to be advised to move to another part of the 


` country ? | 


t 
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COLLECTION OF INVASION CASUALTIES 


AUTHORITIES have been urged to codperate with 
each other so that the combined machine for the 
collection of casualties shall work as smoothly as 
possible if we are invaded. There are three main 
schemes in operation, and each of them possesses aid- 
posts of different capacities, all of which, together 
with all the ambulances, are to be available for both 
civilian and military casualties. An attempt is now 
being made to weld these services into one and to 
arrange their aid-posts on a network plan, which shall 
allow the least specialised to be ranged around those 
of more complexity, and these again around the 
general hospitals. 

The first or lowest class of aid-post may be either a 
detachment aid-post of the R.A.M.C. (consisting of 
one. or two first-aid men and a small satchel of 

dressings), a civilian first-aid- point, a Home Guard 
casualty collecting post, or a wholly unofficial private 
house or factory which may chance to have a certain 
amount of equipment. Walking casualties are 
expected to find their way to such points as these, 
and Home Guard. stretcher bearers will also be ex- 
pected to carry their charges there, but civilian 
stretcher cases are to be taken by ambulance direct 
from the place at which they are injured to some post 
in the second or third class. The posts of this first 
class will not have a doctor in regular attendance. 
Between the first and second class of posts there 
comes an intermediate class which includes advanced 
dressing stations of the R.A.M.C., regimental aid- 
posts of the Home Guard and up-graded points of the 
civil services. The precise function of these units is 
likely to vary with the needs of the moment. Their 
equipment is simple and their staff extremely small. 
The second ‘main class of aid-post comprises main 
dressing stations of the R.A.M.C., first-aid posts 
(mobile or fixed) of the civil services, and some of the 
smaller hospitals. These are intended for the treat- 
ment and temporary accommodation of cases which 


do not need specialist surgical treatment but are yet so- 


severely injured as to need inpatient care or to be sent 
home to bed by ambulance. These posts will also 
deal with walking cases from their own vicinity or 
cases brought in from a distance without stopping at 
any lesser post, The third and last form of medical 
aid is to be given at casualty clearing posts of the 
R.A.M.C. or at fully equipped military or civilian 
hospitals. In so far as these may prove to be too 
near to the battle zone for reasonable safety, their 
patients will be cleared as soon as possible after 
operation by Green Line ambulance or hospital train 


_ to suitable refuges in remoter areas. 


These three classes include most but not all of the 
recognised posts.. The normal course of a stretcher 
case from the time of wounding until he reaches 
. hospital will vary according to whether he follows the 

` R.A.M.C., the Home Guard or the civilian route of 
evacuation. The fact that he follows any particular 
route does not imply that he is either a soldier or a 
civilian ; each may follow any of three routes. 
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. any post of class 1. 
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The wounded soldier or the wounded civilian 

military area will be picked up on the battlefield oie 
regimental stretcher bearers and carried to the nearest 
post of class I. In the case of the Army this will usually 
be an advanced dressing station or a regimental aid-post. 
Here he will be looked after until it is possible to load 
him on an ambulance. The ambulance will convey him, 
according to his needs, to a post of class 2, direct to a 
hospital, or perhaps an ambulance train for further ’ 
transport away from the scene of action. Having re- 
ceived the best attention possible at the second class post 
he will if necessary be sent on to hospital. This will 
either be some special hospital—say for fractures or head 
cases~—or a general hospital. 


2. The Home Guard stretcher case will be picked up 
on the battlefield by H.G. stretcher bearers and carried to 
If this is a H.G. casualty collecting 
post, the Home Guard must then establish contact with 
the civilian control centre and look after the wounded 
until ambulances arrive to take them away. Home 
Guard responsibility will then cease and casualties will 
follow the civilian route of evacuation. 


3. The wounded civilian will get into touch with the 
air-raid warden or the police who will in turn get into 
touch with the control centre. This will send out (if 
possible) both - a first-aid party and an ambulance or 
ambulances. The wounded will then be taken to a post 
of the second class, to one of the intermediate class, or 
to a hospital according to the needs of the case as assessed 
by the first-aid party. Ifa number of civilian casualties 
occur at one spot the control centre may send out a 
mobile first-aid post with orders to open up in some 


convenient building and deal with the cases on the spot. — 


These are the main types of post and the main lines 
of evacuation at present planned, but their harmonious 
codrdination is hampered by several factors. Many 
people suppose that it will not be possible to put 
ambulances on the road in invaded areas for periods 
which may be as long as a- week. Some posts—for 
example the up-graded points now being established— | 
are required to have accommodation and rations for a 
week while others, notably the Home Guard posts 
and ordinary civilian points, are established on the 
understanding that ambulances will always be 
available and that they will not be called on to retain 
patients. Until it is generally agreed whether it is 
wise to depend on immediate clearance by ambulance 
no satisfactory codperation is possible. If it should 
prove that ambulances are delayed for periods 
ranging from 24 hours to a week all posts of the first 
class would have to provide hasty and probably un- 
satisfactory accommodation, dressings and food. In 
a settled and well-populated country it ought not to 
be necessary to depend on last. minute improvisations 
to this extent. A second obstacle to coöperation is 
the present distribution of medical man-power. As at 
present arranged, the civilian services claim to have 
the first call on all medical men, including those of the 
Home Guard but not those of the R.A.M.C., even if 
temporarily idle. This claim includes the right to 
keep medical officers at duty points—such as a garage 
housing a mobile ambulance—even if there is no work 
for them to do and even if, as Home Guard or civilian 
doctors, there may be great need for them elsewhere. 
So long as one Service makes a claim of this sort there 
is bound to be a serious wastage of medical man- 
power and this wastage we can ill afford. What is 
needed is-some form of clearing house for medical 
men under the control of a commission ‘representing 
all three Services, which shall get to work before the 
emergency comes and continue to operate in time of 
invasion. A third difficulty arises because there is no 
agreement about decentralisation and dispersal of 


2 


medical equipment and first-aid workers. 
first be agreed, of course, whether circumstances will or- 


766 THE LANOET] 


It must 


will not compel the dispersal of casualties and whether 


concentration of casualties in defended towns and other 


danger spots should be permitted. There are bound 
to be differences of opinion and no official decision will 
command universal approval, but these points should 
at least be discussed and a line of action should be 
agreed on by the heads of all three Services. Other- 


- wise the Services themselves can never codperate in 


a way to command the confidence of the public, 


. THe MAN IN THE IRON LUNG 


THE Drinker type of respirator, so beloved of public 
fancy, has only a limited use in this country where 
widespread epidemics of anterior poliomyelitis are 
rare. There are patients, however, whose lives de- 
pend on its use, and their management calls for highly 
skilled medical supervision and nursing. In America 
such cases are more common. SCHMITT and SELDON,! 
of the Mayo Clinic, discussing practical points in 
management, say that negative pressure should not 
exceed 20 cm. of water, and that positive pressure is 
needed only when the patient is being taught to cough. 
Negative pressure should be increased to 25-30 cm. 


of water for a few minutes every four hours, to keep 


the costochondral joints from getting stiff. The 
respiratory rate is kept at 18-20 a minute, and rate 
and pressure should be the lowest possible to keep the 
patient comfortable and of a good colour. His head 
is kept lower than his feet, making an angle of some 
20° with the horizontal, and mucus and secretion 


draining into the throat as a result of this posture are- 
` aspirated by gentle suction. 


Portholes in the 
respirator make it possible for ordinary nursing care 
to be given without removing the patient, but for any 
complicated measure it may be necessary to take him 
out. If the respiratory muscles are not completely 


paralysed he may be able to breathe without 


mechanical aid for a few minutes ; otherwise if the 
machine is opened respiration must be maintained in 
some other way, and Scumitt and SELDON have 
devised a simple technique of giving oxygen through a 
face mask and bag. When the machine is stopped, or 
open, the mask is applied, and the bag is squeezed 
rhythmically 18-20 times per minute. In this way 
the patient is able to remain out of the machine long 
enough for essential nursing and medical attention to 
be carried out thoroughly. 

Between 400 and 500 patients suffering from polio- 
myelitis were treated in respirators in the United 
States last year. Two-thirds of them had bulbar 
paralysis with pharyngeal paralysis, and two-thirds of 
these died. Wuison,? SCHMITT and SELDON agree 
with the English findings that better results may be 
obtained in bulbar paralysis from measures directed 
to maintaining the patency of the air-passages than 
from treatment in the respirator. W4£ILSON mentions 
the use of tracheotomy in selected cases. He says 
that the respirator is clearly indicated only when the 
respiratory difficulty is due to intercostal or dia- 
phragmatic paralysis and that a third of the 400-500 
cases fell into that category, of which less than 20% 
died. Although it is sometimes questioned whether 
the use of the ‘Tespirator is justified for patients who, 


_ if they survive, may be so severely paralysed that their 
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lives will be of little value to themselves or others 
WILson points out that at the time when the use of the 
respirator must be begun it is impossible to estimate 
the future degree of paralysis and thus every patient 


should be given-his chance of survival and recovery. 


He emphasises the importance of instituting treat- 
ment in the respirator early if there is evidence of 
weakness of the intercostal muscles and diaphragm, 
in the belief that the weakened muscles can be,rested 
and protected by treatment in the respirator and so 


possibly less strain put on the damaged anterior-horn. 
. cells. 


He suggests that the patient should be 
examined for weakness of the neck and shoulder 
muscles, which is invariably associated with inter- 
costal and diaphragmatic paralysis, and he believes 
that the respirator should be used long before cyanosis, 
dyspnea and air-hunger appear. Scumırr and 
SELDON give as the chief indications for placing the 
patient in the respirator: restlessness, monosyllabic 
speech, increased respiratory rate and a vital capacity 
of less than 250 c.cm. of air. 

In America it is difficult to jako the ideal early 
decision for treatment in the respirator because there 
are not enough machines, and there it is hoped that 
some cheap, readily portable and effective respirator, 
perhaps of the cuirass type, will be developed. The 
position is different in Britain where Lord NUFFIELD 
has ensured that respirators are available in almost 
every hospital. 


WHERE THE WARD ROUND RUBS 


PATIENTS probably cared little enough for the 
attentions of medical students even before Martial, in 
the first century A.D., wrote: 

Languid I called on you, Symmachus, quickly you heard me, 
Quickly you came with a hundred raw students behind. 

They earnestly pawed me all over with hands like the arctic: 
I was free from the fever before, but now—by Apollo ! 

m burning. _ 

Certainly this restive spirit i in the clinical material has 
not changed since. Repeated examinations are not 
the only harrying part of the business : the patient 
may be perturbed by other aspects of the ward round 
—by anticipation, by the conflicting opinions of his 
examiners, or by his own misinterpretation of some 
technical term which he is too frightened to ask about. 
Dr. Jonn Romano has investigated 100 unselected 
patients at the Peter Bent Brigham Hospital before, 
during and after the Saturday morning teaching 
round and has shown some of the ways in which the 
patient may be unwittingly dismayed. On these 
rounds one or two patients from each of the four 
medical’ wards are presented to a group of 50-70 
people, including members of the staff, visiting doc- 
tors, students and nurses. The patient’s bed is placed 
in the centre of the ward, the history is given, the 
patient is questioned and examined, and finally his 
case is freely discussed. The occasion thus has an 
important publicity and the patient may have to wait 
for a period ranging from a few minutes to an hour 
for the ward round to reach him. The patients 
investigated were all prepared for the experience by 
the senior house-officer who told them, on the day 
before the round, that they were being shown to a 
large group of physicians because their cases presented 
difficulties which would be better understood and 
treated after general discussion. The personality of 


aa 1. J. Amer. med. Ass, Aug. 30, 1941, p. 664. 
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the patient was therf studied and the emotional signi- 
ficance of his illness was assessed as far as possible ; 
just before the round his respiration, pulse-rate and 
blood-pressure were taken. During the presentation 
of his case he was watched for changes in facial expres- 
sion, blushing, pallor, restlessness, laughter or crying. 
Between one and three hours afterwards he was inter- 
viewed again and his anxiety was judged; he was 
then asked to define medical terms used at the bedside. 
The patients were adults except for 4 girls between 
the ages of nine and twelve and 1 boy of thirteen. 
Their ailments included infections, deficiency diseases, 
metabolic disorders, neoplasms, degenerations and 
psychogenic illnesses. The preliminary examination 
showed that 29 men and 30 women had little, 9 men 
and 16 women much, anxiety associated with their 
illnesses ; in 2 women the illness was predominantly 
neurotic; and there was confusion, or a variable 
degree of awareness, in 11 men and 3 women. 


: The demonstration produced no severe emotional 


-trauma in any of the patients. Nearly all were grate- 


ful for the preliminary explanation. There was, of 
course, some anticipatory anxiety, which reached its 
peak when the group entered the ward and came to 
the bed, and then subsided ; 24 patients, including 
both the neurotics, admitted to feeling uneasy and 
tense; 12 of these belonged to the group of 25 who 
were already anxious about their illness, and 7 to the 
group of 14 who were confused. Only the two neurotics 
showed significant changes in pulse and blood-pressure. 
Repetition of the history distressed 13, especially when 
this was the occasion for learning unfamiliar facts. 


One youth discovered for the first time that he had 


-had fits during the course of his illness and was 
greatly disturbed ; a woman disliked a reference to a 
previous attempt at suicide ; a man was wounded by 
the description of his ill-fitting shoes as “‘ second- 
hand.” The physical examination only annoyed 7. 
Some were embarrassed by being made to undress 
before an audience, and others were troubled because 
attention became focused on aspects of the disease 
which—to them—had previously seemed trivial. 
Thus a boy with diabetes and nephrosis became 
anxious when his heart was scrupulously examined. 
‘ T haven’t got heart disease, too, have I ? ”’ he asked. 
Group laughter worried nobody ; usually the patients 
could share the joke and joined in. Of 69 patients 
who remained for discussion of their cases 11 would 
rather have been removed, most of them because they 
felt tired or hungry or were in pain. Of 31 patients 
who were removed 16 would have preferred to remain ; 
so-that on the whole curiosity outweighed discomfort. 
Divergent opinions in the group seem only to have 
impressed patients with the thoroughness with which 
cases were being studied ; which belies the oft-told 
story of a patient who, having listened to the unani- 
mous opinion of a group of dressers that his tumour 
was benign and the honorary’s “ I propose to operate 
at once,” got out of bed and went home, remarking 


-** No, you don’t ! ” 


Definitions of medical terms by patients showed 
how wide interpretation may be of the mark. Neo- 
plasm, mitosis, metaplasia and metastasis fortunately 
had no meaning for any patient. Shock, stroke, and 
paralysis were used interchangeably. Neurotic was 
defined as “nuts” or “dueto imagination,” but 
<€ nervous breakdown ” was accepted as a respectable 
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consequence of overwork. “ Degenerative ” was inter- 
preted as implying: moral decay, and “ prognosis ” 
meant ‘no hope” for some. This section of the 
investigation has a special interest, reminding us how | 
constantly we should be on guard against the use of 
terms which may spread not only alarm and despond- 
ency, but undue hope. Thus it is common experience 
that for most patients the word “ progressive ’’ means 
a disease which will get progressively better; that 
“ Graves’s disease ” carries the most gloomy interpre- 
tation ; and that many a mother has been convinced 
that she must face a breech delivery from the use of 
the term “ occipito-posterior.’’ On the whole, how- 
ever, Dr. Romano has shown that though patients 
may grumble a bit they are not unduly upset by ward 
rounds ; and that a little extra care and vigilance will 
serve to allay what anxiety such experiences produce. 


Ann otations 


FEEDING THE MINER 


SINCE attention was last drawn in these columns to 
the need for supplementing the rations of workers 
engaged in heavy industries, such as coal-mining, steps 
have been taken to make supplementary rations available 
to miners. The Ministry of Food has been anxious to 
secure that this supplementary food is in fact consumed 
by the miners themselves, and it has therefore been 
considered necessary to make the issue at the mines 
concerned. There are several possible methods of 
making an issue of this kind—by the provision of packets 
of food containing pies, meat patties, &c., which can be 
given to the miner at the pithead for consumption 
either underground or when he goes home, by the pro- 
vision of hot meals at the surface on completion of the 
working shift, or by sending suitable hot food down to 
be consumed underground during the mid-shift break. 
Each of the first two methods has been adopted fairly 
widely, with what success it is not yet possible to say. 
The first can at best provide a better cold ‘‘ piece,” 
which is obviously not ideal, and it may well be easiest _ 
to provide a hot meal in a surface canteen at the collieries 
that have already been equipped with pithead baths 
through the activity of the Miners Welfare Commission. 
Mr. David Robertson, M.P., favours the third method— 
a hot meal underground in the middle of the miner’s 
working spell. The difficulties of this must vary a great 
deal from colliery to colliery, but it should not be 
impossible to serve hot meals under these conditions - 
at several points for comparatively small groups of 
men. Many hospitals use: thermos-like containers 
capable of carrying ample food for twenty or thirty 
patients and keeping it at constant heat for a time amply 
sufficient to meet mining circumstances. `It may be 
that any system of distributing food underground raises 
difficulties in relation to payment and so on, and that the 
only practicable solution may lie in sending down 
individual containers with one man’s ration in each. 
Even that should not be impossible, with a little ingenuity 
on the part of the makers of containers. Experiments 
have been carried out at a Midlothian ‘colliery which 
promise good results in this distribution of hot food 
underground and the men in that colliery are said to 
favour the method. : Mr. Robertson lately demonstrated 
some containers to members of the House of Commons 
and it seems probable that this system will be tried out 
on a more extended scale. It will be interesting to see ` 
whether developments along these lines do anything - 
to remedy the notoriously high incidence of gastritis 
among coalminers. Efforts of this sort can scarcely 
fail to improve the miner’s lot and must in the long 
run contribute to efficiency and output. 
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TRANSPORT OF CARBON DIOXIDE 
Most of the carbon dioxide carried from the tissues 
to the lungs is in the form of bicarbonate in the blood 
plasma. The limiting factor-of the rate of CO, absorption 
in the veins and evolution in the lung capillaries is the 
stage CO, + H,O — H,CO;, because this reaction, being 
«molecular and not ionic, proceeds comparatively slowly, 


so slowly that if it were unassisted only 1% of the CO, 


known to be given off in the lungs from the blood could 
be given off in the second or so that the blood takes to 
pass through the lung capillaries. The assistant is the 
enzyme ‘‘carbonic anhydrase” which catalyses. the 
reaction so that it proceeds at a proper rate. Oddly 
‘enough -carbonic anhydrase is chiefly found not in the 
plasma but in the red blood-cells, so that evolution of 
the CO, in the lungs involves a complicated series of 
reactions. B - 

The CO, is derived from H,CO,, carbonic anhydrase 
assisting the reaction, within the red cells; the H,CO, 
comes from the potassium bicarbonate in the cells, 
which reacts with hemoglobin, KHCO,+H . Hb —> K.Hb 
+ H,CO,; the potassium bicarbonate of the cells is 
derived from sodium bicarbonate of the plasma by the 
exchange of Cl- ions. 

NaHCO, + Cl- -> NaCl + (HCO,)- in the plasma 

(HCO,)- + KCl — KHCO, + Cl- in the cells. 
_ This interchange, familiar as the “chloride | shift,” 
occurs because the cell envelope is permeable to anions— 
Cl-, (HCO,)—-—-but not to kations—Nat, K+. The 
net result is that CO, is given off and the plasma bicar- 
bonate is reduced, and it is the activity of carbonic 
anhydrase that governs the final velocity of the reaction. 
The original work on carbonic anhydrase involved the 
destruction of the red cells by laking because standard 
manometric and colorimetric methods could not detect 


the activity of the enzyme in the intact red cells. Keilin 


and Mann,! by using a spectroscopic method, have 
now been able to show carbonic anhydrase at work 
within the intact red cell. They utilised the fact that 
hemoglobin can be oxidised to methemoglobin while 
the red cells remain intact. Methzemoglobin can act as 
an indicator since it changes its colour and its absorption 
spectrum when the acid form changes to the alkaline 
form between pH 6-5 and 9-5. Acid methemoglobin 
can be changed to the alkaline form by adding carbonate 
or alkaline phosphate to a red-cell suspension or vice 
versa by adding CO, or acid phosphate. By using a 
special spectroscopic microscope eyepiece and matching 
the spectrum of the reaction chamber with the spectrum 
obtained by illuminating a movable wedge-chamber 
containing standard solutions of acid and alkaline 
methemoglobin, they were able to estimate the amount 
of acid or alkaline methemoglobin formed at regular 
time intervals, and so obtain a graph showing the velocity 
of their formation. When carbonate was added to a 
suspension of red cells containing acid methemoglobin, 


50% was changed to the alkaline form in 34 seconds. ' 


From what is known about CO, transport and its relation 
to changing alkalinity of the plasma, it was expected that 
carbonic anhydrase was also the limiting factor in these 
test reactions. Mann and Keilin? had previously shown 
that carbonic anhydrase is strongly inhibited by sulph- 
anilamide, and this drug has the advantage of not 
reacting with methemoglobin. If therefore sulphanil- 
amide inhibited the test reactions, confirmatory evidence 
that carbonic anhydrase was the active enzyme respon- 
sible would be provided. This evidence was easily 
obtained, addition of sulphanilamide to the cell suspen- 
sion greatly slowed the reaction ; in a concentration of 
5x10-* M the 50% formation of alkaline from acid 
methemoglobin took 210 seconds. In a similar but 
more complicated experiment, still with intact red cells, 


1. Keilin, D. and Mann, T. Nature, Lond. Oct. 25, 1941, p. 493. 
2. Ibid, 1940, 146, 164. 


Keilin: and Mann were aiso able %o show that the re- 
actions which induce the chloride shift are also delayed 
by sulphanilamide and are dependent on the activity of 
carbonic anhydrase. OPEN or 
We might thus expect that in anemia, and possibly 
also in sulphanilamide poisoning, insufficiency or inhibi- 
tion of carbonic anhydrase would lead to disturbance of 
CO, transport and also of oxygen transport since the two 
closely interact. There are two reasons why this 
does not happen. First, there is a large reserve of car- 
bonic anhydrase, estimated by Lambie? as equal to ten 
times normal physiological requirements. He found 
that the anhydrase content of the blood could be reduced 
to a fifth of the normal without any signs ‘of CO, reten- 
tion appearing. . The second fact is that there exists an 
alternative method of CO, transport which does not 
require acceleration by an enzyme or catalyst. If 
carbonic anhydrase is put right out of action the blood 
still takes up about 20% of the possible CO, instantan- 


‘eously, the rest being taken up gradually as expected. ` 
- Roughton‘ showed this was due to the formation of a 


carbamino-hemoglobin compound according” to the 
reaction. ; = Oo 
Hb . NH, + CO, = Hb.NH.COOH. 


This alternative is actually more important than is at 
first obvious because reduced hemoglobin has been 
found to form this carbamino compound more readily 
than oxyhemoglobin, so that Roughton estimates that 
75% of the extra CO, taken up at constant CO, pressure 
when hemoglobin is reduced is due to this reaction and 
only 25% is carried -as bicarbonate. Thus thoroughly 
does nature provide for the protection of the vital CO, 
elimination and oxygen. absorption under the most 
adverse circumstances. . , 


VENEREAL DISEASE AND HOME VISITING 
- Tue inoculation of a sensitive social conscience into 
those who lack one is the aim of many workers in the 
field of social service. From time to time efforts have 
been made to visit defaulters from venereal-disease 
clinics in their homes and a recent suceessful experiment 
of this kind was reported by Dr. J. L. Burn in our 
columns.’ A health visitor who acted as part-time nurse 
in the venereal disease clinic undertook the home 
interviews and confined her visits to defaulting women 
and children. She succeeded in getting more than 
a third of the 134 defaulters to attend regularly and 
another eighth to attend irregularly. There are diffi- 
culties in the way of extensive home visitmg, however, 
though they are not necessarily insuperable. At a 
small clinic, where the consultant only attends on given 
days, it is relatively easy to arrange for the social worker 
to do her visiting in the intervals of his attendances, but 
in a larger clinic, where consultants are working daily, 
it is difficult to arrange for the social worker to be absent. 


‘And now that many more women patients are at work, 


much of the visiting must in any case be done after 
clinic hours. In small areas the V.D. social worker is 
also the health visitor for the antenatal and maternity 
and child-welfare departments. This was so in the area 
described by Dr. Burn, and the arrangement had the 
advantage that the patients and their neighbours knew 
her and did not identify her merely with the venereal- 
disease clinic. In larger areas it is unlikely that a social 
worker could undertake such a combination of duties 
and the visiting would have to be done by an almoner 


or nurse connected only with the clinic; the drawback 


here is that the patient’s neighbours might recognise 

the visitor and draw their own conclusions. Expectant 

mothers are probably the easiest group to visit with 

success, since they are often at home and probably 

alone, except for any other children, during the greater 
3. Lambie, C. G. Edinb. med, J. ey 45, 373. 


4. Roughton, F. Physiol. Rev. 1935, 15, 241. 
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part of the day. The anonymity of the visitor will 
mean much to patients, and methods of maintaining 
it .should be well considered. Where children are 
suffering from congenital syphilis or have acquired 
vulvovaginitis it is rare for parents to refuse treatment 
for them; when they do the N.S.P.C.C. is willing and 
competent to deal with the situation. This voluntary 
body will also help: when an infected mother refuses 
treatment for herself or wishes to have her child who has 
been cured of vulvovaginitis back at home with her. 
In large hospitals visiting may be difficult because the 
- gathering ground is so great, and if many names and 
addresses turn out to be fictitious it may be deemed to 
waste too much time. ‘There is evidence, however, that 
people are not giving false names and addresses so freely 
nowadays; and the provision of a little car for the 
_ Visitor—anyhow in peace-time—should overcome diffi- 
culties of range. No doubt the personality of the doctor 
seen by the patient at the first attendance and the 
instruction then given verbally and by leaflet on the 
nature of the disease are important in keeping the 
. defaulters-rate low. At the Loek Hospital much 
reliance is placed on this first interview, and letters only 
are sent out to recall defaulters. Only a very small 
percentage finally default under this system, and it must 
be remembered that some patients only come to a 
hospital to get an expert second opinion; when their 


suspicions are. confirmed they return for treatment to 


the private doctor or the medical officer at the local 
clinic who first made the diagnosis. Yet no system can 
be regarded as perfect which allows even a few infected 
people to escape the net of treatment and spread the 
disease among their fellows. 


- l IN DEFENCE OF A SEA DOG 

Waart distinguishes a pirate from an honest man ? 
Chiefly, it seems, the lack of a licence to practise; but 
this is a distinction which ought to appeal to the medical 
profession. Drake was a pirate until Queen Elizabeth 
made him a captain in her Navy; after which he went on 
doing exactly what he had been doing before—but how 
much more respectably. Thomas Dover, whose memory 
Prof. J. A. Nixon tells us (p. 774) we have been slandering, 
was never a pirate at all. He was a member of a priva- 
teering expedition against Queen Anne’s enemies in the 
South Seas. As we were then engaged in the war of the 
Spanish Succession, it is a pleasure to record that Dover’s 
share in the sacking of the city of Guayaquil in Peru, and 
the taking of a Spanish prize, come under the heading 
of strict attention to duty. He was captain of the Duke, 
and later of the prize ship, but his colleagues, feeling 
no doubt that navigation was always a difficult art, 
would not let him saikthem. They gave the responsi- 
bility to Alexander Selkirk, picked up from Juan Fer- 
nandez where he had been waiting for a lift for over four 
years: and unconsciously providing the scenario for 
‘ Robinson Crusoe.” After sacking the Peruvian city — 
the English sailors slept in churches where they were 
. much annoyed by the smell of the recently buried corpses 
of victims of a plague epidemic ; and forty-eight hours 
afterwards, when aboard again, they all fell sick. On 
this occasion Dr. Dover caf be exonerated less con- 
fidently from a suspicion of piracy, anyhow in a pro- 
-fessional sense; he held no medical charge as Professor 
Nixon reminds us, but he took over conduct of the 
epidemic, directing the official surgeons to bleed the 
patients in both arms to the tune of 100 oz. apiece. After 
that he gave them dilute sulphuric acid to drink, and 
they all recovered except. eight—no mean achievement 
on their part since the malady proved to be true plague. 
Dover, however, was never afflicted with the miserable 
virtue of moderation. Ie was a natural partisan of 
remedies, especially of metallic mercury which earned 
for him the name of the Quicksilver Doctor. Pirate or 
not—and we must of course agree with Professor Nixon 
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and Sir William Osler that he was not—he was a fine 


full-blooded figure to have in our medical annals, from 
whom we, as his anæmic posterity, might welcome a 
transfusion. Such an enthusiast for phlebotomy soca 
make an ungrudging donor. 


PNEUMONIA TREATED AT HOME 


THE value of chemotherapy in pneumonia is well 
authenticated from the records of patients treated in 
hospital, where diagnosis can be readily confirmed by 
X ray and ppeumococcus typing, and where treatment . 
can be controlled by laboratory tests and the patient’s 
progress continuously watched. The proportion of 
pneumonias treated in hospital varies greatly in different 
areas, but the ease of administration of the sulphon- 
amides and the ready response of the patient to these 
drugs will doubtless lead to a greater number of cases 
being treated at home. It is therefore important that 
the home-treatment of pneumonia should be both 
efficient and safe ; in other words, that it should destroy 
the invading parasite without damaging the host. Some 
physicians are too heroic with this new weapon, for- 
getting that the sulphonamides are toxi¢ substances, and 
unfortunate accidents occur—anuria from too high a 
concentration of the drug and insufficient fluid intake, 
or granulopenia from too persistent treatment. Others. 
are over-cautious with the size of dose or stop treatment: 
too soon so that the infection either smoulders on, perhaps 
with a pneumococcus now rendered drug-fast, or relapses 
after apparent cure. Treatment, with either sulpha- 
pyridine or sulphathiazole (the latter if available is as — 
effective as sulphapyridine and less upsetting to the 
stomach), should aim at moderation. American workers! 
have found that there is no difference in the response of a 
pneumonic infection to blood-concentrations between 
2 and 15 mg. per 100 c.cm. of these two sulphonamides, 
and they regard a total dosage of 25-30 g. as sufficient 
to control most pneumonias. The initial dose should be 
2 g. (4 tablets) of sulphapyridine or 3 g. of sulphathiazole, 
followed by 1 g. every four hours for the first two days, 
and 1 g. every six hours for the next three days: with 
sulphathiazole particularly it is advisable to continue the 
four-hourly dosage day and night, for this drug is quickly - 
‘excreted and therefore a steady blood-level is less easy to 
maintain. Here, sulphadiazine has a distinct advantage, 
for an effective blood-concentration of it can be main- 
tained with smaller and less frequent doses. | 

Pneumococcus typing has never been popular in this 
country, and the new chemotherapy has pretty near 
sounded its death-knell. Yet pneumococcus typing not 
only gives valuable help in diagnosis—the isolation of a 
type I or II pneumococcus in an ill patient is practically 
diagnostic of lobar pneumonia and in most urban areas 
over half the lobar pneumonias are due to these two types 
—but it also helps considerably in prognosis and gives 

- useful epidemiological data. That it can be carried out 
and prove informative in domiciliary practice -has lately 
been demonstrated by McClure,? working in the central 
laboratory of the Provincial Department of Health of 
Ontario in close association with practitioners in the 
surrounding districts. Pneumococcus typing for the 
practitioners had been done in this laboratory since 1934, 
and of 1000 questionnaires sent out for information about 
the typed cases 647 were returned. In 495 cases 
pneumonia was present, and some form of chemotherapy, 
' usually sulphapyridine, had been given to 386 of these. 
There were 21 deaths but in 2 of the fatal cases sulphanil- 
amide had been given and in 6 others death was due to 
some other condition after, the pneumonia had resolved. 
Excluding these 8 cases the fatality was 3-7% which may 
be compared with a rate of 9-5% in an earlier and similar 
series of 306 untreated cases ; 80% of the deaths in the 
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latter group, but only 30% in the drug-treated series, 
were under 60 years of age. The average amount of 
drug given was 18-4 g. per case, and McClure notes that 
not only was there a tendency to give too little drug but 
also to stop the drug too soon. As for the distribution of 
pneumococcus types -in this series, it is noteworthy that 
only 83 out of 386 (21-5%) belonged to types I and Il, a 
striking difference from the usual distribution in towns. 
Similar investigations could be organised in this country 
and would probably yield much interesting information. 


‘INTRAMUSCULAR BLOOD IN CCELIAC DISEASE 

ARGUING that some disturbance of the internal secre- 
tions is the cause of celiac disease, J. Wickström 1 of 
Helsingfors advocates its treatment by intramuscular 
injections of whole blood. The blood, from healthy 
adults, usually relatives of the patient, was injected into 
the gluteal region in doses of 15-20 c.om. without any 
additions at intervals of 2-5 days for a series of 10-30 
injections. During this treatment all other measures 
were suspended. An average mixed diet, suitable for 
the child’s age, was given with generous milk and milk 
mixtures, porridge and so forth—in fact a diet which 
would usually be considered quite unsuitable for patients 
with coliac disease. Several cases were treated at 
training hospitals for nurses with frequent changes of 
staff so that the good results obtained cannot be 
attributed to expert nursing care. Five children with 
different combinations of symptoms, but all undoubtedly 
examples of coeliac disease, were treated. No sudden 
change in symptoms occurred and to begin with the stools 
remained unchanged. But after a few injections the 


weight began to rise and this improvement continued © 


steadily throughout the course of injections with a 
corresponding bettering of the appetite. After 2-3 
months the weight had risen by between 1 and 4 kg. and 
the whole picture of the child had changed. The extra 
weight gave the limbs a better-proportioned appearance, 
the abdomen became less distended, muscle tone 
improved and the child’s general behaviour, including 
temper, showed a striking change for the better. The 
stools tended to remain of the celiac type for some time 
when normal stools began to appear, often alternating 
with celiac stools, The blood-sugar curves, however, 
retained their low characteristics and a tendency to low 
blood-phosphorus was also unchanged. It is not 
claimed, therefore, that celiac disease is cured by whole- 
blood injections, but it seems clear that the general 
condition is so much improved that other treatment is 
unnecessary. Wickström urges that this form of treat- 
ment: is indicated when the general state of the child with 
celiac disease is bad, with much wasting and loss of 
appetite. In fact it is during the worst phases of the 
disease that good results can be obtained by whole blood, 
and thus a big step towards final cure can be taken just 
when other therapeutic measures have failed. It might 


equally be argued that it is just at such a stage that a 


dramatic turn for the better often takes place without 
any special method of treatment, so that Wickstrém’s 
modest claims will have to be confirmed. 


INCREASE OF SCABIES 

Usinc as his material the patients admitted to 
infectious diseases hospitals in five English cities during 
the past ten years, Kenneth Mellanby °? deduces that the 
incidence of scabies from 1931 to 1937 was low and 
regular in distribution but in 1938 began to rise briskly 
and since that year the rise has accelerated. Roughly, 
before 1938 the incidence in fever patients was 3 per 
1000, whereas by 1941 it had risen to 25 per 1000. The 
incidence varied in the five hospitals but the upward 
trend was the same in all. The rise started before the 
war, and though war conditions have probably helped 
the spread of the disease they cannot be proved to have 


1. Nord. Med. 1911, 12,2889. 2. Med, Offr, Nov. 1, 1941, p. 141. 


-be in part responsible for it. 


done so. In one of the cities there had been much 
evacuation, in another there had been little, and “ shelter 
life ” was common in two but absent in a third. Yet the 
scabies graphs are nearly similar for all three. The 
cause of this rising epidemic of scabies is unknown. 
Mellanby suggests that the increase in dancing and 
cinema-going between 1930 and the outbreak of war. may 
Some will not accept his 
thesis that the incidence of scabies in the general popula- 
tion is similar to that in patients admitted.to fever 
hospitals, but there can be little doubt that the trends 
will be much the same. Attention was called to the 
increase in scabies by many school medical officers in 
their 1938 reports, so the beginning of the epidemic 
can be dated. 
. THORACIC SURGERY AT LEEDS > 

Mr. P. R. Allison has taken over the direction of a 
department of thoracic surgery at Leeds General In- 
firmary, relinquishing his appointment as hon. assistant 
surgeon. This teaching department is breaking new 
ground; the London Hospital and the Newcastle 
General Hospital have such units, and there are thoracic 
surgeons at many large hospitals, but Leeds claims to 
have the first thoracic department to be opened in a 
provincial teaching hospital. At present there are 
10 surgical beds—5 for women and 5 for men—reserved 
for thoracic cases, which will form a war-time nucleus ; 
later, when the hospital has its normal complement of 
beds, it is hoped to have more. Mr. Allison, to whose 
energy and foresight the department is largely due, will 
be assisted by an anesthetist and a resident surgical officer. 


SIDEROCYTES IN MAN. 

Not long ago Grimneberg! found that granules o 
“‘free’’ iron could be detected by the prussian-blue 
test in the red blood-cells of mice suffering from an 
inherited disease typified by “‘ flexed-tail and belly- 
spot.’ A few such cells also appeared in embryo and 
newly born normal mice and rats, and Grineberg 
thought that they might also be found in man, if they 
were looked for. He now reports? that small percent- 
ages of siderocytes have been found in the blood of 
human foetuses ; the figures varied from 0-10 to 4-45%, 
and the amount of siderotic material was usually small. 
Grineberg has tried to link up the presence of siderocytes 
with the change from megaloblastic to normoblastic 
erythropoiesis ; this is unlikely since in man the change 
takes place at an early stage, being complete at about 
the 8th week whereas the age of the fcetiises whose 
blood was examined for siderocytes ranged from 33 to 
40 weeks. The significance of the siderocytes is not 
known ; present theory points to iron being transported 
in the plasma and combined with hemoglobin in the 
bone-marrow, nor does it normally become “free” 
again until the hemoglobin is liberated by the break- 


_ down of the red cell. Their presence in normal embryos 


favours the suggestion that the free iron represents a 
hitherto unknown mode of hemoglobin synthesis rather 
than a disturbed hemoglobin metabolism. 


Sir ALFRED WEBB-JOHNSON, P.R.C.S., has been 
elected a vice-president of the Middlesex Hospital. 
This is we believe the first time this honour has been 
conferred on a member of the active staff. 


_ Dr. R. Dawson RUDOLF, emeritus professor of thera- 
peutics in the University of Toronto, died on Nov. 2 
after a short illness. He was a graduate of Edinburgh 
University and was elected to the fellowship of the 
Royal College of Physicians of London in 1910. He 
renewed old associations on the Buropean battlefield 
in 1917-18, taking special interest in trench fever, and 
his popular little book on the Medical Treatment of 
Disease had the critical. outlook which marks the 
scientific observer. , 


1. See Lancet, Aug. 16, 1941, p. 195. 
2. Griineberg, H. Nature, London, Oct 18, 1941, p. 469. . 
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In England. Now 


` A Running Commentary by Peripatetic Correspondents 


For some of us it is hard not to feel sentimental about .- 


the-stately-homes-of-England-how-beautiful-they -stand, 
but we must reluctantly face the fact that they are al- 
ready anachronisms, lovely vestiges of a more leisured 
age. If it seems unlikely that any more of them will 
arise in our time it is consoling to reflect that many of 
those still standing, their owners gone or roughly herded 
- Into a couple of unwanted attics, are proving useful for 
housing evacuated communities of one sort or another. 
Some of them are making excellent hospitals, convalesc- 
ent homes or school buildings, even if the spectacle of 
Smith minor carving his initials on the old oak in the 
dining-hall causes their former masters to revolve 
unsteadily in the family vault. But the smaller places 
‘ containing, let us say, a mere score of rooms have not 
been accustomed to harbouring a population of more 
than 20 all told (including the indoor staff), and when 
asked to accommodate perhaps two and a half times that 
number are apt to show their resentment in various 
_ ways. If the old squire, his family.and retainers could 
make do well enough with three bathrooms and the same 
number of water-closets, the new school needs twice as 
many. The fact that these are constructed as fast as 
prevailing conditions permit does not solve the problem, 
for at this point the wells run dry, and the new bath- 
rooms, to the eye imposing as they are, yield but few 
and scanty baths and in dry weather go on strike alto- 
gether, calling on the water-closets to follow suit. To be 
flushed with success may be for you or-me just a pleasant 
experience ; for a water-closet it is imperative. More 
wells have to be sunk, pumps and storage tanks installed 
before the old house is satisfied. 
` * * * ‘ 

Our examination system is very fair, particularly in 
associating a newly appointed junior with a senior of 
experience to calibrate his sense of values and teach him 
that he must not be too exigent. He learns in time that 
a candidate may be an excellent practitioner in embryo 
although he has the most feeble capacity to describe, and 
exhibits a contempt for good English which is not the 
contempt bred of familiarity. A favourable impression 
is hardly created by the statement of a candidate that 
the patient is usually a male or a female; that such and 
such should be suspected until found absent; that the 
importance of this symptom is very important; that 
sleep should be attended to; that a fat person may cause 
confusion (apparently the intention was to inform the 
examiner that adiposity handicaps diagnosis); that the 
occurrence is unfortunate but of no significance. For 
such as these we have pity, but it is not the pity that is 
akin to love. . 

We soon abandon any expectation of encountering 
even the most elementary approach to style and con- 
struction, we accept the pabulum as containing all the 


necessary elements for our nutrition and do not trouble 


about the way it is cooked and served. Later we 
lose our wonder at the evidence of extreme illiteracy. 
I have collected the following from the paper of one 
candidate.. (I am telling the truth, although I am certain 
that nobody will believe me.) I omit the errors which are 
practically universal such as preceed, accomodate, 
occurence, apetite,.and others of that type, and confine 
myself to technical terms. Flem, Sharco joint, scabale; 
Pix disease, ematiated, caxecia, paracytic, syphillus, 
sight (site), stimulous, physic (physique), tacicardia, 
inflamertory, annorhexia, naushia, tabbacco, tick (tic), 
spescial, redenned, tosis, fibrilattion, ocluds (occludes). 
Now here is a queer thing. This candidate scored well 
over 60% in his paper and I am puzzled to explain his 
illiteracy. The obvious explanation is that his knowledge 
was acquired exclusively or mainly through his auditory 
channel and that he had never familiarised himself with 
the appearance of the words. Yet this plausible explana- 
tion is not satisfactory since the chara¢ter of his answers 
supplied evidence of fairly extensive reading. One is 
inclined to suppose that spelling must be a special ability 
which comes to some people independently of phonetics 
or the extent of reading. 

Not only may the paper be unreadable, it may be 
illegible. I sometimes marvel at my own patience 
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when plodding wearily through almost completely un- 
decipherable scrawl and even tolerating such careless- 
ness as pinning pages out of order. In fact I am 
inclined to believe that illegibility may, like stammering, | 
be a distinct advantage. The conscientious examiner, 
remembering that there may be much feriile matter 
in a muddy stream and unwilling to court a possible 
injustice, may prefer to presume the existence of some- 
thing which might be identified through more trouble 
on his part. He would rather be a good-natured fool than, 
conscience-stricken, remain self-convicted of caddishness 


. ìn penalising a physical defect or an attribute, albeit 


premature, traditionally regarded as a doctor’s perquisite. 

There appears to be some difference of opinion among 
the experts as to the best procedure to ensure the highest 
possible ‘degree of professional efficiency and general 
culture, as a writer in.the Lancet put it a few weeks ago 
in advancing his ‘‘ plea for graduation at an earlier age.” _ 
He deprecated the smattering of Greek and Latin and 
preferred the arrangements whereby clever boys of 16 
already possessing a good grounding in biology are 
plunged in medias res. Yet actually on the same day I 
was confronted with a letter to the Times from the head- 
master of a famous public school approbating my illus- 
trious friend Professor Ryle and condemning early 
specialisation. 
Regius Professor of ‘‘ Physics ’’ at Cambridge University — 
but I am sure that this must have been a playful printer’s 
variant and not a lapsus calami.) Other things, he 
reminds us, are expected of a doctor than technical 
knowledge—he is notably a man of science; he is a 
citizen holding a most responsible position in society, and 
as such his education should equip him with wide interests. 
In support comes a letter from a Scottish professor of 
anatomy whom we recall with affection when once upon 
a time he instructed our London youth until the call of 
his native town proved too strong against even our 
blandishments. He says that on returning to his own 
university he was relieved to find an absence of that degree 
of sheer illiteracy to which he had become painfully 
accustomed in examination papers in the south. This | 
he attributed not to any inherent superiority in modern 
Scottish school education but to the proper proportion 
of the cultural subjects. Is it too late, he asks, to plead 
for the restoration of Latin as a compulsory entrance 
subject ? An elementary knowledge of Latin or Greek 
is, he thinks, surely essential to the study of a profession 
whose terminology is almost entirely founded on those 
languages. He instanced the student who duly im- 
pressed by the derivation of the omo-hyoid muscle 
inquired ‘‘ Well what about ’omo sapiens ”? ? The story » 
he assures us is painfully true, and recalling the examina- 
tion papers I have recently corrected I have no difficulty 
in believing it. l 
xæ . * * 

It is good for the soul from time to time to re-examine 
principles, and try to find out how much foundation they 
have in fact. One may be led to’ strange conclusions. 
It has long been assumed that the bigger, chubbier and 
heavier the baby the better it is; that the child should 
be large and firm, with a “ good ” ‘colour and good teeth ; 
in fact the standard nutrition should be ‘‘ A ” in terms 
of the school medical examinations. This phrase 
nutrition A is vague. Nearly all the experiments done 
to demonstrate the desirability of this state of health 
have used children or young animals, and the rate of 
growth has been one of the main criteria. There is 
indeed some evidence that, with the improved diet which 
many children get, there has been an increase in average 
size (post or propter ?). 

If we ask the obstetrician whether a hard, large and 
well-calcified infant, or a small relatively rubbery infant 
makes the passage through the birth canal more easily 
we are told that the latter has an easier voyage. Does 
any mammal increase its food intake or drink the milk of 


other lactating animals during pregnancy 2} Is it not . 


possibly an advantage to have a low blood-calcium near 
term, so that the uterus may be more sensitive to the 
stimulus to contract ? Immediately after recovery from 
labour I imagine that moD aana increase their food 
intake, and so sould women. Let them take their lime 


and phosphates, their ergosterol and carotene derivatives 
and their metallic salts in the puerperium, both as an aid 
to lactation and in anticipation of their next pregnancy. 


(I was sorry to see his reference to the . - 


772 


The strictest physical examination in Britain is pro- 
bably that of prospective pilots in the Royal Air Force. 
I don’t know what the average height and weight of these 
men is, but they seem to be below the average, of the 
population both in stature and girth; yet they are 
physically one of the’ soundest groups of men in the 
world. Again, complete life tables show that age for 
age men of slightly less than average height and weight 
have a better expectation of life than men of greater 
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stature and bulk. Soisnutrition A really for the best? We. 


might do better to produce arace of small wiry individuals. 
$ x * 

The most beautiful thing in my garden at the present 
moment, to me at any rate, is the notched green leaf of 
Barbarea precox, a winter cress which is going to provide 
me with salad for the next few months. It is, I am 
told, named after the holy Barbara of Nicomedia, patron 
saint of gunners, who has her day on December 4. The 


- summer flowers flaunt their fading beauty, the chrysanths | 


like hardy courtesans beckon me with waving graée and 
dye and subtle smell ; I scorn the lot. With sense and 
season I seek more solid pleasures. The feeling of beauty 
in man (pace Professor Joad) is entirely utilitarian in 
. origin, and in younger communities is demonstrably so 
now. 
leisured class, unheld by primary needs, that it became 
elaborated. Colour that was meant to tell of ripeness 
became a creed; productive country a landscape; the 
beauty of woman and child, a lure to breeding, became in 
form and contour a fetish. Then this feeling was in 
many cases seized and refined by that strange pheno- 
menon which I term “ exclusive grouping.” This you 
see best in the small boy whose gang has a secret sign, 
an adult form is Freemasonry. You see it in dress—that 
fellow who wears a made-up tie is beyond the limits of loath- 
ing. But above all you see it in the arts—he who cannot 
Ropreciate (as we do) the music of Bong is surely bestial, 
or the painting of Cong is a crass outsider, or the verse of 
Dong i is a tick of the outer edge. srOpeRly protective. 
x * 

‘As a change from a life made a of sewers, forms and 
the horrors of the state let loose in medicine, I have 
become an amateur veterinary surgeon. Now I am 
seeing as many furry patients as their human counter- 
parts, and it is strange how akin they are. Diana, a 
_ sleek lady spaniel in black satin, is as perpetually feminin- 
ised as a certain sophisticated patient of peace-time 
practice. As soon as a male of her species enters, Diana 
exerts all the usual tricks of her sex, although her lan- 
guorous eyes are sadly handicapped by a streaming 
conjunctivitis. Her human counterpart could also 


spare a glance of interest and appreciation even when in - 


the most excruciating agony. Both had, of course, 
‘ seen many other doctors before I came to you, doctor.” 

There the resemblance ends, for Diana’s eyes cleared 
up at a surprising pace and she is glamorous again. 
The rapid onset and equally rapid cure among the animals 
surprises me. Porky, a spunky sealyham, was brought 
with a large corneal ulcer and corneal vascularisation. 
In other spheres I should have given a gloomy prognosis, 
but from a dull, torpid, butting-into-chairs quadruped, 
he was back to cat chasing and all other normal activities 
in two weeks. I nearly said “fit for parades, P.T., 

parashot, guards, and games,” but the Service has not 
caught me as much as that—yet. A host of minor 
points crop up which puzzle me in this new vocation. 
How much sulphapyridine should be given to a flock of 
hens suffering from coccidiosis, and when and how 
should it be given? ‘The vet said “ Burn ’em all,” but 
the large flock is surprisingly still in being after change 
of ground and thorough cleaning of the pens. I hope to 
succeed in this hen racket, as most traditional hen cures 
seem to go back to the tar-water and boiled-beetle era. 
Various fractures have also appeared, but my ambition 
to treat a bilateral fractured femur of the hind legs (how 
do the vets describe this ?) in a dachshund by a roller 
skate strapped under the tummy did not meet with the 
approval either of the dog or the owner. A haughty 
spaniel scorned to use m laster with walking iron 
applied to his fractured fentur (off fore); now I know 
which fractures need plaster and which do better by 
natural methods. Another pitfall turned up when a 
' Tittle terrier pup was treated for worms on evidence which 
was later found to be an elastic band, one of many 
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swallowed in a successful raid on the stationery drawer . 
The cure of some pets has baffled me, including our own 
pekinese, who seems to say a doctor’s family is always 
badly treated. I believe a large beer bottle filled with 
hot water between the legs is helpful, although it makes 
him into a caricature of an incorrigible toper finishing off 
a last pint in bed. After all this I must write a memoran- 
dum on pets. The home treatment is confused and old 
wifish and needs drastic overhaul. I can see no reason 
why what works in the rest of the family should not work 
in them (if we can get the doses right). 


Special Articles 


SURPLUS OF IRISH DOCTORS 


` TH Eire papers have been discussing whether there 
are too many doctors in Ireland. It seems that no-one 
knows how many there are at present or how many there 
were in more normal times. Neither the Medical 
Register nor the Medical. Directory gives much help, for 
many medical men practising outside of Ireland are in 
the habit of giving their home addresses for years after 
they have left the country, probably because the family- 
home is their only permanent address. A few years ago 
it was calculated that, though there were between 2000 
and 3000 practitioners in the Medical Register with 
Irish addresses, the number in actual practice in Eire 
itself was not more than 1500. The number now, 
including those in practice and those unemployed, is 
probably much greater than this. The reasons for the 
increase are not far to seek. For generations the Irish 
schools have educated large numbers of medical men for 
export. The output was far greater than the home 
demand. Young Irish graduates went to make their 
living in England and the British Dominions, where like 
Scottish graduates they were well received and were 
usually reasonably successful. This outflow is much 
diminished since the war began. It has not been. easy 
to obtain a permit to cross the Irish Sea, though the 
authorities do not, as a rule, refuse permits to those 
who have obtained posts in Great Britain. They 


usually refuse permits, however, to those who merely 


wish to seek employment. In the past many young 
Irish doctors took resident posts in the British provincial 
hospitals, after attending a preliminary interview ; 

they are now unable to obtain travel permits in order to 
attend such interviews, and so a high proportion of 
recent medical graduates are compelled to. remain in 
the land of their birth.‘ Moreover, a considerable 
number of young Irish medical men who were working 
in England have returned home, crowding further an 
already overcrowded market. No doubt some of these 
had always intended to return to Ireland when they had 
gained some experience in England. 

Lay and professional correspondents in the Irish press 
have pointed out that the present supply of medical 
men is greater than the present demand, bût few seem 
to have asked whether it is greater than the present need. 
They have been more concerned with the livelihood of 
those in the profession than with the needs of the country. 
Many of the essential public services are, in fact, much 
undermanned. This applies especially to the county 
hospital service and public-health services. Most of the 
county hospitals are new and well constructed but quite 
inadequately staffed. The personnel usually includes 
a single surgeon, who is a whole-time officer except for 
consulting work, an anzesthetist, and in some cases a 
visiting physician. The surgeon must also fill the rôles of 
gynecologist, radiologist and pathologist. No specialist. 
help is provided except for the occasional visits of an 
ophthalmologist in some cases. However able the 
surgeons may be—and they are good all-round surgeons 
—they have no opportunity of doing first-class work. 

In the local health services a county medical officer 
of health and a county tuberculosis officer are to be found 
in each county. The county M.O.H. has to be school 
medical officer in addition ; this school work has been 


.undertaken with great zeal, but in few counties has the 


M.O.H. had time to examine each child more than once 
during its school life. Without more assistance this 
service—which should be one of the most repaying—must 
continue to fall short of what is possible. The poor-law 
dispensary service is probably adequately staffed in the 
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country districts, but is grossly undermanned in the ` 
‘methods adopted during the 


cities ; much of its work is undertaken by the outpatient 
departments of the voluntary hospitals, which. are 
thereby diverted from their proper task of providing 
consultant services. ‘Fhe country needs an increase of 
`- the personnel of the public services by at least half as 
much again, but at the moment the central and local 
authorities are unable or unwilling to provide the 
required funds. Yet until the public services are 
developed there should be no talk of too many doctors. 

Some medical teachers maintain that teaching is 
hampered by the large numbers! in the classes, and 
especially in the clinical classes. This difficulty, if 
and where it exists, seems to arise from faulty organisa- 
tion of the clinical teaching, which in the Dublin hospitals 
is done by seniors, who, as examiners, naturally attract 
a large number of students. If they shared more of 
their work with their juniors, the size of classes would 
become more manageable. 

It would be hard to break the tradition of the Irish 
schools in educating more doctors than the country can 
provide work for, even if it were wise to do so., Many 
think that the country gains prestige from the quality 
of the doctors who leave it to work in other lands. Were 
the schools to limit drastically the number of students, 
many would still choose the wider field for their future 
careers and Eire would be inadequately supplied. But 
Irish emigrants—whether professional men or manual 
Iabourers—are not a complete loss to their country. 
Many of them send home help to their parents and 
relations which more than repays them for the expense of 
their education. 


THE FORTIFICATION OF FOOD 
On Dec. 3, in the rooms of the Chemical Society at 
Burlington House, a successful joint meeting of two 
societies was held to hear papers on the Fortification 
(Enrichment) of Human Foods by the Addition of 
Specific Nutrients. The chair was taken in the morning 


by Mr. E. B. ANDERSON, chairman of the Food Group of ° 


the Society of Chemical Industry, and in the afternoon 
by Mr. E. B. Huemes, D.Sc., president of the Society 
of Public Analysts. Mr. A. L. Bacwaracn, F.I.C., who 
discussed the principles of food fortification, said he used 
the terms “ fortification ’’ and ‘‘ enrichment ” synonym- 
ously, although Mr. D. W. Kent-Jones, F.I.C., and Mr. 
A. J. Amos, F.1.C., who read the second paper on the tech- 
nology of fortification, suggested applying ‘‘ fortification ”’ 
to procedures adopted to increase the amount of a nutrient 
present in a processed or manufactured food to the level 
present before such treatments, and “‘ enrichment ’’. to 
the addition of further nutrients over and above those 
normally present in the untreated food. After con- 
sidering the standard examples of food fortification— 
the iodisation of table-salt, the addition of vitamins 
A and D to margarine, and the Government’s proposals 
for fortifying white bread (from 75% extraction of flour) 
with aneurin and calcium carbonate—Mr. Bacharach 
put forward some general principles which should govern 
the fortification of all foods. He insisted that there was 
no difference between ‘“‘ natural ” and synthetic vitamins, 
that the object of food fortification was, in general, not 
restorative, that is to say, was not made primarily to 
restore to a food something taken from it by refining 


process, and further, that no heed should be given to the 
arguments that æ particular addition to a food was. 


undesirable because the added nutrient was not ‘“‘ natural ” 
to a food. Rather, he argued, fortification must “be 
considered solely in relation to the proven need of a 
particular population for a given nutrient, and to the 
suitability of the food to which it was proposed to add the 
nutrient as a fortifying agent. Questions of stability, 
price and palatability must all be taken into account. 
All the resources of organic chemistry and chemical 
-engineering, as expressed in the manufacture on a large 
scale of essential nutrients, should be mobilised to make 
good such specific dietary deficiencies as could be 
prevented by substances whose commercial production 
‘could be economically undertaken. l 

1. The number of students attending courses in medicine and 


dentistry during the sessions 1940-41 in the threc colleges of 
the National University of Ireland has recently been given as: 


Dublin © Cork Galway 
First year students 352 .. 79 .. 57 
Allstudents .. 937 360 214 
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AMOS summarised the 
“ vitaminisation ? of 
margarine, in which thorough blending, with avoidance 
of aeration and critical choice of suitable fats and the 
application of rapid but adequate control tests at every 
stage in manufacture, were all necessary to give a satis- 
factory final product. They gave details of the fortifica- 
tion of bread with vitamin B, by the mechanical intro- 
duction into the flour stream of a specially prepared flour 
concentrate, the nature of white flour and crystalline 
aneurin being such as to make the direct admixture of 
one with the other impracticable. They also referred to 
the irradiation of milk, or its fortification with vitamin D 
in other Ways, as carried out fairly extensively in the 
United States, and to the incorporation of vitamin C 
in jams and preserves, a procedure not practised on foods 
to be sold in this country but carried out commercially 
on supplies intended for British prisoners of war. They 
mentioned the difficulties that had arisen in the selection 
of a suitable type of calcium carbonate for the fortifica- 
tion of bread, but said that. the creta preparata of the | 
B.P. was satisfactory for this purpose. 


Dr. KENT-JONES and Dr. 


METHODS OF ANALYSIS AND CONTROL 


After the lunch interval Mr. H. E. Cox, D.Sc., dis- ° 
cussed the machinery for the enforcement of standards 
laid down for fortified foods. He thought that, with 
the lapse of defence regulations, the Minister of Health 
would be found not to have the powers, at present held 
by the Minister of Food, to enforce the positive fortifica- 
tion of food, but would return to the status quo ante 
bellum, under which he would at most be able to prohibit 
objectionable procedures and demand a maintenance of 
certain natural standards. New legislation would be 
necessary if even voluntary fortification was to be 
permitted and adequately controlled. At present, the 
addition of wholesome ingredients to foods was not 
forbidden by law unless this was specifically stated in 
particular statutes or regulations ; it would be desirable - 
for fortified foods to comply with certain legal stated 
requirements in which both minimum and maximum 
should be given for each permitted addition. Itwas most 
undesirable to make regulations about the quality of- 
food in general, and the nature and quantity of additions 
in particular, unless adequate analytical methods were 
available for those who had to help in the enforcement 
of.such regulations. Whether or not official methods 
of testing were desirable, recognised and standard 
methods would almost certainly be necessary, and in 
supplying these both the Food Group and the Society 
of Public Analysts should continue to play the valuable 
part they had played in the past. It was ultimately the 
public analyst’s responsibility to secure that fortified 
foods, like any other foods, conformed with their descrip- 
tions on label and advertisement. l 

The methods at present available for the estimation 
of minerals and vitamins in foods generally, and par- 
ticularly in fortified, foods, were surveyed: in the last 
paper, on the analysis of fortified foods, by Mr. H. E. 
Monk. After dividing the available methods into 
biological, microbiological and chemical or physico- 
chemical, and referring to the advantages and disad- 
vantages of each, Mr. Monk discussed the special methods 
devised for vitamin A, vitamin B, (aneurin), riboflavin 
(sometimes incorrectly called vitamin B,), nicotinic acid, 
ascorbic acid, and vitamins D (D, and D,), showing that 
adequate chemical or physico-chemical methods were 
available for all of these, except for vitamins D, and D,,-. 
for which a biological test is as a rule essential. He also 
referred to the possibilities. of a polagraphic method for 
estimating members of the ‘‘ vitamin B, complex ” and 
to the microbiological methods which are being developed 
in the United States much more extensively than in this 
country. ) 


Mippiesex HosrrraL.—It was announced at the meeting 
of the court of governors of this hospital on Dec. 10 that repairs 
to the north-east wing were now nearly complete, and part of 


it had been reopened. Five né% huts (200 beds) erected by the 


Ministry of Health at Mount Vernon Hospital have been allo- 
cated to the Middlesex. The Emergency Medical Service is 
also shortly opening a radiotherapy centre which will be able 
to deal with 150 patients at the Mount Vernon Hospital. | 


t 
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Letters to the Editor 
SALT-WATER SURGEONS 


SIR, — 
say in your issue of Nov. 8 (p. 568). 


Sir William Osler. 


which Dover sailed was in no sense a piratical cruise. 


In 1708 some members of the Bristol Society of Merchant 
Venturers fitted out two ships which sailed to the South 
Seas. Captain Edward Cooke was second captain on 
the Dutchess and left a journal of the voyage which has 
It is less well known than Woodes- 


been published. 
Rogers’ book and is the work of a better educated man : 


in it Cooke says that the commanders of the Duke and 
Dutchess had ‘‘ commissions from his Royal Highness 
Prince George of Denmark, then Lord High Admiral of 
In other words the expedi- 
They set out with 
four other ships, including the Hastings, man-of-war 
under Captain Paul. Commissions were granted to the 
* two ships ‘‘ to Cruise on the coasts of Peru and Mexico, 
in the South Seas, against her Majesties enemies the 
Sir William Osler before his 
death frequently expressed his satisfaction that Dover 
was, as he put it, ‘‘ such a respectable character,” and 
Dover’s place in 
the expedition was that of representative of the owners, 
and in that capacity he was president of the Se! 

ese 
were, John Ballet who had sailed with Dampier previ- 
ously, Samuel Hopkins, a nephew of Dr. Dover, James 
Wasse, surgeon, Charles May, his mate and John Lancy, 
Mention is made also of “ John Vigor, a 
reformado, to act as Captain Dover’s ensign when 
Yet Dover received £423 as chief medical 
officer in addition to his profits as a shareholder. Woodes- 
Rogers disliked Dover and complained of “ want of 
sufficient medicines with which till now I thought Wwe 
-abounded, having a regular physician, an apothecary 
(i.e. Hopkins) and surgeons enough with all sorts of 
He would have preferred that 
Dover should have confined himself to the duties of a 


Great Britain, Ireland, ete.” 
tion sailed under letters of marque. 


Frenċh and the Spaniards.” 


fully retracted the charge of piracy. 


He did not rank as one of the surgeons. 


assistant. 


ashore.” 


medicines on board.” 


“ regular physician.” But this was not Dover’s way. 


When a prize had been taken he claimed, successfully, 
However the navigat- 
-ing officers felt no confidence in his seamanship and he 
was forbidden to interfere in any way with the navigation 
It was agreed by a majority of the council 
(Dover presumably being in the chair) that ‘‘ Capt. 
Robt. Fry and Capt. Will. Stretton, shall both act in 
_ equal Post in the Sole Navigating Sailing and Engaging, 
if Occasion should be, under Capt. Tho. Dover, on board 
the Batchelor Frigate’’—thus the prize was newly named— 
“and that the said Capt. Tho. Dover, shall not molest, 
hinder or contradict them in their business ; and we do 
The last-named was 
Selkirk whom the expedition had taken off the island of 


to be appointed to command her. 


of the ship. 


appoint Alexander Silkirk master.”’ 


Juan Fernandez. 


Dover’s famous powder, compounded of ipecacuanha 
im as a narcotic. 
It was no ‘‘ symbol of drowsiness and perspiration ” to 


and opium, was not introduced by 


Dover regarded ipecacyanha as the active ingre- 


dient in his powder, a drug which was prescribed both as 
a febrifuge and as a remedy for dysentery. 
‘ranked almost with cinchona bark as a stand-by in the 
tropics. 
nauseating effects of ipecacuanha. Callander, in his ‘‘ Voy- 
ages to the Terra Australis ’’ (London 1768) speaks of this 
expedition as one of the best organised and equipped 
that ever left England. 

The London Magazine for April, 1742, records the death 
of ‘* Dr. Thomas Dover, famous for administering quick- 
silver to his patients, in the 85th year of his age. The 
last years.of Dr. Dover’s life were spent at Stanway 
House. ... 
vault belonging to the Tracy family.” 
in Munk’s Roll of the College of Physicians that he died 
in London at his house in Arundel Street is wrong. The 


In fact it 
He added the opium to counteract the 


He was buried at his own request in the 
The statement 


register of Stanway Church, in Gloucestershire, contains 
the entry that Thomas. Dover, M.B., was buried there on 


CERTIFICATES FOR EXTRA MILK 


“ Dover’s powder, the nostrum of a pirate,” you 
This strange 
accusation against Thomas’ Dover, pupil and friend of 
Sydenham, seems to have been the invention.of the late 
The expedition of the Duke and 
Dutchess, . commanded by Captain Woodes-Rogers on 


\ 
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April 20, 1742. The vault of the Tracy’s is under the 
altar, but the church contains no memorial of the family 
nor of Dover—an omission which it-was Osler’s wish to 


‘have rectified, but the war of 1914 intervened. 


Bristol. J. A. NIXON. 


CERTIFICATES FOR EXTRA MILK 


Sir,—A good deal has been said in your columns lately 
about lax certification and multiple certificates, but we 
look like being put still more severely to the test now 
with the distribution of extra milk and eggs. Great 
pressure will be put on us to sign certificates for condi- 
tions outside those for which we are entitled to do so. 


‘These are very limited; but-the indications are quite 


definite and leave no room for borderline lesions that 
might be brought within them. Unfortunately these 
schedules have been issued in’such a way that the doctor 
will have the greatest difficulty in refusing a certificate. 
No doubt before sending out the instructions the officials 
of the Ministry of Food thought it over carefully and had 
good reasons for imposing secrecy. on all concerned. 
They have come under ‘“ Confidential Cover—for the 
information of registered medical. practitioners only,” 

with the added heading ‘‘ Not to be Divulged to the 
Public.” -How a doctor is to carry this out with a patient 
persistently demanding the certificate as a right remains 
to be seen. After having said ten times “‘ No ! your com- 
plaint does not come in the schedule of conditions qualify- 
ing for priority claims in liquid milk ” he is almost bound 
to show the schedule in order to get the patient out of his 
consulting-room. We have to consider this in the light 
of the drink-more-milk campaign of recent years. Many 
a mother feels she has saved her weedy-looking son 
from consumption by making him a pint of milk 
a day. Many a shorthand typist who once had a lump 
in the neck thinks she will get “ glands ” unless she 
does the same. After supporting that campaign we 
cannot go telling them that it really does not matter. 
We can only say that the Ministry of Food has not got 
enough to go round, and that they must risk the invasions 
of the tubercle bacillus as they have the bombing plane. 
They will take it if they know ; but the way in which it 
has been put forward makes it seem as though the doctors 
were capriciously depriving them of what they have a 
right to, and the medical profession was going back on 
these standards of preventive medicine that they have 
laboriously been building up of recent years. The rea- 

sons for the secrecy which balance these facts must indeed 


` be weighty, and if the Ministry of Food can see their way 


to advertise the schedule in the daily papers and to post 
them on the doors of local food offices they will have a 
far better chance of their instructions being carried out. 
The people as a whole do not rush to obtain commodities 
to which they are not entitled and if they know that 
there is no extra milk for them thousands will refrain 
from asking their doctors for the certificate. We shall 
then be in a stronger position to resist the persistent 
demands of those who through fear or greed badger us 
for wrongful ones. Under the best conditions this resist- 
ance will not be easy. 
T. B. LAYTON. 


Streatham. 


POSITION OF THE BODY DURING SLEEP 


Smr,— During my short period of clinical work I began 
to record from every medical case, and indeed from 
every available colleague or friend, he position he or 
she took up during sleep. 
was definitely characteristic for each individual. The 
individual seldom varied the position and when he did 
he was fully conscious that he had made a thange. I 
often checked the statements of patients during night 
duty and found them to be correct, and I observed that 
the great majority maintained their position throughout 
the night. Two facts which are not unknown to pbysi- 
cians were often found: that people with angina 
pectoris avoid lying on the left Side, and that patients 
suffering from acute and painful diseases occupy a 
position in which they feel the pain least. A comparison 
of the position of the body during sleep in cases of true 
angina pectoris-and of heart neurosis might be worth 
following up. 

I always asked specifically if there was any period in 
the lives of the subjects when they slept on their abdo- 
men. Many people who did so for long periods were 


It soon became clear that this. 
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cases of either past or present liver or gall-bladder 
disease. Of 18 cases of catarrhal jaundice 15 had slept 
on the abdomen from their youth up, or at least for 
many years, whereas of 392 patients and healthy 
controls without any history of liver affection only 11 
favoured this position. A high proportion of patients 
with cholelithiasis said they slept on the abdomen. My 
cases amounted to only 400 and there were obviously too 
few healthy controls on which to base a conclusion. 
Further research, however, should show whether this 
observation in cases of liver affection can be confirmed, 


and if so whether it is primary or secondary. The © 


abdominal position during sleep may he either the result 
of the liver trouble or one of the factors which have 
contributed to it. Some simple considerations seem to 
‘indicate that the latter possibility can by no means be 
excluded a priori. The mechanical conditions under 
which the bile flows from the gall-bladder vary greatly 
with the body position, but there are other factors which 
may play a more important rôle than gravity. The 
‘intra-abdominal pressure and its variations caused by 
respiratory movements (of the diaphragm, &c.) may differ 
greatly according to the position in which the subject is 
lying. If he lies on the back, the abdominal wall easily 
moves upwards when the diaphragm is lowered. But 
when he lies on the abdomen the anterior abdominal wall 
becomes much more rigid, so that inspiration should cause 
the intra-abdominal] pressure to rise much more. To 
these considerations may be added the effect the respira- 
tory variations in intra-abdominal pressure have on the 
circulation of blood (and possibly lymph) in the liver. 
One physiologist put it shortly by saying: ‘ The liver 
is pressed out like a sponge by the breathing move- 
ments.’’ These points show that it will not be easy to 
decide whether the symptom is post hoc or propter hoc, 
or even one of the causes which predispose to an.injury to 
the liver cell. 

These incomplete observations may perhaps encourage 
someone who has the clinical material at hand to carry 
them further and throw some light on a subject which 
_ seems to have been neglected hitherto. E 
University of Birmingham. F. SCHÜTZ. 


THE STICKINESS OF PLATELETS 


Sm,—May I be allowed to make some remarks with 
regard to your annotation of Nov. 15? In 1929 I pub- 
lished in collaboration with Miss Székély the first 
functional test for blood platelets. In these investiga- 
tions the velocity of disappearance of platélets was 
- determined in Kristensen’s counting fluid. This was 
called the velocity of platelet disintegration. Mrs. 
Payling Wright objects to that designation, showing 
that many platelets disappear because of sticking to the 
glass walls. Really neither of the conceptions is abso- 
lutely correct. The extravasated platelets undergo a 
series of changes resulting in their disintegration. Agglu- 
tination and adhesion are among these changes. As the 
direct enumeration of platelets sticking to the glass walls 
is impossible, we are at the present moment unable to 
decide how much of the disappearance of platelets in 
vitro is due to their adhesion and how much to disintegra- 
tion. Ina plaque of platelets adherent to a glass surface 
it is impossible to decide how many of them are intact. 
The formation of substances with vasoconstrictor action 
during the coagulation of blood (O’Connor, H. Freund) 
suggests a fairly rapid at least partial disintegration. 
Wright’s observation that higher concentrations of. 
anticoagulants lessen the stickiness of platelets is in 
agreement with the findings of Biirker and others that 
substances inhibiting the coagulation of blood prevent 
also the agglutination and disintegration of platelets, 
and supports the opinion that adhesion and disintegra- 
tion are two stages of the same process. 

Although from Wright’s interesting investigations 
it is evident that a considerable number of platelets 
- adhere to the glass walls and are incompletely if at all 
disintegrated, we feel justified, for the sake of simplicity, 
in calling our’ test the ‘ disintegration test” of blood 
platelets. 
hzemophilic platelets have a normal “ disintegration ”’ 
velocity. This finding disproves a conception of 
Howell’s which has later been abandoned by Howell 
‘himself. The only condition in which at that time the 
disintegration was found to be absent, very slow or 


THE STICKINESS OF PLATELETS á 


We have shown with our method that ~ 


N 
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‘delayed was ‘in thrombocytopenic purpura. Later I 


described a case of chronic thrombocytopenic purpura in 
which after adrenalone treatment (Klima) the platelets 
rose to 1 million, but their disintegration was still absent. 
The clinical symptoms were not improved. In the last 
three years the velocity of platelet disintegration has 
been determined in the Children’s Hospital, Birmingham, 
in a series of cases with hemorrhagic manifestations by 
me, by Dr. T. W. Lloyd and recently by one of my 
laboratory assistahts. Five cases of hemorrhagic 
disease with normal or only inconsiderably reduced 
numbers of platelets and absent or retarded disintegra- 
tion were found. -One had a hemolytic anzmia, one a 
severe hemorrhagic disease of the newborn, one a puru- 
lent peritonitis (all three with prolonged bleeding and 
clotting time), and two were clinically typical cases of 
Werlhof’s disease with prolonged bleeding and normal 
clotting time but with 120,000-150,000 and 220,000- 
250,000 platelets respectively. 

Horwitz has improved our method, using the counting 
method of Fl6ssner-Hoffmann. He has confirmed all the 
observations published in our first paper. Shortly after- 
wards important work on the function of platelets was 
done by Morawitz and his pupils. Jürgens used the 
agglutination as a test for platelet function and Morawitz 
himself has constructed.an apparatus for determining 
the formation of a platelet thrombus. By means of that. 


-apparatus the real nature of a familial hemorrhagic 


diathesis observed in Finland and described by Willebrand - 
has been elucidated. Unfortunately there are no 
definite morphological signs of a functional deficiency of 
platelets. The only certain fact seems to be that plate- 
lets with signs of immaturity (large forms with baso- 
philic plasma, Ogata’s tails) are also functionally deficient. 
Glanzmann, who was the first to put forward the concep- 
tion of a functional disturbance of blood platelets based 
that idea on morphological findings which unfortunately 
are contestible. His idea, however, proved to be true, : 
as the functional tests have later shown. In recent 
years several cases have been described with hemorrhagic 
manifestations and extremely large numbers of platelets. 
They have been called hemorrhagic thrombocythemia. 
In a few of the papers photograms are reproduced of 
blood films in which not only the large number of platelets 
can be seen but also that they are not agglutinated, thus 
more resembling a magnesium Sulphate film than an 
ordinary blood film. We regard it as probable that- in 
that condition the platelets are functionally deficient, ` 
their susceptibility to agglutination being reduced. 


The Children’s Hospital, Birmingham. H. S. BAAR. 


WHEN TO TIE THE CORD 
Sir,—Regarding your reference to Barcroft’s experi- 


ments influencing the time when the cord should be tied, 


I would like to put forward the following suggestion. 
If oxygen lack, as shown by Barcroft, is the stimulating 
factor in promoting respiration,. surely it means that 
oxygen is normally cut off at the end of the second stage, . 
and it therefore matters little how. early or late the cord 
is tied from the aspect of apncea in the fœtus. 

As for blood loss to the foetus, I do not agree with Mr. 
Chisholm’s argument, first, because he considers that 
bleeding takes place from the fcetus into the placenta 
until pulsations in the cord cease ; and secondly, because 
he states that the only propelling force of fcetal blood 
from the placenta is the footal heart. He suggests that 
the cord should be tied earlier because of the risk that 
the foetus will lose blood in two ways: by bleeding into 
the ‘‘ placental lake ’’ and by actual bleeding from the 
placental surface at the time of separation. It is 
difficult to decide how much blood does actually enter the 
placenta at the end of the second stage. Because thé 


- cord is pulsating it does not follow that blood is flowing 


in it, but merely that the pulsations are transmitted as 
in any other fluid medium. (If an artery is tied, it still 
pulsates on the proximal side of the ligature until 
obliterated by the relatively slow process of thrombosis.) 
Mr. Chisholm himself infers that, because the inert 
placental lake.may offer such resistance that the foetal 
blood-pressure is largely overcome, therefore there is 
little or no venous return. I suggest that the whole 
crux of the case is the foetal arterial blood-pressure versus 
the passive resistance offered by the placental channels, 
which at this stage are greatly narrowed by shrinkage 


Pa 
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of the placenta following reduction in size of its surface 
of attachment’ to the now almost empty uterus. The 
‘‘intraplacental blood-pressure ” must also by this 
means be greatly increased, and thus add to the resistance 
of blood flow from the fcetus. If this is so, the increased 
intraplacental pressure will mean increased venous 
return to the foetus, as well as decrease or cessation of 
blood loss via the umbilical artery. 

So we arrive back at the question of when to tie the 


cord, not from the point of view of the presence or absence — 


of pulsations in it, but of how long it will take the 
placental venous pressure to equalise the foetal venous 
pressure—i.e., how long it will take the placenta to 
empty itself into the foetus. I have always tied the ¢ord 
rather as a routine procedure than as a carefully pre- 
meditated step influenced by the immediate state of the 
foetus or a remote one of the infant. At the end of the 
2nd stage the exchange of blood gases between maternal 
and foetal blood must be negligible, owing to the greatly 
limited uteroplacental circulation caused by the retracted 
uterine muscle. For this reason, I cannot see why 
apnea in the newborn foetus can be appreciably 
influenced by tying or not tying the cord early. What 
it does influence is the amount of blood returned to the 
foetus by the placenta by virtue of its own raised venous 
pressure, but that there is an appreciable intraplacental 
‘pressure is easily shown by the gush of blood which follows 


removal of the hxemostat from the placental end of the - 


cord. 
Mr. Chisholm’s second point, concerning the blood loss 


to the fœtus from the placental surface at the time of- 


separation, depends on how early the placenta separates, 
which usually does not happen until after the cord has 
been tied even by those who “‘ stand and wait ”?” before 
tying it. l 

To summarise: (1) Apnoea of the newborn fœtus is 
uninfluenced by the early or late tying of the cord. 
(2) The amount of blood gained or Jost via the placenta 
in the 3rd stage depends more on the intraplacental 
blood-pressure, and the time allowed before tying the 
eord, than on the presence or absence of pulsation in the 
cord. . (3) The foetus rarely has the opportunity to bleed 
from the placental] surface. ` 

- Seaforth, Liverpool. 


HYPERTENSION 


ROBERT C. PERCIVAL 


‘gs Sir,— We would like to reply to Dr. Izod Bennett’s ` 


letter of Nov. 29. We did not suggest that Goldblatt’s 
work indicated that hypertension was usually produced 
by a unilateral renal lesion. We.pointed out however 
that in a few cases hypertension and unilateral renal 
lesions coexisted, and that in some of these the hyper- 
tension has been relieved by nephrectomy. Unilateral 
renal disease is frequently ‘“ silent,” and although Dr. 
. Bennett states that each of the cases described in our 
article had localising signs from the very outset a more 
careful perusal of case 1 would show that this was not so. 
-Itis on this account that we suggested that since in some 
cases there appears to be an etiological association (not 
explained by Goldblatt’s work) between hypertension 
and unilateral renal disease, and since a unilateral renal 
lesion may be otherwise symptomless, it is most reasonable 
and humane whatever the financial cost to exclude such a 
lesion by a complete urological investigation. That this 
should be carried out in all cases is perhaps an overstate- 


ment, but it seems that this is necessary in order to disturb. 


the complacency with which so many clinicians seem to 
regard this very common disease. 
G. O. RICHARDSON, 
G. A. SMART. 


CRUSH INJURIES 


Sır, —The ill effects of ‘‘ crush syndrome ” have been 
ascribed to the liberation of toxins from the trapped 
limb after its release. It has been suggested that the 
application of a tourniquet to the limb before it is 
released, above the site of compression, might prevent 
this. There is another sequel of such an injury which 
might almost be called ‘“‘ release syndrome.” Here the 
patient remains comparatively well and cheerful while 
trapped, but dies suddenly soon after release, presumably 


because of an even more violent flooding of the system’ 


with toxins. It would be interesting to hear whether 
M.O.s of mobile units have experimented with tourni- 
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quets. In the raids of last autumn many of these\ 
patients were not reaching hospital alive or were dying 
soon after admission, and it might well be that a 
tourniquet would have saved them. 


Highgate. R. L. BENISON. 


ANESTHETIC FLOWMETERS 


Sm,—With reference to the note on flowmeters for 
gas or liquid in the Lancet of Dec. 6 (p. 718), I may state 
forthwith that I make no claim to have been the first 
to suggest the use of rotameters for anzsthetic gases and 
cannot be accused therefore of any attempt to steal the 
thunder of Richard Salt of the Nuffield Department of 
Anesthetics. Nevertheless, in recognition of valuable 
help extended to me in the past by instrument makers, 
I feel that the moment is opportune to record the 
following facts. 

In 1928 Messrs. Siebe Gorman & Co. Ltd., made 
flowmeters of the rotameter type to my specification 
for N.O and O,. After clinical trial these flowmeters 
were fitted to an anesthetic apparatus made for me by 
Messrs. Allen and Hanburys in the same year. In 1932, 
following an inquiry from Mr. A. Charles King, the 


. Rotameter Company offered to make rotameters for 


N,O and O,, calibrated for anesthetic purposes. I am 
informed that the original correspondence between 
Mr. A. Charles King and the Rotameter Company is still 
in existence. While it is more than probable that | 
rotameters were used in connexion with anesthesia in 
Germany before 1932, it is thus apparent that in England 
the possibility of using them for anzsthetic purposes 
was mooted before 1937, and by Mr. A. Charles King. 


Harley Strect, W.1. I. W. MAGILL. 


Parliament 


ON THE FLOOR OF THE HOUSE 
MEDICUS, M.P. ae 


THE parliamentary week under review began with the- 
declaration of war against Japan on Dec. 8, included a 
statement by the Prime Minister on the war situation, 
which is to be the subject of a debate, and was filled in 
with the second reading, committee stage and fhird 
reading of the National Service Bill No. 2. In the 
House of Lords the first and second readings of the bill 
took place and it will pass into law at once. Provision 
was made during the week for a debate on the allowances 
granted to the dependants of the men in the services. 
There was also a debate fixed on a Supplementary Vote 
of Credit for War Expenditure and for the passage of a 
special Consolidated Fund Bill through all its stages. 


* * * 


The impact of such tremendous events as the extension 
of the war to the Far East and the Pacific Ocean, the 
virtual mobilisation of the whole nation for war purposes 
and the further drawing of astronomical sums of money 
for war expenditure are rather stunning in their effect on 
parliamentary practice. But criticism and the normal 
work of Parliament continue. The Prime Minister was 
able to clear up a little parliamentary storm which grew 
out of a misunderstanding of the effect of the new bill 
on M.P.s of the age-groups called on to serve. It has in 
fact been the recognised practice for some time to leave it 
to individual M.P.s to judge where their duty lies and 
whether they should serve in the forces or in Parliament. 
It has also been the practice that an M.P. in the forces 
wishing to be freed to devote himself to parliamentary 
duties is given this freedom. . But some members were 
not aware of this as these rules and practices had not been 
embodied in a considered statement. 

The Prime Minister made it clear that while it would 
not be appropriate to confer on members a statutory 
exemption from the obligations they share in common 
with everyone else they have also ‘‘ the high duty ” of 
service in the legislature. They are therefore given a 
free choice by virtue .of their position as Members of 
Parliament and not as a favour. 

* xæ $ 


Mr. Bevin as Minister of Labour in charge of the 
National Service Bill has done a long and difficult job: 
effectively within the limits imposed by the form of the 


> 
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' bill, but there have been some breezes, one of which 


ruffed Mr. Henderson Stewart, who had made certain 


. criticisms of the A.T.S. The words he used were, ‘“ We 


hear jn this House and in the Lobbies the reports of 


. medical officers about the conditions in the camps. 


-~ There is not a constituency of:which I have ever heard 


that has not this general but very definite impression 
that the A.T.S. is not the sort of Service to which a nice 
girl goes.” Sir Percy Harris interjected ‘‘ Hear, Hear,” 
and Mr. Stewart continued, ‘‘ My right hon. friend has 
apparently had the same experience,” and called on the 
War Office to do something drastic and on Mr. Bevin to 
take drastic measures to remove ‘ these unfortunate 
conditions.” Mr. Bevin’s reply to this was to say, ‘‘ Why 
is there, concerning the A.T.S., the assumption that 
because wornen are drafted somewhere, immorality is 
bound to ensue? That is a lot of unutterable nonsense. 


. o e . I say that the conduct of our young people during 


his war has been cleaner than in the whole history of our 
country.” 

Mr. Henderson Stewart at once protested, ‘‘I was not 
for one moment thinking about morals. I was thinking 
about the physical conditions in which they live. I 
think the morals are excellent.” Mr. Henderson Stewart 


- should have used plainer words about the lack of proper 


: Jimited to powers over persons. 


camp accommodation and dirt in the A.T.S. quarters 
and it is unfortunate that this suggestion of immorality 
among the A.T.S. was dragged into the debate through 
æa misunderstanding. The facts are all against it. 
What is true and what needs improvement is the arrange- 
ments for the comfort of A.T.S., including lavatory and 
washing accommodation. But this is also true of the 
W.A.A.F.s—as Mr. Bevin indeed suggested. After this 
little fracas Mr. Bevin went on to speak of the provision 
of hostels and welfare arrangements but as these matters 
are outside the scope of the bill they could not be dealt 
with by amendment. - l 2 
What did come out of the debate is a bill which will be 
an act by the time these words are in print. That act 
gives the Government very drastic powers over the whole 
population and especially over the age-groups 18-65. In 
the original discussion of the Maximum Fffort resolution 
tabled by the Government, the Speaker described this 
as a de-facto ‘first reading ’’ discussion of the bill. 
But it turned out to be nothing of the kind. The bill is 
The provision of welfare 
and medical services is not touched and could not be 
discussed. They are left as far as legislation is concerned 
to some date in the future and there is uneasiness about 
them in the minds of members. 
Another matter left out of the act—although adum- 
brated in the original Government resolution—is the 
position of young ‘people from 16 to 18. These young 


- people are to be looked after and directed as to their 


activities and- there was some suggestion that they should 
be under the services. This suggestion was contested 
and the “ direction ’”’ is to be through the Board of 
Education and voluntary youth societies. It is all 
rather vague but the situation is to be explored in a 
debate on the adjournment at an early date. But if 


youths of 16 are eligible for Home Guard duties and the 


Air Training Corps, it is hardly clear how the services 


can be kept out, or whether they should be kept out. 
` The nation even at this stage has not got really used to 


‘ the war. 


total war. We don’t like young people being drawn into 
But perhaps the best we can do is to keep the 
control of any ‘‘ direction ” in the hands of the Minister 
of Education. And these directions will have to be 
carefully considered for it is on the shoulders of the youth 
of today will lie the heavy responsibilities of directing 
democratic opinion in the decade after the war. 


FROM THE PRESS GALLERY 
National Service Bill 

In the debate on this bill in the House of Commons 
it was pointed out, almost fearfully, that in conscripting 
our women we are “ actually taking the initiative,” for 
the Nazis have failed in the attempt, and noble Lords 
in the upper house thought the bill was ‘‘ a tremendous 
compliment to democracy.” Both houses were anxious 
that the Government should recognise that there would 
probably be a higher rate of sickness, breakdown and 
discharge among the men of the age-group 41-51 than 
among their juniors. Sir E. GREGG promised that their 
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duties would be carefully allocated according to their 
medical grade, but it was generally felt that the Govern- 
ment should consider the pension Ylaims of these men 
sympathetically. | : 

Moving the second reading of the bill in the Commons 
Mr. E. BEVIN confessed that the human is the most 
awkward animal of all to handle, but proved himself . 
adroit in the management of his colleagues. He gave 
an assurance that one woman doctor should be present 
at the medical examination of women. He also gave a 
pledge that if a man has been discharged on medical 
grounds he will not be called up again, but would be 
directed into industry. Mr. T. M. SEXTON urged that 
when women left home to work in another district they 


should register at'once with a panel practitioner in the 


new area. Sir FRANCIS FREMANTLE called attention to 
the need to safeguard the water-supplies of the country. 
Water undertakings must be allowed to keep some of 
their skilled personnel. Dr. HADEN GUEST asked the 


- minister to give some indication of the provision he 


would make for hygienic and medical supervision in the 
new factories. There was a shortage of medical man- 
power, and they would not get what they wanted unless 


. they had the whole medical services of the country pooled. 


Mr. BEVIN replied that he could not. deal with the 
nationalisation of the medical services by this bill; they 
were constantly being expanded and he had early made 
a great innovation by introducing a compulsory medical 
service in industry, which now included nursing. - Mr. R. 
DAVIEs said the bill had as its background the population 
problem, and asked what effect the conscription of 
women would have on the birth-rate. 

In the debate in the Lords on Dec. 12, Lord MOYNE 
was able to reassure Lord GREVILLE about the provision 
of domestic staff for hospitals. Last week Lord Greville 
complained that these workers were steadily seeping 
away. Now an order is to be made laying down that no 
woman between 20 and 30 working in a vital industry— 
which includes hospital work—may change her employ- 
ment except with the approval of the Minister of Labour. 


War-time Nurseries 


At the cinema the news reel informs ys that we “‘ live 
in the presence of history.” Against this background 
the question ‘‘ What to do with the children ’’ may seem 
trivial. But as Lord NATHAN pointed out in the House 
of-Lords on Dec. 9, when asking the Government what 
provision they were making for war-time nurseries, the 
need for an answer is urgent if we are to make full use of 
ourwoman-power. Industry is dependent on what might 
be called immobile mothers, and it is essential to morale 
that women should have confidence that the arrange- 
ments made for their children are adequate. Minders 
are no doubt all very well, but he reminded his peers 
that children under five are brittle. It had been stated 
that by the early part of next year 500 nurseries would 
be open, taking an average of 40 children each, or 20,000 
in all. But Lord Nathan suggested and he believed 
that it was an understatement „that 200,000 children 
would have to be provided for, and provided for at night 
as well as in the day. And what was to be done about 
the children between five and fourteen during school 
holidays when their mothers were at work ? The Govern- 
ment were confronted with a great social problem. 
Upon the right solution depended the health and happi-. 
ness of the generation for which we were fighting. : 

Lord SNELL acknowledged the Government’s responsi- 
bility for what was a human as well as an industrial 
problem. He did not suggest that the figures given by 
Lord Nathan were exaggerated, because no-one at 
present could estimate what the intake of married women _ 
into industry would be; but the Government’s answer 
was that first it was necessary to observe the rate of 
intake and then to try to provide sufficient nurseries 
to meet the demand, but instructions had been given 
to local authorities to prepare for the expected need and 
to be ready for quick development. The Ministry of 
Health, the Ministry of Labour and the Board of Educa- 
tion were collaborating closely in this matter and so 
were the local maternity and child welfare and the educa- 
tion authorities. At the end of November 194 nurseries 
were in operation, and a further 209 approved, but not 
yet in full action, providing for something over 15,000 
children. A further 264 were in active preparation and 
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the Government felt that this programme was fairly 
satisfactory. But Lord NATHAN said that neither he nor 
‘the other Labour ds could agree. It might be sound 
policy fo observe the intake of married women into 
industry 4nd then take action if this matter were being 
dealt with as one of child welfare in a scheme of social 
readjustment. But the problem was to get the mothers 
into industry, and the provision of accommodation for 
the children is the inescapable precedent for these 
women going into industry at all. He therefore hoped 
that the Government would ensure that steps were 
taken in advance of the intake and did not lag behind it. 


° QUESTION TIME 
Inspection of Mental Defectives 


Mr. H. C. CHARLETON asked the Minister of Health the $ 


number of visits made by the commissioners and inspectors 
of the Board of Control to mental defectives under statutory 
guardianship in the administrative area of the county of 
London during each of the 12 months ended michaelmas in the 
years 1939 and 1940.—Mr. E. Brown replied: The numbers 
of visits by commissioners were 98 and 0 respectively, and 
the number of visits by inspectors were 35 and 4 respectively. 
Article 83 of the Mental Deficiency Regulations, 1935, permits 
-but does not require visits by commissioners or inspectors 
and arrangements have been made tọ visit all cases placed 
under guardianship in the years 1940 and 1941 and establish- 
ments where there are a number of mental defectives under 
care. I-am informed by the London County Council that 
their officers have duly made the visits prescribed by Article 86 
of the regulations.—Mr. CHARLETON: Is the Minister not 
aware that the figures he has given reveal a serious evasion of 
duty by the Board of Coritrol ? How can the commissioners 
carry out their duties to these unfortunate people if they do 
not see them and understand their condition? Is he aware 
that there is evidence that some have not been visited for a 
number of years ? Is he aware that the figures in 1939 should 
have been in the neighbourhood of 550 and in the next year 
500 ?7—Mr. Brown: The commissioners were working 
under great difficulty and as he knows the inspectorate has 
other duties to perform in addition.—Mr. CHARLETON: 
Does the Minister not see that the first duty was ome a 
peower period when there were no difficulties ? 


National Wheatmeal Loaf 

Sir Ernest QRAHAM-LITTLE asked the Parliamentary 
Secretary to the Ministry of Food to what proportion of the 
population the white loaf, fortified in accordance with the 
undertaking given in July, 1940, was now supplied; what 
proportion of the consumption of the national wheatmeal loaf 
now bore to the total consumption of bread in this country ; 
what had been the expenditure to. date by the ministry in 
advertising the national wheatmeal loaf, and whether the 
Ministry had now abandoned or diminished such advertising.— 
Major G. LLOYD GEORGE replied: Figures relating to the 
proportion of the population to whom the fortified white loaf 
is now supplied are not available, but approximately 25% 
of the white bread and flour consumed in the United 
Kingdom is now being fortified with vitamin B,. It is 
estimated that 7%, of the bread consumed is in the form 
of the national wheatmeal loaf. The expenditure to date on 
advertising national wheatmeal is £29,000. The advertising 
has included many thousands of posters which are displayed 
in all parts of the country. The use of national wheatmeal 
bread and flour forms an important subject in the ministry’s 
food advice service to housewives. The ministry has not 
abandoned this advertising but there is a wide range of 
. Subjects to be covered in the space available for the ministry’s ; 
consequently there are periods during which there is space 
for no more than occasional mention of wheatmeal in advertise- 
ments primarily devoted to other subjects. 


X-ray Examination of Recruits 

Sir FRANCIS FREMANTLE asked the Minister of Labour 
whether he had considered the adoption by medical boards 
of X-ray examination for tuberculosis of every recruit, in the 
light of American experience, and in the interest of those 
found to be affected and of Exchequer liabilities.—Mr. 
ERNEST BEVIN replied: This suggestion was fully considered 
last year by the Medical Advisory Committee under the 
chairmanship of Lord Horder, and the committee decided 
that its adoption was impracticable. I am advised that this 
is still the case.—Sir F. FREMANTLE: Can the Minister 
explain why it was found practicable in America but not 


! 


here ?—Mr. Bevin: I understand that at the time it was a 
question of preparing a complete supply of equipment. 
Increase in Juvenile Delinquency 
The number of persons under 17 years of age annually 


found guilty of offences in England and Wales has increased 


since the war by about 30%. 
Mr. D. L. Lresovn.) 


Certificates in War-time | 

In answer to a question Mr. Brown said: I have been 
asked by the British Medical Association to consider whether 
steps can be taken to reduce the demands made on the 
medical profession for certificates in connexion with war 
activities. A conference took place between representatives 
of Government departments and of the association at which 
the whole matter is now being considered by the departments 
individually with the object of reducing to a minimum the 
number of purposes for which medical certificates dre to Be 
required. 

Suspension of Dudley M.O.H. 

Captain G. S. ELLISTON asked the Minister whether he 
proposed to intervene on behalf of the M.O.H. for Dudley 
who had been suspended for the duration of the war because 
he had registered as a conscientious objector, as permitted by 
the Military Service Act.—Mr. Brown replied: The appoint- 
ment, dismissal or suspension of the M.O.H. of a county 
borough doesnot require my approval and I have no authority 
to intervene between the council and their officers in this 
matter. 


(Mr. H. Morrison replying to 


_ Diphtheria and’ Immunisation 


Sir F. FREMANTLE asked the Minister whether he had any 
statistics of the results of immunisation against diphtheria 


-in New York, Chicago and Toronto as compared with London. 


—Mr. Brown replied: In New York City, since large-scale 
immunisation’ of children began in 1929, diphtheria has 
steadily decreased from an average of about 10,000 cases a 
year during 1920-29 to just over 400 cases in 1940, in relation 
to a population of over 7 million. Information about Chicago 
is not readily available. In Toronto in the five years during 
1933-37 there were no more than 209 cases of diphtheria in all. 
In two of these years, 1934 and 1937, there was not a single 
death, while in 1940 there was: ‘either ® notification nor a 
death. In the county of London, with a population of.about 


4 million, notifications of diphtheria in recent years navo; 


averaged close on 8000 cases a year. 


Committee on Nurses Salaries 


In reply to a question from Miss M. LLOYD GEORGE Mn 
Brown said: The committee on nurses salaries held its first 
meeting on Nov. 27. It is my intention that the committee’s 
scope should extend to nurses possessing or in training for 
the certificate of the Tuberculosis Association, and that it 
should also extend to health visitors. Before the scope is 
so extended it may be necessary to make some adjustments 
in the committee. I have decided to set up a separate 
committee to draw up agreed scales of salaries for midwives 
on a national basis. Lord Rushcliffe will act as chairman of 
the committee for midwives as well as of that for nurses. 
Some nurses and midwives posts involve the practice both 
of nursing and of midwifery and I shall request the-committee 
to consult together before making recommendations about 
these overlapping matters. 


Leprosy in the West Indies | 


Mr. G. H. Hatt in reply to a question from Dr. H. B. 
MoRrcÅN gave the following table setting out the incidence of 
leprosy in the British West Indies. 


A 

Colony Year oe Toa Population 
Bahamas | 1940 3 17 70,333 
Barbados 1939 5 193,082 
Jamaica 1939 N.S. 249 1,195,465 
Turks and Caicos 1938 - 2 5 530 
Antigua 1940 N.S. 6 36,078 
St. Kitts 1939 3 59 37,994 
Montserrat... 3 1939 N.S. N.S. 13,541 
Virgin Islands .. = 1940 N.S. N.S 6135 
Trinidad and Tobpgo R 1939 77 377 473,455 
St. Lucia aa 1939 5. 2 69,7 
St. Vincent 1940 .0 18 61,491 
Grenada.. 1939 0 12 90,085 
Dominica 1940 3 17 52,738 
Bermuda aes 0 30,814 
British Guiana 1939 45 565 ` 41,237 
British Honduras N.S N.S 57,76 


N.S.=Not stated. 


| 
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FRANCIS HENRY MOSSE 
M.R.C.P. 


EARLY this year Dr. Mosse, who had been working as a. 


medical missionary in China since 1920, fell ill with 
tuberculosis and was sent to America for treatment. 
He seemed to be making good progress and his death on 
Dec. 6 after an operation was unexpected. Robin 
eee - his friends called him, was the son of the Rev. 
was educated at King’s School, Canterbury, and Trinity 
College, Oxford, and qualified from King’s College 
Hospital in 1913. During the last war he served as 
captain in the R.A.M.C. in Egypt and Palestine and was 
with General Allenby’s forces at the capture of 
Jerusalem. His heart was set on medical missionary 
work, and after taking the M.R.C.P. he sailed for China, 
under the S.P.G., to take up the post of physician at the 
Cheloo Christian University at Shantung, in North 
China. Here for twenty years Mosse trained young 
Chinese men and women—“ A picked group of the finest 
students in the world,’’ he called them. He counted 
himself ‘‘ the happiest man in Asia ” to be allowed to 
serve them, and he worked with them in refugee camps 
in times of flood and famine, as well as in the lecture 
halls and wards of Cheloo Hospital. After the Japanese 
occupation of North China most of the 4000 students at 
Cheloo trekked west to free China, but the hospital 
remained, and Dr. Mosse stayed with it. He leaves a 
widow and two daughters who are in the United States. 


ELWIN H. T. NASH 
M.R.C.P., D.P.H. 


THE loss of Elwin’ Nash brings a flood of memories. 
Nash was no ordinary official. The fire of the enthusiast 
burned brighter in his eye as each year added to his age. 
It was.in fact in the later years of his life that he really 
found his feet and became a pioneer in public health. 
One of the particular qualities 
for which we admired him was 
his practical mastery of the 
improvements he advocated. 
Years ago he came to the 
ZA conclusion that many of`the 
f nutritional problems of the 
ee -nation would be solved if it were 

p taught to buy better and to 
cook more skilfully. He wrote 
a book on the subject and sold 
it at a price which the poorest 
could pay. And before writing 
it he went into the kitchen 
a and became a first-class cook 

ME ë himself. For him armchgir 
romwell Studios, Hounslow administration did not exist: 
« I attend at one welfare clinic and at one schook 
clinic regularly every week.” To know that a thing was 
good and needed in public health was sufficient to awaken 
his determination that his district should pioneer. 
He was one of the first to commence immunisation against 
diphtheria on a large municipal scale; the records he 
kept were meticulously accurate. One day a dentist 
spoke to him of the disastrous effects in appearance and 
in health that could arise unless children’s teeth were 
carefully regulated. What was good enough for Park 
Lane was good enough for Heston and Isleworth, and 
he started a clinic where the poorest in his district could 
obtain orthodontic treatment. Elwin Nash just could 
not let disease go untreated. He gave a lecture on 
myxcedema at the Society of M.O.H.’s and confessed how 
he had secured his patients. ‘‘ I saw them in the bus, 
I saw them in the train and in the street. I stopped them 
and secured treatment for them; if I offended against 
ethical canons, I place myself without reserve in the 
hands of you who are my colleagues and friends.” He 
was an enthusiast and a fighter. Yet big, burly and 
determined, no-one had a gentler touch with children ; 
they trusted him and realised he would look after them as 
individuals—just as in the bigger realm of public health 
his council trusted him to look ‘after them as a 
community. D. H. G. 
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Elwin Harral Thomas Nash was born in 1872 in. 
He was. - 


Guernsey, the eldest son of Joseph Nash, R.I. 
educated at St. Paul’s School and St. Thomas’s Hospital, 
qualifying in 1896, after which he filled a series of house- 


. appointments in London and the Home Counties and 


assisted in several departments at St. Thomas’s. Then 
for a while he was in general practice at Accrington, but 
after taking the D.P.H. at Manchester and holding a 
public-health research scholarship he went to Derby to 
assume charge of the isolation hospital, became assistant 
M.O.H. there and then M.O.H. of Wimbledon, finally 
ending up at Heston and Isleworth. In 1938 just after 
his retiremént the society of M.O.H.’s elected him 
president, and at their annual banquet he foretold 
amazing developménts in the growing association 
between practitioner and health officer which he did much 
himself to foster. Many of the high lights of his work 
have been noticed in these columns, among the more 
recent an early venture (1934) in the use of adult serum 
to modify measles in fever hospital contacts, a forecast 
of planned obstetric practice (1937), and some indication 
of the aim and purpose of ‘‘ Dr. Nash’s Cookery Book.” 
In: 1899 he married Mary Monica Oldershaw, who 
survives him with four sons and a daughter. 


ERNEST JOHN FRANK HINDE 
M.R.C.S. ; CAPTAIN R.A.M.C. . 


IN a recent casualty list it is announced that Captain 
E. J. F. Hinde has died of wounds. He was born in 
1912, the eldest son of Dr. E. B. Hinde of Norwich, and 
was educated at Gresham’s, and 
Emmanuel College, Cambridge, 
where he won his athletic 
colours. At Guy’s he played 
hockey for the hospital and 
occasionally ran, but here his 
keenness for his work left him 
little leisure. He qualified in 
19388 and the following year 
obtained a house-appointment 
at Guy’s, but soon after the 
outbreak of war he resigned to 
join the R.A.M.C. He served MER R ( Bas 
at first with the East Anglian ME ae % 
field ambulance, as his father f ino 
had done in the last war, and 
afterwards with another field 
ambulance. Later he volun- 
teered for foreign service, and it was on his way abroad 
that he met his death at sea. He married Miss Norah 
Steeds in 1940. 


ANTONY FLEMING BALDWYN 
M.B. LOND. ; FLYING-OFFICER R.A.F. 


Flying-Officer Baldwyn has been reported missing 
but is presumed to have lost his life on active service in 
the Middle East. He was the eldest son of the late 
Captain C. F. Baldwyn. He entered St. Bartholomew’s 
Hospital in 1935 and took his London degree last year, 
at the age of twenty-two, and joined the R.A.F. after 
six months as house-physician at the base hospital of the 
Bart’s sector. One of his friends writes: Baldwyn 
showed aptitude for learning new things quickly, and he 
applied his knowledge for his patients. He was good at 
most games and could sail any sort of boat. 


DAVID ROBERTSON TAYLOR 
B.A. CAMB., M.B. EDIN., D.P.H. 
Dr. Taylor, who died at his.home in Belfast on Nov. 8, 


Polyfoto 


was the only surviving son of the Rev. D. A. Taylor, D.D., - 


of the Presbyterian Church in Ireland. Born in 1870, 
Taylor was educated at the Royal Belfast Academical 
Institution and Cambridge University where he took his 
degree in 1901. He proceeded to Edinburgh University 
and graduated M.B. in 1906. After service in the 
R.A.M.C. he obtained the D.P.H. at the Queen’s Ufiiver- 
sity of Belfast in 1918. He was a medical referee under 
the National Health Insurance scheme in Northern 
Ireland, and was engaged in general practice until the 
day before his death. In 1903. he played rugby for 
Ireland, but cricket was his enduring passion and he 
played for Gentlemen of Ireland in 1924. An accom- 
plished musician he was an enthusiastic member of the 
British Music Society of Northern Ireland. David 


~ 
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Taylor’s qualities of simplicity and modesty won him 
many friends and his unfailing gentleness and kindness 
were valued by his patients. .He leaves his widow with 


two daughters. i 


DERMOT HARRY TUTHILL DUGGAN 
M.D. DUBL. ; SURGEON LIEUTENANT RWN.V.R. 


Surgeon Lieutenant Duggan, who was reported missing 
in August 1940, is now posted as missing, believed killed 
in action. He was serving on H.M.S. Ardent which 
took part in convoying troops to Narvik and was lost in 
battle off the coast of Norway in June, 1940. He was the 
only surviving son of the late Captain Géorge Grant 
Duggan, who was killed at Gallipoli in 1915. Duggan 
was educated at the Imperial Service College, Windsor, 
and entered Trinity College, Dublin, in 1929. He 
graduated in arts in 1933, and in medicine in 1935. 
He was an active member of the Dublin’ University 
harriers, of which his father had once been captain. 
He passed his examinations’ punctually, and after 
qualifying in the minimum time he held house-appoint- 
ments at the Fermanagh County Hospital, Enniskillen, 
and at the Kent County Ophthalmic and Aural 
Hospital, Maidstone. He also travelled to New Zealand 
as surgeon on the s.s. Durham. In 1939 he was granted 
his M.D. for a thesis on chemotherapy in acute ear disease 


which was later published in the Irish Journal of Medical 


Science. a 


Medical News 


Royal College of Surgeons of England ' 

At a meeting of the council of the college held on Dec. 11, 
with Sir Alfred Webb-Johnson, the president, in the chair, 
Mr. Seymour Barling was reappóinted representative on the 
court of governors of Birmingham University, Mr. L. E. C. 
Norbury as representative on the Central Council for District 
Nursing in London. 

Diplomas of fellowship were granted to the following 
candidates :— 


E. O. Harris, M.B. Lond.: H. E. Blake, L.R.C.P.; P. M. G. 
Russell, M.B. Lond. ; V. A. J. Swain, L.R.C.P.; T. L, S. Baynes, 
M.D. Lond. ; B. G. A. Lilwall, 5 W. O. Adkins, 


A. G. 
ADI A E: Lond. ; J. B. Kinmonth, M.B. Lond. ; D. A.J. worl, 


Diplomas in anesthetics were granted, jointly with tlie 
Royal College of Physicians, to the following :— 

J. B. Adams, J. H. Crawford, H. de L. N. Davis, D. C. Devitt, 
R. R. Dickson, J. K. A. Dorman, Henry Edwards, H. R. W. 
Franklin, Ysobe! M. Garland, E. F. Gleadow, T. C. Gray, P. S. A. 
Heyworth, Werner Kupfermann, C. B. Lewis, A. M. McKinlay, 
J. V. Mitchell, L. G. Morrison, G. B. Oliver, Joseph Patterson, 
George Quayle, G. M. Rose, Enid B. Roulston, R. D. Scott, R. P.W. 
Shackleton, A. A. Shein, Janet Todd, E. C. Whitehall-Cooke, Joyce 
Worthington, and A. M. Young. 

Royal College of Physicians of Edinburgh 

At the annual meeting of the college on Dec. 4, Prof. Charles 
McNeil was re-elected president and the following council was 
elected for the coming year: Dr. R. B. Campbell, Dr. L. H. F. 
Thatcher, Prof. D. M. Lyon, Dr. A. G. Ritchie, Prof. L. S. P. 
Davidson and Dr. A. Rae Gilchrist. 
nominated vice-president. i 


First Polish Graduates in Edinburgh 

There was a historic addition this year to the small winter 
graduation at Edinburgh University on Dec. 12, when the 
first degrees were conferred on students of the Polish School of 
Medicine at the university. Sir Thomas Holland, the vice- 
chancellor, presided and the degrees were conferred with the 
authority of the Polish government by Prof. A. T. Jurasz, 
dean of the Polish faculty of medicine. The new Polish 
graduates were Miss Jadwiga Mickiewicz of Warsaw, Second 
Lieutenant Stanislaw Schta, Asp. Wladyslaw Kazimierz 
Gatuszka and Asp. Ferdinand Solich, all of Cracow. 


22nd General Hospital R.A.M.C. 
The fifth week-end course in war medicine will he held at 


this hospital on Jan. 3 and 4. The visiting lecturer at this 
course will be Mr. H. Morriston-Davies. 


ARTHUR.—On Dec. 4, at Wolverhampton, 


- BoLramM.—On Dec. 7, at Gosforth, Newcastle-on-Tyne, 


Professor Lyon was | 


Medical Honours x 


The M.B.E. has been awarded to Dr. W. L. M. Bigby and 
Dr. John Findlay. be 

Dr. Bigby, who is assistant medical officer for civil defence at 
‘Southampton, has worked long hours helping to extricate a 
people and has several! times entered wrecked buildings to relieve 
-the suffering of the injured. 

Dr. Findlay, who is in charge of a first-aid post at Peterhead, 
was thrown to the {floor and injured when a bomb burst, but at 


grave risk to himself he crawled under debris and gave injections 
to three casualties. =- 
Posthumous Honour 

The Royal Meteorological Society has awarded the Symons 
gold medal for 1942 to Dr. J. S. Owens, whose death was 
recorded in our columns last week. 


King Edward’s Hospital Fund 

This year the fund is again distributing £300,000 among 
the voluntary hospitals of London. The fund is now propos- 
ing, with the help of the Nuffield Trust, to extend the work of 
its nursing recruitment service to provincial training schools. 


West Ham Practitioners Coérdinating Committee 
The discussion group of this society will meet for the first 
time on Tuesday, Dec. 23 at 2.30 P.m., at the Y.M.C.A. Hall, 
Woodgrange Road, Forest Gate, E.7, to consider the exten- 
sion of the panel system versus an all-out state medical 
service. Dr. A. V. S. Davies will speak in favour of an 
extension of the panel system, and Dr. R. N. Brandwood will 
advocate a state medical service. Practitioners from adjoining 


BIRTHS 


the wife of Squadron- 
R.A.F.V.R.—a daughter. 

to Dr. Gertrude Bonnella (née 
George Bonnella, of Chinnor—a 


Leader Hugh Arthur, F.R.C.S.E., 
BONNELLA.—On Dec. 11, at Oxford, 
Afoumado), wife of F. 

` daughter. 


the wife of 

Dr. Mason Bolam—a daughter. 

BRYAN.—On Dec. 4, at Plumstead, Capetown, thewife of Dr. T. B. L. 
Bryan—a son. 

DANIELS.—On Dee. 13, at Grantham, the wife of Dr. Mare Daniels 
—a daughter. 

LUNN.—On Dec. 12, at Guildford, the wife of Captain H. Fletcher 
Lunn, R.A.M.C.—a daughter. 

RIORDAN.—On Dec. 7, at Neweastle-on-Tyne, the wife of Captain 
T. P. Riordan, M.B., R.A.M.C.—« daughter. 


Soppy.—On Dec. 13, at Cambridge, the wife of Temp. Major 
Kenneth Soddy, R.A.M.C.—xa daughter. ` 
TnomMas.—On Dec. 3, at York, the wife of Dr. René Thomas—a 
daughter. 
MARRIAGES l 
CUDDIGAN—REDFERN.—On Dec. 10, at Ripley, Simon Thomas 
Cuddigan, M.B., to Betty Redfern. 
Dorry—BoweErs.—On Nov. 29, at Chichester, Charles Allan Gavan 


Duffy, M.R.C.P., captain, 
Lucy Bowers. 


R.A.M.C., to Margaret Marianne 


ILLIOT—Hicks.—On Dec. 9, at Blockley, Glos., Thomas Blliot 
Elliot, F.R.C.S.E., major, R.A.M.C., to Mary Catherine Hicks. 

; DEATHS 
CARMICHAEL.—On Dec. 7, at Lahore, Jobn Carmichael, F.R.C.S.I., 


licut.-colonel, R.A.M.C., retd., of Srinagar, Kashmir, aged 87. 
MooreE.—William David Moore, M.B. 
aged 43. 
Mortron.—On Dec. 10, at Glasgow, Hugh Morton, M.D. Glasg., 
F.R.F.P.S. 


Toronto, Robert Dawson Rudolf, C.B.B., 


Edin., captain, R.A.M.C., 


RuDoLr.—On Nov. 2, in 
M.D. Edin., F.R.C.P. 


SoutHo.—On Dec. 7, at Banbridge, N. Ireland. Frank Montague 
Wilson South, M.R.C.5S., of Peckham. 
Appointments 


CAMERON, DONALD, M.B. Edin.: examining factory surgeon for 
Plymouth East. 

CLEVELAND, A. J., M.D. Lond., F.R.C.P.: medical referee for 
Downham Market, East Dereham, Fakenham, Holt, King’s 


Lynn, North Walsham, Norwich, Swaffham, Thetford and 

Wymondham. : 

LLOYD, ALEXANDRA, M.B. Glasg.: cxamining factory surgeon for 
Stewarton, Ayr. 

MUTA TORRT, S. d., M.B. Belf., D.P.H., : temp. asst. M.O.H. for 

ent. ; 

WILLIAMS, MARJORIE, M.B. Birm.: temp. asst, M.O. (maternity 

and child welfare) for Northampton. 
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The fact that goods made of raw materials in short 
supply owing to war conditions are advertised in this 
paper should not-be taken as an indication that they are 
necessarily available for export. 


Notes, ees sel Åi 


THE STUDENT ON HIS STATE 


THE British Medical Students Association, which is 
the only national organisation claiming to represent 
medical students, and has the status of a faculty com- 
mittee of the National Union of Students, has been 
asked by the Medical Planning Commission to draw up 
a memorandum on the reform of the medical curriculum. 
In order that opinion may be as nearly unanimous as 
possible when the memorandum is drafted, the B.M.S.A. 
suggest that special committees should be set up in the 
_different medical schools to organise wide discussion and 
send in reports. To make this easier, the B.M.S.A. 
have drawn up an outline,’ summarised here, of some of 
the points which it is hoped to cover. 


The emphasis, in medical education, should be on ‘the 
maintenance of health, and the prevention of disease rather 
than on ctre. No suitable student-should be debarred from 
medicine for financial reasons, and all medical schools should 
be open equally to men and women. A state medical 
examination might replace the varying examination standards 
now existing. More full-time salaried teachers should be 
appointed. Vacations for students might be reduced in the 
preclinical years, but should be at least six weeks annually 
during the clinical years. 

The premedical course should provide a broad scientific 
basis. Thus, biology should be taught as a general study of 
_ life rather than as a detailed study of a few forms representing 
specialised ends of evolution ; chemistry and physics should 
be taught with more emphasis on general principles, and the 
course might be widened to include the elements of sociology, 
anthropology and genetics. ' In the preclinical years there 
should be more emphasis on scientific and experimental 
method ; the teaching of anatomy and physiology should be 
coérdinated, and there should be more attention to the 
developmental approach and to surface anatomy ; clinical 
cases should be used to illustrate anatomical and physiological 
principles. 

During the clinical years the teaching of hygiene should be 
incorporated in a fuller course on preventive medicine, and 


psychological medicine should be taught more thoroughly. 


A course in general pathology should be completed by the 
end of the first three months of clinical work. Clinical 
instruction should be organised for small groups rather than 
large classes, and the basic teaching should be in the form of 
tutorials. If attendance at them is compulsory, means must 
1, Students and Medical Education. 2d. 
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be deved to ensure that the standard of formal lietus is 
maintained. The value of the clinical material in hospitals 
under the sector and regional schemes is appreciated, and the 
aim after the war should be to extend still further the number 
of hospitals in which experience can be gained. Finally, 
a hospital education is not felt to be enough; students should 
get experience of general practice either by a system of 
apprenticeship to selected general practitioners or by a dis- 
pensary system similar to that in operation at some Scottish 
medical schools. b 

The B.M.S.A. suggest that members of the various 
medical schools, besides sending in additions to or 
criticisms of the outline, should review the system of 
education’ at their own schools, indicating the hours 
spent at lectures and ward rounds, in the wards and in 
the outpatient departments, and giving their experience 
of the value of work'in base and evacuation hospitals ; 
and should send in a detailed account of the reforms 
they would like to see in their own schools. 


THE DIABETIC FRONT 


THE diabetic clinic of University College Hospital has 
published a handbook giving its war-time diets and 
instructions for diabetic patients (Diabetes in Wartime. 
London : H. K. Lewis and Co. ls.). ‘Prof. H. P. Hims- 
worth’s hand is evident in the book, although his name 
does not appear. The booklet sets out the rules of the 
Food Ministry dealing with extra and substitute rations 
for diabetics, and gives practical advice on special 
identity cards and discs, precautions against shortage of 
insulin and interruption of routine by air-raids, evacua- 
tion and the like. The usual advice to send for medical 
help promptly when a diabetic develops a complicating 


‘illness, is emphasised and the patient is told what to do 


about food and insulin if the doctor is delayed. The diets 
are adapted to the present rationing scheme, and range 


- by steps of 250 calories from 1500 to 2500 calories. 


Two skeleton diets are given at each level and a sub- 
stantial list of alternatives is added at the end. The 
content of these diets in calcium and vitamins A, B,, and 
C is well above the accepted standard requirements. A 
1000-calorie diet for use during recovery from coma and 
another for the temporary invalid or convalescent are also. 
included. The book ends with half a dozen recipes for 
puddings and a ruled sheet onwhich the patient can keep 
notes of his diet, insulin dosage and weight. There is 
only one criticism : the diets aim at a high standard of 
precision in weighing and no alternative household. 
measures are given | for those patients who cannot be 
expected to weigh “an extra } oz. bread and an extra 
4 oz. butter.” , 


THE AUSTIN MEDICAL DEPARTMENT ` 
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The X-ray, resuscitation and treatment rooms opened by Sir David Munro at the Austin works, Birmingham on Dec. 3. 
The new department also contains treatment rooms for men and women, a bathroom, an examination room, a con- 
sulting room, a laboratory, doctors’ rooms and an office for clerical staff and record filing ; it is staffed by three 
doctors and a nurse with experience of radiography, and serves the 25,000-30,000 workers employed. The medical 
officers will investigate health problems and occupational illness, give immediate treatment for major and minor 
injuries and illness, undertake medical examinations, grade a man’s work to his capacity after sickness, and supervise 
the nurses in charge of ambulance rooms throughout the works. 
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HOW IT WAS DONE 


NINE-TENTHS of general practice today is the care of 
anel patients and their dependants ; but in a pleasant 
chatty book! Dr. E. A. Barton recalls the conduct of 
medicine in the spacious manner now passing away—of 
general practice limited to the well-to-do in an exclusive 
neighbourhood. Perhaps this is the very reason why it 
makes such good reading either for the doctor or the 
layman: we rub elbows with great men and women of 
the past and we are not introduced to any social problems 
of the present. That Dr. Barton is a.man of great age is 
evident ; he was a fellow student of Rose Bradford and 
he once went to a dance in Hampton Court seated 
on the knees of his aunt in a sedan chair. But his 
chapter on quacks will be of value to the contemporary 
lavman, and that on medical etiquette to the medical 
profession. And in connexion with etiquette he tells a 
story—proving that though medicine and practice alter 
human nature remains the same—about a man of highly 
strung neurotic temperament, who explained, with 
pantomime, that he endured the agonies of the damned 
‘inthe abdomen. ‘‘ His appetite was excellent, he snored 
like a trombone—so his suffering wife told me—eight 
hours every night without turning, but he suffered 
intensely. There was nothing very mueh wrong with 
him physically : but when a man is so ill as to think that 
he is ill when he is not ill, then he is very ill.” This man 
Dr. Barton saved, not from the abdominal surgeon, but 
from an abdominal physician, a Dr. X who saw nothing 
but duodenal ulcer in every stomach-ache ; for twenty 
years after this incident to the time of his death the 
patient ‘‘ ate and drank anything, slept like the dead, 
but suffered intensely if anybody asked after his pains.” 
But then Dr. Barton belongs to the days when it was 
considered the function of the doctor to protect not only 
the body, but also the pocket of his patient from the 
consultant who ‘“‘ conscientiously and seriously ”? thought 
as Dr. X did. With the development of investigations 
and operations. not to mention psychotherapy, the 
G.P.’s task is harder in this respect than it was forty years 
ago. This book will make an excellent New Year 
present to a doctor, his relations, acquaintances and 
patients. - 
TEAM? OF TWO 


` BREAST-FEEDING is admitted to be an important 
process, whether from the viewpoint of nutrition or 
psychology. The psycho-analyst regards suckling as the 
child’s first erotic experience and one which will leave 
traces later on his character and personality. Dr. 
Merrell P. Middlemore, whose “work ceased with her 
untimely death, wrote her last book (‘‘ The Nursing 
Couple.” London: Hamish Hamilton Medical Books. 
Pp. 191. 7s. 6d.) as an orthodox Freudian analyst, 
- but its chief value may well lie in the detached observa- 
tions of breast feeding which it records and in her original 
comments. Careful observations of the behaviour of 
the suckling are scarce, as Dr. Edward Glover points 
out in his foreword. Dr. Middlemore was fortunate in 
having the chance to carry out her study in the lying-in 


wards of a general hospital, and though this environment | 


does not capture the atmosphere of the home it at least 
ensures that breast-feeding is conducted favourably 
from the nutritional point of view, and thus cuts down 
psychological factors arising from faulty technique in 
feeding. She watched an unselected group of mothers 
and infants during feeding, making no attempt at 
statistical study but recording clinical facts ; and found 
that there are trends in feeding behaviour which occur 
irrespective of the success or failure of the mother to 
give adequate nourishment. She distinguished between 
satisfied and unsatisfied sucklings, regarding as satisfied 
those who sucked steadily by the fourth day of life and 
took 2-3 oz. at most feeds. Those who were unsatisfied 
she grouped as “excited ineffective sucklings”’ and 
‘inert sucklings ’’?; the inert group were further sub- 
divided into the ‘‘simply inert” and the “ irritably 
inert.” Excited ineffective sucklings were fussy, either 
taking the nipple but failing to hold it, or refusing it 
repeatedly for days, or changing their behaviour at 
every feed. Sucklings who were simply inert were lazy 


Barton, 


1. A Doctor Remembers. E. A. 
12s. 6 


M.R.C.S. London: 
Seeley, Service and Co. Pp. 287. d. 


from the start and failed to suck for some days; the 

irritably inert began actively but with many capricious 

tricks and became drowsy after three or four days, 

showing a progressive distaste for the breast, which had 

obviously failed to satisfy them. Recovery from such 
inertia might take place at a single satisfying feed, or 

only gradually, as the child began to take pleasure in 

feeding. Dr. Middlemore speculated on the causes of 
irritable inertia; it might, of course, derive from a 

defect in the nervous arc of the sucking reflex, but is 

far more likely to develop from faulty conditioning. 

Clumsiness in putting the child to the breast, or rough 
handling, may associate sucking with discomfort in his 

mind. It'is characteristic of this group of infants that 
when they pass from the restless to the inert stage they > 
adopt a peculiar immobility which Dr. Middlemore 
likened to the defensive immobility of some hunted 
animals ; it might, she thought, be an example of an 
instinctive fear reaction—in this case fear of rough 
handling—used inappropriately, so that it worked to 
the child’s disadvantage. Further analysis of her cases, 
and other studies on the same lines, may throw as much 
light on feeding difficulties as on mental and psycho- 
logical development. 
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ACROSS . DOWN 

1. What the cell does during 1. Home dairies (7) 
mitosis (7). 2. Yeast in the wrong place 

5. Deadly ace on it (7). (15). 

9. Does it show the mind at 3. A vestment helps one to 
work ? (15). contend (4). 

10. Where you are fed up by the 4. Old Moore or Orion ? (Two 
Italians (4). words, 4, 3). 

11. It takes a horse fo make the 5. The very reverse of poly- 
opening move (5). dipsia se. . 

12. Give one and lose 45 (4). 6. Bear with the French (4). 

15. The Man Behind the Lancet 7. Wrapped in an — — of 


mystery, like the hero of an 


(7). 
16. Oil a bat and show detach- | old melodrama (Two words, 


ment (7). 12, T 
17. Looks after lame ducks and 8. Red head for blast (7). 
is no lamer herself (7). ` 13. This — averages to the 
19. This is hard—as the man statistician, and — income 
said who found it in his to the economist, but it just 
pants (7). — — to me (5). 
21. A hundred more would. 14. Physical training round the 


make a bed for a consulting 


field brings all into the fold 
room (7). (3) 


22. South of a Thames anchor- 17. This movement is achieved 
age heard in the shelter (5). by putting a falso foot fore- 
23. Beheaded, where the boss most (7). 
put the typist; the whole, 18. New breaks the rush (7). 
the result (4). 19. Was the candidate who just 
26. Teutonic version of a scraped through ? (7). 
funereal diagnosis (two 20. Victorian physicians who 
words, 8. 7). were wore (7). i 
27. “ Eggs and Milk ? Sauce! ” 24. Add it to yout list for a 


said Lord Woolton (7). dreamer (4). 
28. °° F” morsed distigures (7). 25. Back quickly (4). 


The solution of the crossword will be given next week. 
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BACTERIAL CONTAMINATION OF 
CEREBROSPINAL FLUID 


WILSON SMITH, 
M.D., DIP. BACT. MANC. 


PROFESSOR BACTERIOLOGY, a 
UNIVERSITY OF SHEFFIELD 


M.A. CAMB. 


A SERIES of cases of meningitis in patients who had 
been subjected to spinal anesthesia in the Sheffield 
Royal Hospital was reported by Barrie. Routine 
bacteriological examinations of the cerebrospinal fluids, 
made throughout the epidemic, had proved negative 
except for three colonies of a gram-negative bacillus on 
one plate, and towards the end of the series one of us was 
asked to investigate the condition. In a note contributed 
' to Barrie’s paper, we reported that circumstantial evi- 
dence indicated a cold-water filter of the Berkefeld type 
as the probable source of infection. This filter supplied 
water in which the lumbar-puncture needles, which had 
been previously sterilised by treatment with formalde- 
hyde, were rinsed before being used. The repeated 
isolation of a small, actively motile, gram-negative 
bacillus from samples ‘of the water proved that the filter 
was faulty. The isolated organism was completely 
non-pathogenic -for laboratory animals; furthermore 
agglutination tests with the sera of convalescent 
failed to yield any evidence that it was ztiologically 
related to the outbreak of meningitis. Nevertheless no 
further cases occurred after the filter had been put out of 
commission. 

We were able to obtain samples of cerebrospinal fluid 
from only two of the later cases. At the time attempts 
to isolate an organism from them, by both cultural and 
‘animal inoculation methods, were unsuccessful. A spare 
portion of one of the specimens however was stored in 
the ice chest at about 4° C. and 16 days later was found 
to be slightly turbid from bacterial growth. Whether 
this organism was the causal agent in the series of 
meningitis cases could not be determined, largely because 
of its extreme instability in suspension which made 
satisfactory serological tests with convalescent sera 

impossible. The facts that it failed to grow on all the 
usual laboratory media except peptone water and peptone- 
water agar, and that temperatures above 30° C. com- 
pletely inhibited its growth, make it much more likely 
that it was merely an accidental contaminant. Further 
study left no room for doubt that it was a water organism 
originally derived from the filtered water used for rinsing 
the limbar-puncture needles. While not:identical with 
the bacillus repeatedly isolated from the water it was a 
closely related strain or species possessing ‘similar 
morphological and cultural characters and showing some 
degree of: serological relationship. Both organisms were 
small actively motile gram-negative cocco-bacilli in 
young peptone-water cultures; they became non-motile 
and extremely pleomorphic in old cultures,’ they fer- 
mented none of the usual carbohydrates, reduced nitrates 
to nitrites and failed to produce indole. They could not 
be identified with any established species. 

On inquiry we learnt that the practice of rinsing 
needles in sterilised water, either to cool them quickly or 
for some other purpose, is common in many hospitals. 
The. results of the investigation of Barrie’s cases 
indicated that this practice may not only lead to 
=- contamination of cerebrospinal fluid at the time of 
collection but may even constitute a serious danger to 
the patient. The present investigation was planned, in 
order to determine the frequency with which specimens 
of cerebrospinal fluid, sent to the laboratory for examina- 
tion, are contaminated with water-borne organisms which 
would be missed by the routine bacteriological methods 
usually relied on and to discover whether the presence of 
_ such organisms in cerebrospinal fluid is always attribut- 

able to the technique of lumbar puncture employed. It 
- comprises the bacteriological examination of 223 
cerebrospinal fluids and of a number of sterilised waters 
in current use at several different hospitals. Finally a 
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1. Barrie, H neet, 1941, 1, 242. 


6174 


MURIEL M. SMITH,* ` 


atients 


few cerebrospinal fluids were examined which had been 
specially collected by techniques esenea to avoid any 
possibility of contamination. |, 


EXAMINATION OF CEREBROSPINAL FLUIDS 


Methods.—Cultures were made from all specimens of 
cerebrospinal fluid received at the laboratory irrespective of 
the purpose for which they had been submitted. Quantities 
varying from 4 to 15 drops, according to the amount available, 
were seeded into duplicate tubes of Witte peptone water one 
of which was. kept at room temperature and the other at . 
37° C. for 7 days. If either tube showed any opalescence or 
other sign of bacterial growth within this period stained films 
and dark-ground preparations were examined and subcultures 
made on fresh peptone water, digest broth, agar and blood- 
agar plates. The organisms isolated were investigated 
sufficiently to place them in one of the groups listed in table 
11; in many cases definite species identification was simple. | 
No attempt was made to duplicate the tests carried out in 
the routine department. After sufficient fluid for the peptone- 
water cultures had been withdrawn specimens were passed on 
to that department for the examinations required by the 
clinicians ;, thus fluids sent in for Wassermann reaction or 
chemical tests only received no further cultural examination 
while those submitted for bacteriological diagnosis were 
cultured on agar and blood-agar plates and the remaining 
portion of fluid incubated, all at 37° C. and for not longer than 
48 or 72 hours. It was no part of our intention to obtain the 
maximum percentage of positive cultures of all types of 
organisms by: the employment of special culture media or 
improvements on the routine technique. 

Results.—The results obtained by ‘prolonged cultiva- 
tion in peptone water at both room temperature and 
37° C. are summarised and compared with those yielded 
by the routine tests in table 1- While 154 specimens 


TABLE I—ISOLATION OF ORGANISMS FROM CEREBROSPINAL 


FLUIDS 
+ Ponang oe 
Cerebrospinal fluids oe SF : i 
A i No. and % - No. and % 
Total examined 223»? | 154 
Growth at— Ea 

37° C. only 30 

RT onl es 15 

RT an@’37° C. 52 a 
Total giving growth 97 (43°5) 57 (37) 
Organisms isolated— 

Pathogenic A is 8 ( 3°6) 42 (27°3) 
Contaminant su ae 89 (39°9) 15 (9:7) 
Sterile aes a 126 (56:5) 97 (63) 
One species only isolated . 89 (39:9) 54 (35°1)- ` 
More than one g : 8 (3°6) . 3 (1°9) 


* These included the 154 specimens also examined by routine 
culture. - RT = Room temperature. 


were examined by both methods an additional 69 were 
cultured in peptone water only. These latter were sent 
to the laboratory for Wassermann reaction or chemical 
tests only and were presumably from patients without 
signs of bacterial infection; their inclusion therefore 
weighted the chances of yielding positive cultures 
against the peptone water (P.W.) group in favour of the 
routine group. Nevertheless the percentages of C.S.F.s 
giving growth of organisms in the two groups showed no 
significant difference—43% in the P.W. group against 
37% in the routine group. This was so in spite of the 


‘fact that meningococci or pneumococci were isolated by 


peptone-water.cultures from only 8 of the 42 specimens 
which were shown by routine culture to contain these 
pathogens. If the organisms that were responsible for 
disease in the C.S.F. donors are excluded from considera- 
tion, the value of the P.W. technique is strikingly illus- 


trated, 39-9% of fluids giving positive peptone-water 


cultures as compared with 9-7% giving positive routine 
cultures. There are several obvious reasons for this 
difference. The amount of cerebrospinal fluid inoculated 
into the peptone-water tubes was usually much greater 
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-than the amount spread over “routine plates and P. W. 


cultures were incubated for 6—7 days instead of the 
routine 2-3 days. Moreover, it will be seen from table 1 
that 15 specimens of O.S.F. contained bacteria which 


grew out in culture at room temperature but failed to 
= grow at 37°C. 


It should be added that many more 


TABLE II—TYPES OF ORGANISMS ISOLATED FROM CEREBRO- 
SPINAL FLUIDS 


f UEA PW culture at | 


Routine culture 


RT and 37°C. | at 37° ©. only 
Contaminant C | 
No. (223) | No. Cot 
and % | and ° 
Wiinidentified spect 23 0 
nidentified species TAs | 
Ps. fluorescens .. tH, (14°8)— | 0 
Staph. albus 33 (14:8) ` \ 8 (5°2) 
Sarcine and z 
Micrococcus tetragenus r 9 (4) 1 
Non-hæmolytic streptococci ~.. 4 1 
Coliform organisms a 11 (4°9) 4 (2°6) 
- Sporing aerobes = af: 3 a 
Proteus vulgaris .. a a 1 0 
Diphtheroids T be ay 0 | 1 
Yeast z a a mee 1 0 
Meningococci and pneumococci | 8 (3°6) 42 (27:3) 
Nil (specimens sterile) 126 (56°5) 97 (63) 


PW = peptone water. 


specimens contained organisms which preferred the 
lower temperature though capable of multiplying to some 
exterit also at 37°C. The majority of .contaminated 
O.S.F.s contained only one bacterial species but a few 
contained two or even three different species. 

Table 1m shows the different types of organism isolated. 
The most striking feature is the frequency with which 
those organisms considered to be water-borne were 
isolated by P.W. culture (14:°8%) and the complete 


failure of routine culture methods to reveal the presence 


of contaminants of this nature in any single instance. 
The water-borne organisms included Pseudomonas 
fluorescens and unidentified species belonging to that 
genus and to the groups Chromobacterium and Achromo- 
bacterium. Many of them showed some degree of 
serological relationship by cross-agglutination tests 
although quite distinct in their morphological and 


TABLE III—ISOLATION OF ORGANISMS 
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cultural characteristiés. Three specie 
by normal human sera to a titre of about. 
sera tested all gave the same result. 6. ones 

Apart from the water organisms — -th com 
contaminants were Staphylococcus — albus (derive d 
sumably from the skin of either- patient or d€ 
coliform bacilli and micrococci. Somewhat 
surprise these species also were isolated from | 
proportion of fluids by P.W. culture Saar: D; 
culture. A 


EXAMINATION OF HOSPITAL “* STERILE ” > WAT TER: S 


On inquiry at four hospitals in and around Shef 
we learnt that in each of them cold sterilised w zater 
used for rinsing spinal-puncture needles im 
before the. operation. Different methods | 
sterilisation were employed, not only in- hes dif 
hospitals but in different units of the same hos) 
technique adopted in each case being traditic 
some instances the job was carried out in the we 
the nursing staff, in others by the hospital _ aborat 
technician, in yet others by the die phe rma s 
In no unit was the destruction of all possible contam 
ants, including resistant spores, ensured by tl i e m eth 
of autoclaving the water at increased pressure. M 
once treated and labelled ‘sterile’? was one : 
sterile until the bottle was empty, no matter 
withdrawals had been made or what time hac 
since it had been first put into commission. In 
cases the time interval between sterilisation — of >O. 
tion of our sample could not be ascertained- eB day 7S y 
the longest recorded. Oee j 
Eleven samples. were obtained, each being č collec 
with a sterile pipette into a sterile test-tube and t 
ported immediately to our laboratory for p. `} 
technique of peptone-water culture and subse egy 
investigation was the same as that used for thera o} 
spinal fluids. The results obtained are sur 
table 11. Six samples were found to be conta 
the other five were apparently sterile Enone bA 
that some of them would have given growths 
variety of culture media -been used. Conta 
specimens were obtained from all four hospita 
hospital A, six specimens were taken ao q 
blocks and two of them were found to be conta 
It is significant that in each of these two cone lz 
note was made at the time of sampling Cate mes bott 
was already half empty.. 
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FROM HOSPITAL STERILISED WATERS 


` 4 nas an here Aite 
g 4 Characteristics of isolated organisms ae 
© = iel ae 2 ~ 
| i E e) b | m D g | . 
© |Hospital ô A g = = a 24 lO = | Water-sterilisation methods 
© e |) s|s|3 | &/] 3 | BS |Pigment) o | 
izi : D a D 5 5 fæl + | o ow 
l LaS AO T n Aa E | 9 | 
| 2 | “sei les 
A | Bottle kept for 3. hr. in bath of boiling water. ple 
Block 1 | | 34} hr. after sterilisation, ae 
2 A +|ca/ =] +i =| — | NO — + |++_ Winchester in bath of boiling water. Most of contents ab 
| Block 3 | | | used at time of sampling 7 days after sterilisation. 
à | | r ae . 
OAAR | Tee | | - | Bottle kept for 14 hr. in bath of boiling water. Samples taker 
| Block 4, | | | 2 days after sterilisation. < 
4) A |+|æœæ| — +|- -=| no | Yellow) — | + | Winchester in bath of boiling water. Half contents a 
| Block 9 | | at time of sampling 2 days after sterilisation. vr- o pis 
eg pale — | . | Winchester in bath of boiling water. Unused beto: e samplin 
| Block 9 | | | ő hrs. after sterilisation. b 
| | Í 
GT A — | | . | Water filtered, then heated in steriliser ‘to: 200°C. 
. ‘Cas; taken direct from steriliser. 
| dept | 
| | ran 
7 | B + | 0B. =| + — | =| NO — | + |++ Tap water boiled in kettle for 5 min. ; then poured int D ast ar 
| Ward 1 R =| =| =| — | Alk | Orange |+ +| + bottle. Bottle about half full when sampled. EN Ez 
| | | | | | - Te 7 
Seip 2 AB +/ cB = |i m |i | Ne — | + i++ Ditto. es 
| Ward 2 | | | | | T 
| | | 
9 | © +| R =- | =| —| — | Alk — ++! + | Autoclaved Winchester filled direct from a Stokes s S till, 
| almost empty at time of sampling. Pipi 
10 | D |- | ‘Jug sterilised in a boiler for 20 min. then ‘alea from kettle 
| | covered with jackonette. Full at time of samy ng ja 
11 | D pa | R | -| +| = | — | Alk | — | Glass-stoppered pot sterilised in boiler for EE fill ad 
| | | | - kettle. Half contents used at time of a 2 - l hr. 
| | sterilisation. : 
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CB = cocco-bacillary ; R = rod-sha Sea“ 


NO = no shane ; Alk = production of alkali. 
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TABLE IV—BACTERIOLOGICAL EXAMINATION OF SPECIALLY 
COLLECTED CEREBROSPINAL FLUIDS 


} 


2 | 3 7 
4 J Result of culture Technique of C. S.F. collection 
n;, A a l 

| Needle e maroon 

n plugged test-tube er 

, A _ Sterile | gloves and mask oe bY 
a ie - operator. atient’ skin 

3} ons Growth E ; diph i washed with soap and water, 

4 < Sterile e | swabbed with spirit and 

5 22 painted witb 10% aqucous 

6 ne " > iodine. Local anæsthetic (2% 

one sie | procaine) injected with auto- 
| ! claved needle and syringe. 

7 | B | Growth +; 2 differ- | Routine technique. Needle 

ent organisms | rinsed in sterilised water (no. 7, 
| identical withspec- ; table 111) Peron’ use. 
ies isolated from , 
| sterilised water | 
| (no. 7, table IlI) | 
$ | C | Growth +; organ- | Needle kept in spirit, rinsed in 
ism identical with sterilised water (no. 9, table III) 
i that isolated from before use. 
i sterilised water | 
| (no. 9, table 11) 

DO 4 & | Sterile Lumbar puncture performed in 
10 ! ,, + operating-theatre with full 
ll ; aseptic precautions. Local 

. 1 anæsthetic given. Needles 


and syringes sterilised by 
boiling at time of operation. 


| 
21% : | 
| 
All. the organisms isolated were similar to some of 
those obtained from routine cerebrospinal fluids. They 
were all gram-negative bacilli or cocco-bacilli, indole- 
negative and fermenting no sugars, but they Showed 
erences in respect of morphology, motility, production 
of. alkali in litmus milk and formation of pigment. 
Direct proof of the transference of such bacteria, from 
water to C.S.F. at the time of spinal puncture is afforded 
by the results from waters nos. 7 and 9 (table 111) and 
C.S.F.s nos. 7 and 8 (table 1v). These C.S.F.s were 
collected through needles which had been rinsed in the 
respective waters and identical organisms were isolated 
from the corresponding specimens. In the case of water 
7 and C.S.F. 7 each specimen contained the same two 
quite different species. 


EXAMINATION OF SPECIALLY COLLECTED CEREBROSPINAL 
FLUIDS 


of the 89 routine C.S.F. specimens contaminated with 
non-pathogenic bacteria, rather more than a third 
contained water-borne organisms and rather less than 
two-thirds organisms which were mostly derived from 
skin and clothing (tables I and 11). It is clear therefore 
that the technique of C.S.F. collection in general and 
- hospital practice is unsatisfactory quite apart from the 
use of so-called sterile water. A small number of 
specially collected specimens was examined to convince 
ourselves that sterile fluids can be obtained provided 
just a little extra trouble-is taken. They were supplied 
from hospitals which had previously sent full quotas of 
contaminated C.S.F.s to the laboratory for bacterio- 
logical diagnosis. The special precautions adopted and 
the results of peptone-water culture are given in table Iv. 
Two of the specimens (nos. 7 and 8) have already been 
discussed ; they were collected by the old technique and 
examined in parallel with the waters (nos. 7 and 9, table 111) 
used to rinse the puncture needles. From them the 
water contaminants were readily isolated. Apart from 
these one fluid only out of ten gave bacterial growth, the 
organism being a diphtheroid probably of skin deriva- 
.tion. The use of boiled or autoclaved needles and 
syringes led therefore, as was expected, to the complete 
elimination of water contaminants and the application of 
reasonable standards of cleanliness prevented other 
contamination except in one instance. 


: ~ COMMENT 
It is clear that spinal puncture is performed in many 
hospitals, and presumably in private practice also, in 
light-hearted fashion without the ordinary measures of 
asepsis which patients and laboratory workers have the 
right to expect. It is probable that this bad practice 


leads, as a rule, to nothing more serious than the 
contamination of specimens withdrawn for laboratory 
tests, but the possibility of operative infection of the 
e meninges is obvious. This danger is, of course, greatly 
increased when material such as anzsthetic fluid is 
injected into the spinal canal. 

The practice of using previously sterilised or filtered 
water for rinsing syringes and needles cannot be too 
strongly condemned, for it is entirely unnecessary and 
the contamination of stock water bottles appears to be 
the rule rather than the exception. The contaminants 
are mostly species which are usually considered non- 
pathogenic, but the outbreak of meningitis reported by 
Barrie strongly suggests that potential pathogens may 
sometimes be present. The pessibility of the transfer- 
ence of infective viruses, like the virus of lymphocytic 
choriomeningitis, in filtered water, though remote, also 
merits consideration. The adoption of simple boiling, 
or better still either oven sterilisation or autoclaving in 
plugged test-tubes, for the sterilisation of needles and 
syringes would at once reduce the number of contamina- 
tions by over a third and eliminate one of the chief 
sources of potential infection. 


SUMMARY 


Of 223 unselected specimens of cerebrospinal fluid 89, 
or 39:9%, were shown to be contaminated with non- 
pathogenic organisms by cultivation in simple peptone 
water at both room temperature and 37°C. Bacterio- 
logical examinations of 154 of the same specimens by 
ei methods revealed contaminants in only 15 or 
9-79 

The peptone-water technique was superior to raqntine 
culture for the isolation of almost all. types of non- 
pathogenic bacteria and was essential for the demonstra- 
tion of water organisms, which accounted for 37% of the 
contaminants. 

Many sterilised waters used in different hospitals for 
rinsing spinal puncture needles and syringes were found 
to be contaminated. 

Direct evidence was obtained that bacteria ‘may be 
-transferred from such water to cerebrospinal fluid at the 
time of operation. 

Of 10 cerebrospinal fluids collected with reasonable 
aseptic precautions 9 were bacteriologically sterile and. 1 
was contaminated with a diphtheroid. 


” We are indebted to Mr. J. Hardman, Dr. K. J. G. Milne 
and Dr. H. J. Barrie for their help in the collection of material. 


TREATMENT OF AIR-RAID ` CASUALTIES * 


JOHN A. SHEPHERD, M.D. ST. AND., F.R.C.S.E. 
s SURGEON LIEUT.-COMMANDER, R.N.V.R. 


THE publication of every experience in the reception © 
and treatment of air-raid casualties is of great importance. 
It is by the pooling and collection of all results, and even 
impressions, that many gaps in our knowledge will be 
filled. At a Service hospital there has been a special. 
opportunity for testing planned resuscitation and opera- 
tive schemes. 


RECEPTION AND RESUSCITATION 


It was found best to admit patients into resuscitation 
wards irrespective of their condition, and then filter them 
through into the operating-theatres or other wards. 
Patients who were obviously severely wounded were 
placed in beds on one side of the ward so that they could 
be examined first. When the first resuscitation ward was 
full admission was diverted to the second. The patients 
were placed between warmed blankets and the clothing 
completely taken off in every case. It was found that 
delay in taking off clothing results in important injuries 
being missed, and the thick, often damp clothing cannot 
be penetrated adequately even by heat from shock cages. — 
Only one examining team was utilised to prevent overlap 
and confusion, and they moved round the ward methodic- 
ally examining the cases in strict rotation. A list for 
operation was made at an early stage, and this enabled 
the operating-tables to be fed within an hour of receipt 


*A more detailed account of these casualties appeared in the 
ma of the Royal Naval Medical Service for October, 1941, 


~ 


. 
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of the casualties. This operating list was of course 
subject to frequent revision, but unless it was begun 
early it was inevitable that it would prove difficult to 
deal with patients in the ‘‘safe period.” We were 
impressed with the necessity for examining the whole 
body from top to toe and it was astonishing how small 
‘but serious wounds could otherwise be missed. The 
- best and simplest method of recording injuries was under 
anatomical regional headings such as head, arms, chest, 
abdomen, legs and spine. | 
The average degree of shock encountered in air-raid 
casualties far exceeded that seen in the casualties of civil 
life. The nature of the injuries and the state of the blood- 
pressure were the best signs of its gravity. Early rapid 
resuscitative measures Were strongly advisable. Severe 
shock had to be tackled whole-heartedly. Besides heat, 
elevation of the foot of the bed on 18 in. blocks, and 
intravenous therapy with blood, plasma or reconstituted 
serum in large doses were necessary. A cannula. was 


always inserted into a vein in cases requiring intensive 


anti-shock treatment over a long period. 

Seriously shocked cases must be given plasma in 
quantity and given it quickly.’ It should be posstble 
to run in two pints of plasma in 20 minutes and further 
quantities up to six pints at rather slower rates as the 
patient’s condition improves. The- blood-pressure is 
usually the best guide to the success or otherwise of 
plasma- or blood-transfusions. If the systolic pressure 


_ does nat rise with three pints given quickly it is unlikely 


that the patient will recover. ‘Patients have been seen 
with systolic pressures below 50 mm. Hg and have 
improved at the rate of 10 mm. Hg for,each pint of 
plasma or blood given. It is useful to maintain a 
sphygmomanometer cuff on the patient’s arm throughout 
treatment and easy to train the ward staff to take the 
systolic pressure accurately. In certain cases admitted 
early after injury the blood-pressure was either main- 
tained or raised for a variable period. In such cases the 
type and degree of injury led one to suspect that a fall 
Was i inent and this could be prevented if plasma was 
een to compensate for the fall in circulating blood- 
volume. 


* frequently ‘used and with obvious immediate improve- 


~ 


ment in colour, pulse, and depth of respirations. If the 
patient did not tolerate the mask it usually meant that 
he did not require oxygen. Many patients asked for 
it to be reapplied if it was removed. Instruction in the 
use -of the mask had been part of the regular training 
of the ward staff. Among other adjuncts to the treat- 
ment of wound shock are the intelligent temporary 
splinting of fractures, especially those of the femur ; 
the utilisation of early skeletal traction under local 
anesthesia in the ward; and the local blocking of 
injured limbs with 1% procaine. ! 
Resuscitation, measures are only temporary in their 
effect in most of these cases. Where operation is 
delayed a patient may reach a peak of improvement and 
then relapse despite all further resuscitative measures. 
Patients must if possible be operated on when on the 
up grade. Approximately. 70%° of the cases given 
intense preliminary resuscitation survived operation. 


CASES ANALYSED 


Total Died 
Head injuries... re oe 35. 4 

Chest injuries .. pg ee 3 2- 
Abdominal injuries TE Ri 8 8 
Compound fractures .. - 22 5 
Simple fractures es .. 34 . 0 

Bomb splinter wounds of soft 

tissue... Pp a 37 0 
Laceration of soft tissues pi 7 0 
Burns fa se ae se 8 0 
Eye injuries Ae ed Pa 4 1 
Minor injuries 71 0 
Unclassified - 16 4 
Total 245 24 


A consecutive series of 245 air-raid casualties aged 
20-50 years, most of whom had previously been healthy, 
are analysed here. Nearly all were admitted within 
1-3 hours of the injuries, and all patients admitted alive 
into the reception wards are included. The death-rates 


Oxygen therapy with the B.L.B. mask was- 


have been calculated up to a period of a week frorh the 
day of injury. The total fatality-rate was 10%. 

Head injuries include scalp lacerations, concussion and 
closed or compound fractures of the skull. Altogether 
there were 35 cases (14% of all cases), 9 being scalp 
injuries and 12 suffering from concussion. The fatality- 
rate was 11%. The diagnosis of these head injuries was 
simple in some cases but in many with other multiple 
severe injuries the degree of shock made it difficult to 
asse8s the cerebral lesion. Accurate neurological ex- 
amination was often impossible in the early stages of 
examination. It was made the rule to take every scalp 
laceration to the theatre for*thorough exploration and 
toilet of the wound. Most of the compound injuries 


of the skull were due to falling debris, and it should be 


moare widely realised that steel helmets are as useful 
indoors as out. There were 8 cases of compound 


‘depressed fracture of the skull, and 6 were fit for opera- 


tion, all of which recovered. 


Abdominal injurie’.—These made a depressing series ; l 


there were 8 cases (3% of the total), of which only 4 
reached the operating-table and all subsequently died ; 
3 of these had hopeless lacerations of the abdominal 
contents and died immediately or soon after abdominal 
closure. In one case, where the liver had been injured 
by a bomb splinter, the patient died .a few days after 
operation from a pneumonic infection and a small 
subhepatic bile-stained abscess. 

Chest injuries.—Of the 3 ‘patients admitted with chest. 
injuries 2 were quite inoperable and died shortly after 
admission. Both these patients had multiple bomb- 
splinter penetrating wounds with other compound 
injuries. The one patient who was successfully operated 
on received a small bomb-splinter wound in his left 
lower chest and the fragment actually lodged in the right 
side of the chest. The only operative interference was 
excision of the entry wound. Hesubsequently developed 
a hemothorax on the right side which was treated by 
aspiration. ` l 

Compound limb injuties and soft-tissue lacerations.— 
These 65 cases made up 26% of the total. The value of 


the closed-plaster method was confirmed. Among its 


other advantages it enabled amputation cases and others 
to be rapidly transferred’ to base hospitals. This was 
found to be particularly important from the patients’ 
point of view, for with the prospects of further nightly 
raids they were apt to be nervous. or sleepless. The 


wounds were widely and thoroughly excised, sutures 


were avoided wherever possible, and tht wounds packed 
with Vaseline gauze. By adopting the pattern technique 


for plastering the limbs much time was saved. A hip 


spica could be applied in 8 minutes. All cases were 
examined radiologically before operation; in this way 


‘the presence of metal fragments was confirmed and their 


type and localisation noted, so that the scope of the 
operation required for excision of the track could be 
assessed. The small penetrating wounds of fascia with 
gross damage of underlying muscle were a real danger 
unless adequately treated. Complete plaster immo- 
bilisation was an essential in soft-tissue limb injuries 
as in compound fractures. 


. There were 36 cases (14% of all cases) of bomb--* 


splinter wounds of soft tissues, 15 of them involving 


-either`the buttock or thigh. The high incidence of such 
. wounds is presumably due to the prominence of the 


buttocks when people throw themselves down for pro- 
tection. There‘were no deaths in the soft-tissue injuries, 
which included: 2 cases of severe local gas-gangrene 
infections ; these recovered after wide local drainage, 
serum and early immobilisation in closed plaster. There 
were an additional 7 cases of lacerations due to glass. 
It was found safe to employ primary suture for these 
inside 12 hours. ' | 
There were 22 compound fractures of the limbs and S 
of these required amputations; 2 patients requiring 
upper-limb amputation recovered, but 4 out of the 6 
patients whose lower limbs were amputated (2 double 
amputations) died. . Subsequent renal failure, with a 
probable associated cerebral lesion, was responsible for 
2 of these deaths. Of the remaining 14 compound 
fractures, including 4 of the femur, all recovered except 
one patient with aortic incompetence who collapsed and — 
died suddenly 24 hours after the injury. Of special 


! 


interest was a case of compound injury to the humerus | 
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in which an acute Volkmann’ s ischemic contracture, 
with all the typical signs, developed 12 hours later. 
The brachial artery was explored and found to be con- 
tracted to a diameter of about } in. in its entire extent. 


Peri-arterial sympathectomy and excision of an arterial | 


segment failed to relieve the arterial spasm. Both legs 
had to be amputated for crush injuries in this case and 
the patient collapsed and died shortly after the operation. 

Simple fractures.—These 34 cases (14% of the total) 
illustrate the great importance of a specialised knowledge 
of the treatment of fractures in air-raid cases. The upper 
and lower limbs received an equal proportion of injuries. 
A patient with a dislocation of both hip-joints and mul- 
tiple pelvic fractures was admitted with severe shock 
(systolic blood-pressure unrecordable) after'a heavy 
mass of concrete had fallen on his sacral region while he 
was bending down. After resuscitation with 3 pints of 
plasma, and early skeletal traction through the tibial 
crests, he recovered. 

Burns.—With certain exceptions burns were treated 
successfully with tannic acid 5°%. and silver nitrate 10%. 
‘This produces a rapid coagulum, an important point 
when many cases have to be treated. Certain areas 


were never tanned—the eyelids, lips, genitalia, ears and 


fingers. Burns of the fingers were treated on light 
‘plaster ‘splints in the position of function with Ambrine 
wax applied on strips of gauze. This method has given 
excellent healing and good functional resulis. where the 
initial injury was not too severe. The bad results attri- 
buted to tanning methods are more likely due to the 
initial damage by the burn. The ambrine wax method 
is, however, much more comfortable, and indeed has 
been applied to other areas. 

Eye injuries.—There were only 4 cases of eye injury 
and in 2 of these the damage was due to metallic splinters, 
for which the affected eyes ; had to be removed. Multiple 


fine Corneal foreign bodies and corneal abrasions accounted — 


for the other 2 cases. 

Minor and unclassified inj ‘uries. There were 71 cases 
of minor injury (29% of the total), most of them having 
minor lacerations, sprains or slight shock. Many 
required X-ray examination. In the unclassified list 
- are included 16 patients (7% of the total), several of 


whom had multiple injuries or had been buried for some. 


time. There were 2 who developed all the signs of a 
crush-syndrome lesion of the lower limb and recovered, 
and 4 cases of blast lung, 2 of which were diagnosed by ` 
X ray. A stout bronchitic man, with no other lesion 
except a fractured radius, died after a hemoptysis which 
suggested a blast lesion. Included in this unclassified 
list are 3 patients with multiple bone i injuries to the trunk 
who died shortly after admission. 

There were 2 cases of spinal-canal injury. Both were 
explored and the missiles removed. The one recovered 
_ fully but in the other there was damage to the cord with 
paraplegia. 

COMMENT i 

Antitetanic serum was given as a routine in all 
wounds including burns; no case of tetanus occurred. 
-Patients with muscle damage were given 8000 units of 
anti-gas-gangrene serum. No definite conclusions have 
been reached on the practical value of chemotherapy 
either generally or locally. During actual convalescence, 
after the study of a number of blood-counts in a series 
of cases, it was found that fresh blood-transfusion is of 
great value in the post-operative period. The import- 
ance of close observation of urinary output and renal 
efficiency must be particularly stressed to the nursing 
staff, especially in amputation cases and crush injuries. 

Post-mortem examinations wherever possible are desir- 
able, but owing to administrative difficulties in obtaining 
the necessary permission much material is being lost. 


SUMMARY ee 
In a series of 245 air-raid casualties the mortality was 
10%. The use of intensive resuscitation measures was 
shown to be fully justified in severe cases of injury, and 
a planned system of resuscitation and treatment is 
advocated. 


ee ee a Ai 


l Dr. Herbert Spencer, who left an estate of £46,000, be- 

queathed £3000 to University College Hospital, £3000 to 
the Medical Society of London, and @ residue to the Royal 
Medical penny Fund. 


- day. 


VITAMIN A AND DARK-ADAPTATION 
EFFECT OF ALCOHOL, BENZEDRINE AND 
VITAMIN C 


SIMON YUDKIN, M.B. LOND., M.R.C.P. 
FLIGHT LIEUTENANT, R.A.F.V.R. 


(Department of Chemical Pathology, University Ones Hospital . 
Medical School) 


THE relation between vitamin A and dark-adaptation 
depends on three known facts. First, vitamin A is a 
constituent part of the photosensitive pigment of the 
rods and possibly also of the cones (Wald 1935, Hecht 
1940). Secondly, most cases of night-blindness are cured. - 
with vitamin A (Hecht and Mandelbaum 1939, Lewis and 
Haig 1940, Edmund and Clemmesen 1936). Thirdly, 
night-blindness can be produced by feeding on a diet 
deficient in vitamin A (Wald et al. 1938, Booher et al. . 
1939). All relevant investigations are based on one or 
more of these facts. Many of the workers who have 
argued as to their truth have used inaccurate methods of 
testing dark-adaptation, either of the ‘‘ recovery-time ” 
type or a similar method (see Dow and Steven 1941 for 
detailed criticism of these methods). The present study 
was undertaken in the hope of throwing further light on 
some aspects of the subject. 


Methods.—Dark-adaptation was measured by the apparatus 
and method described by Yudkin (194]a). The initial part 
of the curve was obtained by using no neutral screen for the 
first few minutes. The vitamin-A content of the blood was 
estimated by the method described earlier (Yudkin 1941b). 


The significance of changes in the dark-adaptation 
curve and the blood vitamin A following any treatment 
must be considered in the light of their normal variation. 

The final rod threshold tested as described on any one 
subject varied by about 0:2 log unit from day to day, 
by about 0-1 log unit in a shorter period of a few hours 
and hardly at all during an hour. The cone threshold, 
pwing partly to the absence of a “‘ fixation spot ” in the i 
instrument, varied more than this—i.e., about 0-3 log unit 
from day to day and about 0-2 log unit over a short 
_ period. The rod-cone transition time varied up to about 
` 2 min. from day to day but less than 1 min. on any one 
These variations are not apparently related to 
fatigue or practice (personal observation) but may be 
related to changes in the blood-sugar (McFarland and 
Forbes 1940). Only differences greater than those 
described can be considered significant in any one case. 
If, however, there are significant changes in several 
subjects after a particular treatment this increases the 
importance of smaller changes in other subjects if they 
are all in the same direction. Also, if several control 
tests have beed made with any one individual, any 
change from these may be significant even if less than the 
notmal range of variation. It is worth noting that 
although the final rod threshold varies in any individual 
by 0-2 log unit, the total variation among normal people 
was found to be 0-3 log unit (for definition of ‘‘ normal ”’ 
see Yudkin 194la). It is possible, therefore, for the . 
values for the final rod threshold of an individual to lie in 
the upper part of the normal (total) range of variation and 
yet show a significant lowering after vitamin-A therapy. 

The resting level of vitamin A in the blood varies by 
about +- 5% over periods of days or weeks, and it is not 
affected by foed unless this is very rich in vitamin A. 
These changes may be due to different degrees of adrenal 
cortical (Malméjac, Chevallier and Choron 1935) or 
medullary (Thiele and Guzinski 1940) stimulation. 

These variations in blood vitamin A and dark-adaptation _ 
are quite independent and may be in opposite directions, 
so that a lower level of blood vitamin A may be associated 
with a better dark-adaptation curve and vice versa. 


EFFECT OF VITAMIN A ON SUBJECTS WITH POOR DARK- 
ADAPTATION 


Effect of a single dose. —Single doses of about 100, 000 
I.U. of-vitamin-A alcohol in gelatin capsules containing 
25,000 I.U. each were given on an empty stomach. 

-The effect on the dark-adaptation curve was followed 
during the next 24—36 hours, or longer if the effect was 
prolonged, food being taken after 3 hours. The dark- 


adaptation was measured at 1, 4, 7, 10 and 24 
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7 pon hours. The 
i results 
obtained 
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— — 3 HOURS AFTER 120000 LU.VITAMIN A 


— 24 HOURS AFTER 120000 U VITAMINA different 


subjects. 
Most 
‘commonly 
there 
was an 
improve- 
ment in 
dark- 


oO 


wa 


tion which 
began in 
about 2 
hours and 
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ia. 1—Dark- -adaptation curve in a neverely deficient 
subject. 


This transitory improvement was some- 
times sufficient to bring the curve of a severely abnormal 


20 235,30 35 


hours the 
curve had 
returned 
to the 
original state. 


subject to within normal limits (fig. 1). The final rod 
threshold, the final. cone threshold and the rod-cone 
transition time were usually all affected. 

_ In one case out of the 24 tested the change was much 
more rapid, the maximum effect occurring within 2 
hours. This recalls the statement by Wald and others 
(1938) that the effect of a single dose of vitamin A was 
noticeable-in about 30 min. and maximal in 150 min. 
The difference in rate of response in hemeralopic cases 


may lie in the different rates at which vitamin A is- 


made available to the retina or in the actual degree of 
vitamin-A deficiency. | ` 

The vitamin A used in these experiments was in the 
form of the alcohol. Two cases were tested after a 
-dose of a preparation containing mostly esters and the 
response was no quicker. 


the alcohol before absorption (Gray, Morgareidge: ‘and 
Cawley 1940). 

. Although the type of response noted above wes the 
usual one, there were others common enough to be 
important. The effect was sometimes even more 
transient than that described, an improvement being 
found only once in the 24 hours ; in other subjects there 
was no response at any time in the 24 hours. 
other hand in some the improvement was much more 


TABLE I—DOSE REQUIRED TO PRODUCE PROLONGED CURE OF 
NIGHT-BLINDNESS 


‘Original 


l ° ` 
Final threshold 

Subject threshold | Dose of aa A | after cure 
(log mul) | required ( | (og ual) 

1 3-72 650,000 | 342 

2 4-11 300,000 3°54 

3 3°84 250,000 | sir | 

4 3-84 - 1,000,000 ! 3-54 

5 4°24 1,600,000 ; 3°54 

G 3:72 270,000 : 3°42 

7 3°93 700,000 3:54 

8 3:93 2,000,000 3°54 


\ j 
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prolonged, the return to the hemeralopic state taking 
several days or even weeks instead of the usual 24 hours. 

Liffect of repeated doses.—Although the different types 
of response described above were ‘obtained on different 
subjects, they could all be seen on any single very 
deficient subject tested after each of several doses (fig. 2). 
Such a case showed no effect at all after the first two or 
three doses of 100,000 I.U., then a very transitory re- 
action was seen. After a few more doses there was the 
usual improvement and relapse in 24 hours. After still 
more doses of vitamin A the return to the hemeralopic 
state took 3-4 days. At this stage a much smaller dose 
produced a result. With further doses the response to a 
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varied in. 


adapta- 


This was not unexpected ih ` 
view of the probability that the esters are changed into 
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single large dose lasted a considerable time (weeks or 
even months). 

These results are of particular interest i in that each of 
them has been obtained by different investigators. Thus 
Hecht and Mandelbaum-(1939) found no change in tests 
done over a period of one day after a dose of vitamin A. 


More recently they (1940) have found transient responses | 


lasting less than one day. Wald and Steven (1939) 
showed that an effect occurred bringing a case within 
normal limits in one day in an experimental deficiency 
and Lewis and Haig (1940) obtained a response lasting up 
to 20 days. In view of the results described here, the 
findings of these workers are not mutually contradictory. 
The variable response also throws some light on the 
irregular results obtained by workers who have given 
comparatively’ small doses of vitamin A (say 10,000- 
20.000 I.U. daily) for 3—4 weeks and have tested the cases 
before and after this. Apart from the use of inaccurate 
instruments the results may have varied-according to 
how nearly cured the cases were after treatment. Those 
nearly cured and tested within 24 hours of the last dose 
would show some improvement, while those still badly 
deficient or tested more than 24 hours after the last dose 
might easily show no response. 

Tests for deficiency.—We may now discuss what tests 
should be used to decide whether a case of clinical night- 
blindness is due to deficiency of vitamin A. Steven and 
Wald (1941) use the criterion of “ threshold lability ’’— 
i.e., the fall from a high to a significantly lower final rod 
threshold after treatment with vitamin A. Theirs is 
the best test so far, but they do not State the doses used. 
In view of the facts described above, the test may be 
improved as follows. 

A preliminary dark-adaptation’ curve is done before any 
treatment. Large doses (e.g. 100,000 I.U.) of vitamin A are 
given daily for 10 days and a dark-adaptation test is done 24 
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Fic. 2—Final rod threshold in a severely deficient subject given 
repeated doses of vitamin A. 


hours after the last dose. (An estimation of blood vitamin A 
on a sample taken about 4-5 hours after any dose would 
show whether the vitamin was being absorbed.) Most 
subjects with poor dark-adaptation due to vitamin-A defici- 
ency will by this time respond to a single dose by an improve- 
ment lasting more than 24 hours and would therefore show a 
significant improvement in the dark-adaptation curve. If no 
response is shown after this dosage another single dose is 
given and dark-adaptation tests done at intervals throughout 
the-next 24 hours. Subjects with night-blindness due to 
vitamin-A deficiency would almost certainly show at least 
a transient improvement at this stage and it could be assumed 
that no response means that the night-blindness is not due. to 
vitamin-A deficiency. If circumstances permit a test should 
be done 24 hours after each dose. This would show -the first 
time a response lasted more than 24 hours and so give some idea 
of the amount of vitamin A required to cause improvement. 


Of 24 subjects with night-blindness tested by this or 
similar means all except:3 were improved. Of these 3, 
1 showed pathological dilatation of the pupil, another 
had well-marked diabetic retinitis, and the third had 
congenital and hereditary night-blindness. Most of the 
hemeralopic subjects were over 40 years old but apart 
from the 3 cases mentioned all the dark-adaptation curves 
could be brought to within normal limits. - 

Latent of hemeralopia and dose of vitamin A needed for 
cure.—There was no relation between the degree of 
night-blindness and the dose required to produce a 
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prolonged cure. Some subjects with a very high threshold. 
required 300.000—400.000 I.U. while some with only 


slight hemeralopia required up to 2,000,000 I.U. (table 1). 

This may have been due to differences in any of the 
stages in the metabolism of vitamin A from absorption to 
the transformation in the retina, or to the possible adapt- 


ation of the retina to a low level of available vitamin A 
over a long period. 


BLOOD VITAMIN A AND DARK-ADAPTATION 


There are two problems in regard to the relationship 
between blood vitamin A and dark-adaptation—the 
` 46 . ` general relation- 
ship in different 
individuals, and 
the relationship 
in single sub- 
jects. 

General rela- 
tionship in differ- 
ent individuals. 
—Lindquist 
(1938) states 
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blood vitamin A 
is less than 70 
I.U. per 100 ml. 
of serum there is 
almost always 
some degree of 
night - blindness 
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Fc. 3 BO ee eee final rod threshold Coord (1940) on 
in 75 subjects. i 
; the other hand 
found no relationship in children. In a group of 
75 cases investigated here there was no general 


relationship. Some of the subjects with less than 70 
I.U. per 100 ml. serum had high final rod thresholds 
(fig. 3) but it is not possible to state definitely that three 
is a level of blood vitamin A above which all subjects will 
certainly have a normal threshold and below which they 
will not. Similarly there is no relationship between the 
level of blood carotene and the threshold, or between the 
sum of carotene and vitamin-A content of the blood and 
the threshold. 

‘Relationship in a single subject.—The results of Pett 
and Le Page (1940) and Steininger, Roberts and Brenner 
(1939) in this connexion are difficult to interpret, because 
both groups of investigators used methods open to 
criticism. There are two ways of studying the problem : 
either by following the changes in dark-adaptation and 
blood vitamin when the diet is deficient in vitamin A, 
or by testing dark-adaptation and blood vitamin A 
during dosing with vitamin A. In this work a study of 
the second type has been made in several cases. The 
results obtained appear to be of three types, depending on 
whether the subject was much deficient, slightly deficient 
or normal. In the first group the vitamin-A content of 
the blood showed a rapid rise to 400 or more I.U. per 100 
ml. serum and a fall to the previous low level by 24-36 
hours. 
or might not show a transient improvement. When an 
improvement was observed it always occurred later than 
the maximum rise in the blood vitamin A. In normal 
subjects there was a similar rapid rise and a fall to the 
original value in 24-36 hours. With these cases there 
was, of course, no change in the dark-adaptation curve. 


The most interesting response, however, was that: 
observed in a partially cured subject. 

This patient, originally much deficient, was given several 
‘doses of vitamin A and the blood vitamin A and the dark- 
adaptation studied after each dose. As with other very 
deficient subjects the blood vitamin A rose rapidly to about 
400 I.U. per 100 ml. serum after 5 hours and returned to its 
original level in about 24 hours after the first three doses. 
The dark-adaptation showed a transient improvement. The 
fourth dose produced a more prolonged effect. There was 
presumably the usual rapid rise of blood vitamin A to a very 
high level a few hours after dosing; the subsequent fall, 
however, did not bring it quite to its original low value in 24 


hours. The fall continued so that the original value was 
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fold change in the level of blood vitamin A. 


that when the: 


The dark-adaptation test of these subjects might ` 
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reached *2 days later. The final rod threshold showed a 
correspondingly prolonged improvement. Further dosing 
similarly produced a more lasting effect on both blood vitamin 
A and the final threshold (fig. 4). 

It seems that when the deficiency of vitamin A is 
partially rectified a dose of the vitamin produces a two- 
The first 
is a “‘ flushing ” effect—a rapid and considerable rise and 


. fall. After this there is a slower fall which may continue 


until it reaches its original. level. 

The results in this case indicate that the improvement 
in- the final rod threshold, though always associated with a 
rise in blood:vitamin A, is related more quantitatively to 
this less transient level of the blood vitamin (fig. 4). It 
appears likely, moreover, that a continuation of the 
dosing would result in a progressively increasing delay 
in the return of the blood vitamin A and final rod 
threshold to their original levels. Eventually, with the 
subject completely cured, this second, slower fall would 
be delayed indefinitely * he now shows the type of 
response which occurs in the normal person. It seems, 
therefore, that in any subject there is a critical level of 
blood vitamin A below which there is a subnormal rod 
threshold ; and the lower the level of vitamin A in the 
blood below this critical level, the higher is the final rod 
threshold within the limits of the normal independent 
variations of the two. On the other hand, a blood 
vitamin A higher than the critical level does not affect 
this threshold. l 


EFFECT OF ALCOHOL AND BENZEDRINE ON 
g DARK-ADAPTATION _ 

There seems to be a widespread belief that alcohol 
improves dark-adaptation, though the literature on the 
subject seems to be limited to two statements. The first 
is the result of experiments by Clausen and others (1940) 
on dogs which showed a rise in blood vitamin A after the 
administration of alcohol.* The second is the statement 
of Pett (1940) that after an evening of alcoholic excess 
many people showed abnormally quick recovery times 
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Fic. 4—Blood vitamin A and final rod threshold in a single 
subject given repeated doses of vitamin A. 

on his apparatus. There appears to be no reference to 
the effect of benzedrine. | 

The effect of these substances were investigated as 
follows. Several subjects, some with a high rod thresh- 
old, were tested together. The final rod threshold was 
tested after 25-30 min. in complete darkness (Wald et al. 
1938, Yudkin 1941a), continuing if necessary until the 
threshold was constant. The substance to be tested was 
then administered and the threshold tested at quarter- 
hourly intervals afterwards (figs. 5 and 6). The final cone 
threshold, the rod-cone transition time and the rate of 
adaptation were then tested together. Having discovered 
the period during which the substance had most effect on 
the final threshold, it was given to single cases and a 
complete dark-adaptation curve carried out at a time that 
was estimated to bring the whole curve into the period of 
maximum effect. A normal curve was also done on each 
case, if possible on the same day, before the test. It was _ 
usually impossible to test any particular part of the curve 


è Clausen, S. W. and others (Science, 1941, 93, 21) have recently 
claimed a similar result in humans. 


- threshold in five cases is shown in fig. 5. 
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Fie. 5—Final rod threshold in 5 subjects 


‘ given 20 ml. alcohol and in a control without 
alcohol. | : 


60 75 0 IS 


more accurately than this, for the reaction did not always 
occur at a definite fixed time. The effect on blood 
vitamin A was determined by estimating a sample taken 
before and at the probable time of maximum effect after 
the substance was given. oo i 
Alcohol.—The dose of alcohol used was 20 ml. in the 
form of 100 ml. sherry. Preliminary testing showed. 


-that there was no difference in the reactioni*whether pure 
‘diluted alcohol or sherry was used, so that the more. 


pleasant vehicle was given. The effect of- the final rod 
It is seen that 
there is a definite improvement in each case even when 


_ the original threshold was very low. The change begins 


-> mum effect of the alcohol. 


almost immediately and continues for about an hour. 
The effect on the rest: of the curve is shown in table I1. 
The alcohol was given half an hour before the test was 
started. It is seen that the part of the curve showing 
most change was not always the same, the divergence 
probably depending on differences in the time of maxi- 
Although the changes were 
not always significant, even the smaller improvements 


were in the same direction and there was no curve which ` 
. Was worse after the alcohol. 


Three cases (12, 13, 14a) 
showed no effect in any part of the curve by this test. 


` In one of these (14a) the alcohol was given on another 


4 


occasion immediately before the test, and a significant 
change occurred in the first part of the curve but passed 
off in about 20 min. (14b). Thevother two cases may have 
shown no response for a similar reason. Loo 
There was no significant change in the blood vitamin 
A in any case. » The results varied in both directions and 
always within normal limits. To emphasise this point 
—that the improvement does not depend on a-comcomi- 


_ tant rise in blood vitamin A—two subjects whose normal 


variations were in the upper part of the normal distri- 
bution curve were given 120,000 I.U. of vitamin A and: 
tested at intervals thereafter. There was no definite 
change in any part of the curves, though the blood 
vitamin A rose to more than 500 I.U. per 100 ml. serum. 
These same two subjects showed a significant effect with 
alcohol. | 

Benzedrine (amphetamine sulphate)—The dose used 
was 5 or 10 mg. on an empty stomach, given half an hour 
before the test. The effect on the final rod threshold is 
shown in fig. 6, and the rest of the curve in’table II. 
Again the parts of the curve most affected varied in 
different subjects. Only one of the subjects tested (9) 
showed no effect in any part of the eurve. The blood 
vitamin A, as with alcohol, showed no significant change. 
The two subjects who showed no improvement with 
vitamin A but reacted to alcohol also responded to 
benzedrine. The effect seemed to be wearing off after 
an hour and a half. The mental effect was greatest 
several hours later but two subjects tested at this period 
showed no change in dark-adaptation. 


VITAMIN C AND DARK-ADAPTATION l 
It has been said (Stewart 1941, Kimble and Gordon 
1939) that vitamin C may produce an improvement in 
dark-adaptation. According to Stewart, who gave 150 
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mg. daily for 7.or 14 days, the 
effect was sometimes seen in 
subjects resistant to vitamin A 
therapy, while in other subjects- 
it was superimposed on a par- 
tial improvement produced by 
vitamin A. It is not stated 
. whether these subjects were 
deficient in vitamin C as shown, 
for example, by “ saturation ”’ 
-© tests. In the present work no 
such effect of vitamin C has 
‘. been observed in any subject. 
' Six subjects with poor dark- 
' adaptation were given 500 mg. 
vitamin C daily for 10 days. 
In none of: these was any im- 
provement noted whereas all 
subsequently became normal 
with vitamin A. Fivesubjects 
with normal curves in the 
upper part of the normal varia- 
bility curve also showed’ no 
_ improvement with this dose, 
In another subject with severe night-blindness the 
excretion of vitamin C was followed during dosing. He 
was found to be decidedly ‘ unsaturated,” requiring 
8 days’ dosing (total 4000 mg. vitamin C) þefore the 
urinary excretion rose significantly. At the end:of this 
time the dark-adaptation curve had not altered. Further 
dosing for 14 days with 100 mg. daily was also with- 
out effect. The subject was then given a total of 900,000 
I.U. of vitamin A over a period of 14 days, at the end of 
which his dark-adaptation curve was normal. -Further 
investigation of the effect of vitamin C is needed. 
| DISCUSSION 
It is not to be expected that vitamin A is the only 
factor affecting dark-adaptation. In a process so com- 
plicated, and involving not only the photochemical 
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Fic. 6—Final rod threshold in 4 subjects given 
-10 mg. of benzedrine and in a control without 
benzedrine. 7S os 
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changes in the retina but the transmission of nerve 
impulses and the interpretation of these in the cortex, 
it is obvious that any link in the chain may be affected. 
Thus lack of oxygen and hypoglycæmia (McFarland and 
Forbes 1940) as well as benzedrine and alcohol all produce 
a change in dark-adaptation, the latter improvement, the 
former deterioration. As we have seen, benzedrine and 
alcohol produce their effect without any corresponding 
change in the vitamin A of the blood. The fact that, 


‘N 


- 


THE LANCET] CAPTAIN HODGSON : 
within the normal range, dark-adaptation and blood 
vitamin. A may vary in opposite directions also shows. 
that. other factors must affect dark-adaptation. More- 
over, congenital and hereditary night-blindness and 
certain diseases. of the retina affect the dark-adaptation 
independently of vitamin A. The only proof that any 


subject has poor dark-adaptation because of deficiency’ 
in vitamin A is the improvement of the dark-adaptation 


curve with vitamin-A therapy. It is essential to use a 
stringent test such as that described if very deficient 
subjects are not to be missed, because of the transient 
effect of small doses on such subjects. In practice, by 
far the commonest cause of a high threshold is deficiency 
of vitamin A and surveys of threshold values in a popula- 
tion show, almost entirely, differences in the state of 
nutrition in respect of this vitamin. 

Even when it is known, however, that vitamin A can 
cure à case it is not known what part of the cycle of 
vitamin-A metabolism is at fault. Any of the stages 
between the diet and the conversion to the retinal pig- 
ment may be affected and any of these conditions might 
be cured by large doses of vitamin A. Investigations 

_ into the different parts of this cycle are very sparse (see 
Patek and Haig 1939, Chevallier and Choron 1938, 
Thiele and Klodwig 1939, Lindquist 1938, May et al. 1940). 

The relation between the blood vitamin A and the 
degree of night-blindness is also complicated. It is clear 
that since vitamin A can improve hemeralopia there 
must be some relationship between the vitamin A 
available to the retina and the curve of dark-adaptation. 
From the results described here it is certain that there is 
no standard level of blood vitamin A which could be used 
as a test for deficiency instead of the ‘‘ threshold lability ”’ 
test. On the other hand, in any individual there does 
appear to be a critical level of blood vitamin A below 
which the final rod threshold is abnormal. Below this 
level, the lower the blood vitamin A the higher the rod 
threshold. Raising the blood vitamin A above this 
level, however, does not improve the final rod threshold. 

It is not known whether the level of blood vitamin A 
bears any relationship to the reserves of the body, as 
found in the liver, or why there should be different normal 
levels of blood vitamin A in different people. 

The mechanism of the action of alcohol and benzedrine 
in dark-adaptation is obscure, nor is it necessarily- the 
same in both. The effects are not related to the amount 
of subjective effect produced and in the case of benzedrine 
the general effects are maximal after the effect on dark- 
adaptation has worn off. They are also not associated 
with changes in the blood vitamin A; in fact, they may 
produce an improvement beyond that possible with 
vitamin A, and threshold values may be found consider- 
ably lower than those met with in even the best normal 
individuals. The use of these drugs, and especially of 
alcohol, for improving dark-adaptation must be con- 
sidered in the light of their other, more povious, effects. 


SUMMARY 


In a subject: with night-blindness due to vitamin-A 
deficiency a single dose of the vitamin may produce no 
improvement, an improvement lasting a few ‘hours, or 
one lasting several days or weeks. 

A severely deficient subject given repeated doses of 
vitamin A will show no response or a transient response 
at first and a more prolonged effect after further dosing. 

The dose of vitamin A required to produce prolonged 
improvement is usually between 300,000 and 2,000,000 
I.U. : This dose is not related to the initial degree of 
night-blindness. 

In testing whether a case of night-blindness is due to 
deficiency of vitamin A possible transient responses must 
be borne in mind. It is necessary to ensure (a) that the 
dose is adequate and (b) that the test is performed at a 
time when improvement is likely. 

There is no standard level of blood vitamin A which: 
would indicate whether a subject is deficient in vitamin 
A or not. 

- In any single individual there is a critical level of blood 
vitamin A. Below this level, the lower the blood vitamin 
A the higher the final rod threshold. 

Alcohol and_benzedrine both produce transient im- 
provement in dark-adaptation without-any correspond- 
ing rise in blood vitamin A. The resulting improvement 
may be beyond that possible with vitamin A. 
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Vitamin C has not been found to improve any subject 
tested even if originally deficient in this vitamin. 


I should like to thank Prof. C. R. Harington for his encour- 
ágement and for the laboratory and other facilities, and Dr. 
A. G. Spencer for his coöperation in some of the preliminary 
investigations, ' 

I am indebted to British Drug Hous Limited for generous 
supplies of vitamin-A alcohol and esters. 
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SIGNIFICANCE OF | 
INTELLIGENCE IN SKIN CASES 


GEOFFREY A. HODGSON, D.M. OXFD 
CAPTAIN, R.A.M.C. (T); GRADED DERMATOLOGIST 


IN a previous paper (Hodgson 1941) I showed that sub- 
normal intelligence was very common among Army 
patients suffering from scabies. - During recent months 
the intelligence of 1002 patients attending a military 
dermatological clinic was tested by the R.E.C.I. matrices 


: (Penrose and Raven 1936, Raven 1939), and allotted by 


a method previously described to one of the following 
grades: (a) very inferior intelligence ; (b) below average 
intelligence ; (c) average intelligence ; (d) above average 
intelligence. 

Every patient who attended the clinic during the period 
suffering from a disease shown in the first column of 
table I was tested in this way. This table also shows for 
each disease the number of patients examined and the 
results of the intelligence test. 

For the purposes of comparison these diseases can be 
classified into three groups: skin diseases ; infestations ; 


TABLE I-—-GROSS FIGURES FOR ALL DISEASES 


. S 


Grade 
_— Cases a) (b) (c) d) 
ery | Below Ay ove 
nf. av. bg av. 
Skin disecases— $ 
Alopecia arcata .. 27 3 8 13 3 
Eczema .. 37 0 7 19 11 
Impetigo .. 43 2 24 39 8 
Pityriasis rosea 12 2 2 7 1 
Psoriasis 48 4 9 25 10 
Seborrheic dermatitis 66 3 | 19 38 6 
Tinea (all cases) .. l 33 2 12 15 4 
Warts (oxcluding venereal) 10 0 3 6 1 
Infestations— 
Scabics : 407 72 155 153 27 
v Pediculosis pubis ` 90 18 32 36 4 
enereal discases— , 
. Gonorrhea 137 24 49 51 13 
Syphilis 62 10 17 22 13 


`N 
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and venereal diseases. Statistical analysis, etiology and 
clinical features all justify this grouping. 

The percentage distributions of intelligence grades in 
the groups and in the control (500 consecutive recruits 


at a R.A.M.C. depot) are set out in table I1 and are com- . 


pared diagrammatically in the figure. 


TABLE II 
— ————— A w ~ ~ 
Grade (per cent.) 
— Cases i 

(a) (b) (c) (d) 

Army intake control— 500 5 19 0 26 
Skin diseases ni zé 306 5 28 3 14 
Infestations + 497 18 38 38 6 
Vencreal diseases 199 17 33 37 13 


It will be seen that “‘ very inferior ” intelligence occurs 
more than three times as frequently in both the infesta- 
tion and venereal groups as in the control group, while 
in the skin group it occurs with no greater frequency than 
in the control. Furthermore, all three groups of patients 
under consideration show a preponderance of subnormal 
intelligence, least decided in the skin group, and so great 
in the infestation group that actually as much as 56% 
fall into the subnormal intelligence grades. Mellanby’s 
(1941) recent emphasis on the personal-contact factor in 
the spread of scabies lends particular interest to the close 


MM VERY INFERIOR 


INTELLIGENCE GRADES BELOW AVERAGE 
Ci} AVERAGE 
ž C: ABOVE AVERAGE 


5% 19% 50% 26% | 
YU 223 ARMY INTAKE 
5% 28% 53% 14% 


A O |." SKIN DISEASES 
18% 38% 38% 6% 
MMMMA______\\::] INFESTATIONS 
7 


33% 37% 


17% 13% 


0 . 
VENEREAL DISEASES 


Distribution of intelligence grades. 


similarity in the intelligence distributions of the infesta- 
tion and venereal groups, especially in view of their 
widely different pathogeneses. 

An investigation of the intelligence distribution of the 
individual diseases which form the groups in this paper 
is in progress. 

I SUMMARY 

‘The intelligence of patients attending a military 
dermatological clinic has been investigated. For the 
purpose of comparison cases were divided into 3 groups: 
venereal diseases, infestations and other skin diseases. 

A high proportion of men with “ very inferior ” intelli- 
gence was found in the infestation and venereal-disecase 
groups. All three groups showed a higher proportion of 
subnormal intelligence than the control and among 
infested patients the proportion of subnormal intelligence 
amounted to 56%. ; 


L wish to thank Lieut.-Colonel P. J. Dwyer for giving 
facilities for this investigation and Prof. M. Greenwood for his 
statistical advice., R 
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OSLER MEMORIAL IN PHILADELPIIA.—The “Old Post 
House ” at Philadelphia General Hospital has been opened as 
a memorial to Osler because it was here that he taught and 
practised pathology when professor of clinical medicine in the 
University of Pennsylvania. The house, which had been 
relegated to the position of the hospital paint shop, has been 
restored through the generosity of Messrs. John Wyeth and 
Brother, so that it resembles as nearly as possible what it was 
in Osler'3 time, and in it hangs the painting by Dean Cornwell, 
also the gift of Messrs. Wyeth, which shows Osler in character- 
istic attitude addressing a group of residents. 


. , MACROCYTIC ANÆMIA : 
IN PREGNANT WOMEN ON THE GOLD COAST* 


. BEATRICE A. S. RUSSELL, 
' M.D. EDIN., F.R.C.P.E.. D.T.M. & H. r 
MEDICAL OFFICER IN THE COLONIAL MEDICAL SERVICE, GOLD COAST 


Tuis paper is based on a study of 100 cases of macro- 
cytic anzmia selected from the records of the Maternity - 
Hospital, Accra, in the ten years (1928-38) after the - 
hospital was opened; 38 of the cases were under my’ 
care. The cases constituted about 1% of the total in- 
patients, but since only severe and definite cases are 
included this figure does not represent the full incidence 
of the disease. I have included cases complicated by 
malaria and hookworm and some cases with concurrent 
urinary infection. In all these the anæmia was so 
profound that I had no hesitation in considering them to 


be primarily cases of macrocytic anemia of pregnancy. 


. CLINICAL HISTORY . 
Detection of anemia among the dark-skinned by 
inspection alone is difficult, and slight cases tend to 
escape notice. The prevalence of anæmia in 481 
unselected cases attending the maternity hospitals in 
Accra and Kumasi is shown in the table. Macrocytic 
anzemia, in my 38 cases, appeared to develop rapidly ; 
the duration of symptoms was seldom more than a 
fortnight. In one or two cases admitted to hospital 
on account of other conditions, severe macrocytic 
anemia was observed to develop within a few days. 


A primipara of 32 weeks maturity, complained of general 
pains and headache ; the hemoglobin on admission was 55% ; 
six days later it had dropped to 389%, and the red-cell count 
was 1,360,000 per c.mm. 


Age-incidence cannot be given, because the patients 
do not know their ages; 64 were primipare and 36 
multipare ; thus in the Gold Coast multiparity is not an 
important factor in etiology. The stage at which the 
anæmia developed, in the 106 pregnancies of these 100 
women, was as follows : 


Maturity in weeks Cases | Maturity in Weeks Cases 
Under 20 3 31-35 26 
20-25 18 | 36—40 13 
26-30 40 | Unknown 6 


Thus 29 cases occurred in women of less than twenty- 
eight weeks’ maturity, showing that the disease was not 
uncommon prior to the last trimester period. 

Concurrent infections.—The history of yaws was posi- 
tive in 18 and negative in 79 cases ; 3 were unrecorded ; 
but since the history depended entirely on the statements 
of the patients these figures are not necessarily—or 
even probably —correct. The Wassermann reaction was 
investigated in 53 and was found to be strongly positive 
in 11, and positive or faintly positive in 7. This does 
not differ significantly from the positive-Wassermann 
rate of the population as a whole. which is about 32% 
(Medical Research Institute, Accra). 

Malarial parasites were present in 29 cases. The 
incidence of hookworm and urinary infections is noted 
later. Ta 

These observations may be compared with the figures 
obtained in the routine laboratory examination of in- 
patients in the Accra maternity hospital shown below : 


Malaria 
Blood examinations : 6925. 
Malarial parasites present in 27%. 
Wassermann Reaction 
Examinations: 5335. Positive Wassermann rate 32° 


fo 
wi 
~O 


Fæces 
Examinations : 1372. Ascaris ova present in 17%. 
Ankylostome ova present in 16%. 
Tenia ova present in 1 case. 


SIGNS AND SYMPTOMS 


When the patient is first seen, anemia is usually well 
advanced and she is complaining of one or more of the 


* Abstract of a thesis presented for dçgrec of M.D. University of 
Edinburgh, October, 1939. 
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symptoms of anæmia : breathlessness, palpitation, weak- 
ness or giddiness. Other common complaints are of 
swelling of the feet and cough. Sometimes there is no 
complaint of ill health, and at other times the complaint 
may be of fever, dysentery or the passage of scanty 
urine. The patients are usually well nourished. The 
severe anemia is characteristically associated with a 
slight blurring of the features, due to oedema of the face. 
Frank oedema of the feet is common, and this may extend 
up the abdominal wall. There may be a faintly icteric 
tinge of the conjunctiva, but this is usually associated 
with concurrent malaria. The tongue may be sore, or 
moist and white and indented by the teeth. Sore mouth 
is not more common in these cases of macrocytic anzemia 
than it is in the pregnant population as a whole. The 
temperature is usually raised ; pyrexia was present in 82 
of the cases considered -here. 


rapid pulse and soft blowing systolic murmurs over the 
preecordia. @Œdema was noted in 38 of the 100 cases. 
The respiration-rate is raised in severe cases, and a 
constant, loose, exhausting cough may be present, 
accompanied by moist rales in the chest; cough was 
present in 24 cases of the series. Enteritis may be severe 
and misleading, but clears up as the general condition 
improves. 
splenic enlargement was recorded in 11 cases. No 
sign of involvement of the nervous system was 
observed. = l 
¿e Faces and urine.—The fæces were examined in 85 
cases. Ascaris ova were found in 17, hookworm ova in 
16, Entameba histolytica in 2, trichuris ova in 2 and 
strongyloides larvæ in 2; E. coli was present in 7 cases 
and flagellates in 15. Flagellates are as a rule seen in 
patients who are debilitated, but there seems little reason 
to consider them as the cause of the enteritis which is so 
often present in macrocytic anemia. Albumin, pus 
organisms and even casts may be present in the urine. 
Infection may have some rôle in causation, but the urine 
clears as the general health improves. Albuminuria 
was present in 54 cases in the series, and micro-organisms 
were found in 9 of the 25 cases in which the urine was 
examined bacteriologically. Schistosome ova were 
present in 2 cases. 
Blood picture.—There is a considerable reduction in the 
number of red cells. When the case is first seen the 
count is commonly about a million per c.mm. In 
several cases the count was below this figure; first 
blood-counts done in 106 pregnancies in the 100 women 
in the series gave the following results : 


. Red cells (millions) Cases | Red cells (millions) Cases * 
0:-4-0°7 7” 2 i 1-5-2 ~ 28 
0-7-0-9 2 2-2-35 12 
0-9-1:2 27 on: No record l 3 
1:2-15 922. i; 


In many of these the patient recovered. The colour 
index was over 1 in 78 cases and between 1 and 0-8 in 28. 
Blood films were examined on 294 occasions: red cells 
with a diameter of over 7:5 pu were observed in 78 
(26%); polychromasia in 10 (1%); cells deficient in 
hemoglobin in 79 (27%); poikilocytosis in 1 (0°3%); 
anisocytosis was usual and in most cases macrocytes 
were present; normoblasts and megaloblasts can 
usually be found and may be numerous. In one case 
there were 9000 white cells per c.mm., with Hb 22%, 
900,000 red cells per c.mm. and 7 normoblasts and 7 
megaloblasts per 100 white cells. The film in macro- 
cytic anemia differs from that of true pernicious 
anæmia in the rareness of poikilocytosis. Sickling of 
the red cells was found in 2 of 9 cases examined for this 
condition. Since the rate for pregnant women as a 
whole is 138% . (Medical Research Institute, Accra), 
this result appears to correspond with the average. 
The leucocytes are seldom increased, and the differen- 
tial count showed no significant variation from the 
normal. The inversion in the proportion of polymorphs 
and lymphocytes mentioned in the literature was ob- 
served only in one fatal case. Primitive white cells were 
occasionally observed. 
l The van den Bergh reaction was carried out in only 3 
-cases. The direct reaction was negative in all 3 and the 
indirect positive, which conforms with the general findings 
in this disease. i 


place. 


; " that of untreated cases. 
There is considerable breathlessness on exertion, a . 


The liver and spleen may be enlarged ;- 


COURSE 


Without treatment the condition progresses rapidly— ~ 


in a few days the patient may become comatose and die. 
On the other hand, many cases tend to be cut short by 
the onset of premature labour. The woman may die 
during labour or in the first day or two of the puerperium, 
but if she survives this period recovery often sets in and 
may be as rapid as the progress of the illness in the first 
In most cases labour is premature, rapid and 
singularly bloodless. The uterine muscle does not seem 
to be weakened, and provided the cardiac muscle does not 
fail birth is swift. 
rates are high. The puerperium tends to be febrile 
and sepsis added to the anzmia seriously affects the 
chances of survival. . | 

The history of cases treated in hospital contrasts with 
The patient was considered to 
be in a critical condition if the hemoglobin was below 
20%, but even then response to treatment was usually 
rapid and gratifying. Twenty-four hours after admission 
the patient may look, if anything, more bloodless than 
when first seen; after forty-eight hours of liver treat- 
ment, however, one caf say definitely that improvement 
has begun, even without blood-examination. Faint 
flushing of the conjunctive is a sign which makes the 
clinician feel satisfied about the patient for the time 
being. - Every day thereafter improvement is apparent ; 
blood-examination a week after admission shows a gain 
of at least half a million in red cells, and of 5-10% in 
hemoglobin. The next week should show the same 
advance, especially if iron has been added to the liver: 
treatment. At the énd of a week the cedema and cough 
should have almost disappeared. The temperature 
settles down in ten days or so, and intercurrent gastro- 
intestinal and urinary complications usually recover as 
the anemia improves. At the end of the first week the 
patient feels much better, and in two weeks she becomes 
restive. Probably she may be prevailed on to stay 
another week in hospital; a few very severe cases have 
remained even longer. By the end of three weeks 
improvement is so pronounced that the patient is allowed 
to go, usually with instructions to continue to take liver. 
This advice is rarely followed, but in those cases where a 
follow-up was possible it was found that the anzemia. did 
not return in that pregnancy. Once response to treat- 
ment is definitely established labour rarely gives rise to 
anxiety. | 

Of this series, 53 patients were delivered in hospital ; 
the puerperal morbidity-rate among them was 34%, the 
prematurity-rate 64%, and the stillbirths and deaths of 
infants within the first week of life, together, 40%. 

A follow-up of the cases after discharge from hospital 
has been carried out as far as possible, but the difficulties 
are peculiar: the people are illiterate and may be unable 
to give their correct names or addresses. As far as can 
be judged these women recover their normal health some 


‘time after discharge from hospital, and relapse has not 


been observed during the same pregnancy. Recurrence 
of anæmia is common, however, in subsequent preg- 
nancies; 10 of the 100 patients were traced through 
subsequent pregnancies, and in 8 of them severe macro- 
cytic anæmia developed in the next pregnancy ; in 1 case, 
though the second pregnancy was apparently normal, 
severe anzemia developed in the third. ; 


PROGNOSIS AND MORTALITY-RATE 


If the patient is untreated, the outlook is bad unless 
labour is early. The prognosis is good under treatment, 
provided the patient is not in extremis when first seen 
and if she is not already in labour. If the hemoglobin 
is not less than 20% and the red cells nat below 1,000,000 
recovery is the rule. One or two patients under my 
care had a much lower hemoglobin value and recovered, 
but such cases cause anxiety for some time, and must be 
considered as critical, especially if they go into labour. 
The prognosis has greatly improved since liver extract 
suitable for parenteral administration has been available, 
but, as might be expected, the patients are so ill that their 


ability to take, retain and absorb liver by mouth is 


uncertain and variable. > 

Acute anzemia appearing for the first time in the puer- 
perium may cause anxiety. (£dema is not severe and 
the question of sepsis has to be considered. Even a 
low-grade infection makes the response to treatment less 


rP 


The infant-mortality and stillbirth | 
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satisfactory, and some of these cases tend to become 
` aplastic in type. 
There were only 5 deaths among the 100 cases treated 
in hospital. This figure is low considering that .the 
anæmia was often severe. | i a 


TREATMENT ° 


Treatment was by rest in bed, full diet and raw liver 
or liver extract by mouth or by injection. If the patient 
could take it, $ Ib. of raw liver was given daily, finely 
minced, with salt and pepper, and eaten with orange 
juice. The patients preferred it to Marmite, and there 
was some evidence that liver was more quickly beneficial. 
In India marmite is the sheet anchor of therapy. It was 
used also in.this series, but only in small doses, which 
probably had little effect. Campolon injections were 

_used in all severe case from the middle of 1935. The 
dose at first was 2 c.cm. injected into the buttock every 
second day for 5-7 injections. -Later it was found that 
this was often inadequate, and that 4 c.cm. daily was 
needed to get a satisfactory result. As the macrocytic 
angemia responds to treatment, the underlying and 
concurrent hypochromic anæmią is unmasked, and a 
useful response to iron takes place. Iron therapy was 
usually started as soon as the initial response to liver 
therapy was well established—that is, in five to seven days. 
Iron was given as one of the scale preparations in doses of 
gr. 30 thrice daily, or in conjunction with arsenic. 
~~ Blood-transfusion has seldom been necessary. Accord- 
_ing to Balfour (1927), when response is tnsatisfactory a 

„small transfusion, intravenously or intramuscularly, 
will give the necessary stimulus towards recovery. In 
the case of a strongly positive Wassermann reaction, it 
is as well to give a course of neoarsphenamine. . 

Induction of labour is seldom required. In a few 
cases, which respond well at first and then remain 

stationary with hæmoglobin and red cells still at very 
low figures, it may be desirable to induce labour in the 
interest of the mother, but the measure is not devoid of 
risk because of the danger of. sepsis developing in the 
puerperium. : 

In cases discharged from hospital before delivery it has 
been impossible to insist on continuance of treatment or 
even to keep track of the patients. Those who could be 
followed up seem to have gone through labour safely 
even without further treatment.. The danger of the 
recurrence of anzemia in future pregnancies can probably 
be reduced by antenatal supervision and by early treat- 
ment of cases showing a low hemoglobin level. 


z _ ÆTIOLOGY 


According to recent literature macrocytic anæmia is 
regarded as a deficiency disease due to lack of the 
hæmopoietic factor necessary to normal blood-formation. 
This lack may be due to several factors of which the three 
most important are : 


1. Temporary lack of intrinsic factor in the gastric secretion 
or to temporary failure of power of assimilation (Strauss and 
Castle 1932, 1933, Vaughan 1938). . 

'. 9, Lack of extrinsic factor or of vitamin B, in the dict. 

~ 3. A predisposing iron-deficiency anemia, believed by some 
writers to be always present before macrocytic anemia can 
develop, and due mainly to unsatisfactory diet (Larrabee 
1925, Strauss and Castle 1935). 


I believe that all of these factors may have some 
bearing on the prevalence of this form of anaemia in the 
Gold Coast. The sick in the tropics are often afflicted 
with two, three or four different pathological conditions, 
and since in any form of ill health the gastric secretion 1s 
seriously concerned, it is not unreasonable to presume 
lack of power of assimilation and perhaps temporary lack 
of intrinsic factor. The diet of the people on the Gold 
Coast is demonstrably poor in vitamin B, or extrinsic 
factor, so that even in health there may be little margin. 
Wills (1939) holds that all cases of anæmia in pregnant 
women associated with less than 90% of hemoglobin 
should be treated. If this is taken as the standard, the 
amount and degree of anemia on the Gold Coast as 
shown in the table is grave indecd. rer 

Another factor may be the presence of liver disease and 
its influence on the ability of the body to store or to 
utilise hemopoietic substance. Goldhamer, Isaacs and 
Sturges (1934) demonstrated that the normal liver stores 
hemopoietic substance, but that if diseased it fails to do 


e 


¢ 


so or is unable to release it. Clark (1936) reported that 
disease of the liver appears 
Nigeria, where dietetic conditions are similar to those on 
the Gold Coast, than itis athome. Heheld, as á result of 
rat experiment, that this is largely due to the poor class of 
carbohydrates, especially cassava and cocoa-yam, which 
are largely consumed. He considered these roots to be 
dangerous cyanogenic substances in the absence of a 


BLOOD FINDI®GS IN TWO GROUPS OF 481 UNSELECTED 
PREGNANT WOMEN WITH NO DEFINITE SYMPTOMS OF ANZMIA. 


/- Group I: 100 women attending hospital at Kumasi. 
Group 1: 381 women attending hospital -at Accra. 
Red cells | Cases Hb (Sahli) | Cases | Cases ' 
(millions) | (group 1*)| | % | (group 1) | (group mt 
ee. r Over 80 5 | 144%) 

o 7-80 33 | 77 (209 
4-5 | 37 Na) 
| 60-70 53 | 172 (45%) 
ia a 50-60 $ 108 (28%) 
2-3 | 7 Under 50 | 1 | 10(3%) 


. 5 Colour meer wT or over in 23; malarial parasites present 
in 23. 


Malarial parasites present in 94. 


sufficient supply of good-class protein ; in some circum- 
stances maize may act in the same way. Fairley and his 
colleagues (1938) found that malaria caused liver damage 
in Macedonia, and malaria is prevalent on the Gold Coast. 

Factors predisposing to macrocytic anemia thus 
appear to be various, but the most important are, I 
believe, the three first mentioned. 

To what extent tropical macrocytic anæmia of preg- 
nancy and macrocytic nutritional anæmia in the non- 
pregnant are the same disease has not been finally agreed. 
Balfour (1927) reported cases which appeared to be 
identical except that pregnancy did not coexist. 
Fairley and his colleagues (1938) suggested that ‘‘ nutri- 
tional ”? rather than “ tropical ? macrocytic anæmia was 
a more suitable term when reporting cases occurring in 
Macedonia. Davidson and Fullerton (1939) refer. to 
nutritional macrocytic anzmia and to macrocytic ansemia 
of pregnancy under different headings. 

My own experience of macrocytic anæmia among non- 
pregnant women in the Gold Coast is too limited to be 
of value, but in the cases occurring in pregnancy the 


. problem appears to be essentially one of nutritional 


defect. ‘From observation of the disease and of the 
prompt relief which follows the administration of liver 


_or liver extract, I consider that macragytic anemia is 


not a disease of pregnancy but a disease associated with 
pregnancy. Pregnancy is the most common and pro- 
longed strain to which young women are subjected ; add 
to this an unsatisfactory diet withthe disorder of gastric 
secretion which is common in pregnancy and the stage is 
set for breakdown in the blood-forming system. In the 
absence of pregnancy the breakdown would probably not 
occur, or at least not occur until a more advanced age. 


SUMMARY 


Severe macrocytic anemia is not uncommon among 
pregnant women on the Gold Coast ; 100 severe cases are 
analysed. / 

In both treated and untreated cases there 1s a tendency 
to premature labour with stillbirth or death of the infant 
in the first week of life. When untreated the maternal 
mortality is high, but if the anemia is not too far 
advanced recovery may be rapid after delivery. If 
anzmia is severe, death rapidly supervenes. 

Macrocytic anemia of pregnancy quickly responds 
to treatment with liver or liver extract, preferably 
administered by injection. The fatality in the present 
series was only 5%. Severe anzmia often recurs in 
subsequent pregnancies. i - , 

The more important predisposing factors are unsatis- 
factory dict, intercurrent disease, especially malaria, 
and hypochromic anzmia. 

Many Gold Coast women are anemic during pregnancy. 
Prevention of this depends. largely on improvement In 
the general standard of living. 
obstetrician must be on the alert to detect and treat all 
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SERUM CALCIUM AND INORGANIC 
PHOSPHORUS IN PARATHYROID TETANY 


THEIR BEARING ON TREATMENT 


J. DOUGLAS ROBERTSON, M.D., D.SC. ST. AND., D.P.H. 
CLINICAL OCOHEMICAL PATHOLOGIST TO THE MIDDLESEX HOSPITAL 


(Courtauld Institute of Biochemistry) 


AMONG the measures recommended in the treatment ' 


of parathyroid tetany by raising the serum caicium are 
the administration of parathyroid hormone, thyroid, 
calcium salts, vitamin D, dihydrotachysterol (A.T. 10), 
lactose, the production of an acidosis, and diets with a 
high calcium to phosphorus ratio. 


Parathyroid hormone.—It is now clear that the chief function 
of the parathyroids is the mobilisation of calcium from the 
hones into the blood-stream. Removal of the parathyroids 
causes calcium to leave the blood, probably to be precipitated 
in the bones, for as was first shown by Greenwald and Gross 
(1925) the sudden fall in the serum calcium in tetany is 
accompanied by a lowering in the calcium excretion. The 
abstraction of the active principle of the parathyroid glands 
by Hanson (1923) and Collip (1925) led at once to its employ- 
ment in the treatment of hypoparathyroidism. Albright and 
. others (1929) showed that injection of parathyroid hormone 
in tetany brought about an abrupt increase in the urinary 
excretion of phosphorus followed by a fall in the blood phos- 
phorus (unless the serum calcium rose above 15 mg. per 100 
c.cm. when the urinary excretion of phosphorus fell and blood 
phosphorus rose); and a gradual increase in the urinary 
= excretion of calcium with a gradual but large rise in serum 
calcium, Several workers have been warned against the em- 
ployment of parathyroid hormone as a routine measure in 
the treatment of tetany on the grounds of the danger of over- 
dosage, of loss of effectiveness or of decalcification of the 
bones if used over long periods, as well as expense. | 

Thyroid.—Kunde, Oslund, Kern (1928, 1931) found that the 
tetany of thyroparathyroidectomised dogs could be temporarily 
controlled by thyroid feeding. After this, Aub and others 
(1932) stated that the administration of thyroid or thyroxin to 
cases of hvpoparathyroidism resulted in a well-marked eleva- 
tion of the serum calcium, and their findings have been 
accepted by Hunter (1930), Shelling (1935) and Means (1937). 

Calcium salts.—The administration of calcium salts intra- 
venously, intramuscularly or by mouth still remains the chief 
therapeutic measure in parathyroid tetany. When a prompt 
response is desired calcium is given intravenously as the 
chloride or gluconate in 10% solutions in doses of 10 c.cm. 
Salvesen, Hastings, and McIntosh (1924), Smith and Stern- 
berger (1932), and Shelling (1935) have found that the maxi- 
mum concentration of serum calcium (as much as 100% 
increase) is reached at the end of thé injection; thereafter 
there is a rapid fall to the previous level in 2—4 hours. Calcium 
gluconate alone can be injected intramuscularly without 
causing severe inflammatory reactions. There is a choice of 
many salts to be given by mouth, but the chloride, lactate and 
carbonate are most commonly employed, the first because of 
its solubility and acidotic qualities which promote absorption, 


the second because of its palatability and the last because of” 


. its high calcium content. | 
Vitamin D and dihydrotachysterol (A.T. 10).—Since Holtz 
(1933) introduced dihydrotachysterol—or A.T. 10 (anti- 
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patients with low hæmoglobin values, in the expectation 
.that by so doing severe anzmia may be successfully 
prevented. i 


I thank the Director of Medical Services of the Gold Coast 
for permission to publish this paper. 
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tetanic preparation 10) as it is sometimes. called—into the 
therapy of tetany a vast literature has accumulated on its 
value. According to McLean (1941) the effects of vitamin D 
and A.T. 10 are similar if given in comparable doses, and 
there is no reason “‘ to attribute a higher degree of specificity | 
or a lesser likelihood of toxicity to dihydrotachysterol than 
to vitamin D.” One milligramme of calciferol is equivalent 
to 40,000 international units of vitamin D, and this is equal 
to 0:1 c.cm. of A.T. 10. Much confusion has arisen over the 
value of vitamin D in the treatment of parathyroid tetany. 
There are two well-defined dosage ranges; the first is anti- 
rachitic (700-1000 I.U. per day), and the second is the dosage 
necessary to raise a subnormal serum calcium (50,000—200,000 
I.U. per day). According to McLean the higher dosage 
of tamin D leads to an increase in the excretion of urinary 
phosphorus, a fall in serum phosphate, and a rise in the serum 
calcium, while both calcium and phosphorus are added to the 
blood by liberation of these minerals from the‘bones. Hess, 
Benjamin and Gross (1931), Jones and Rapoport (1931), and 
Shelling (1931) have shown that the calcæmic effect of vitamin 
D in large doses can be produced without calcium feeding. 
Vitamin D in large doses has therefore two distinct actions— 
it promotes absorption of calcium from the gut and it mobilises 
calcium and phosphorus from the bones. a 
Lactose.—Dragstedt and Peacock (1923) and Inouye (1924) 
stated that lactose-containing diets protected parathyroid- 
ectomised animals against tetany. Greenwald and Gross 
(1929) found this only to be true if large amounts of calciwm - 
are also contained in the diets. Thus lactose acts only by 
making the calcium more available. 
Production of an acidosis.—Wilson, Stearns and Janney 
(1915), using hydrochloric acid, and Boyd, Austin and Ducey 
(1926), and Greenwald (1929), using ammonium chloride, 
studied the effect of acidosis on parathyroid tetany. The 
severity and frequency of the attacks were reduced and this was. 
accompanied by an increased excretion of phosphorus. The 
Anderson and — 
Lyall (1939) found that hydrochloric acid raised the serum | 
calcium of parathyroid tetany above normal. 
Low phosphorus therapy..—The heneficial, effects of a low 
phosphorus, high calcium diet have been substantiated by 
Shelling and Goodman (1934), Ellsworth (1933), and Anderson 
and Lyall (1939), who found that low calcium or high phos- 
phorus diets were conducive to tetany, whereas high calcium 
It would appear 
,that the desirable intake of phosphorus daily is not greater 
than 0:5 g., and with this amount of phosphorus 2 g. of calcium 


‘daily should be taken. In discussing the nature of a low 


phosphorus diet, Shelling has stated it means eating less meat, 
glands, nuts, milk, cheese and yolk of eggs, and more fruit, 
vegetables, white of eggs, carbohydrate and fat. Milk and 


- cheese, which are the chief sources of calcium, also have a 


high phosphorus content., — 


PRESENT INQUIRY 


In the present inquiry, a series of cases of postoperative 
parathyroid tetany (complicating subtotal. thyroidec- 
tomy for relief of thyrotoxicosis) were investigated and 
the effect of thyroid, calcium salts, ammonium chloride 
and vitamin D (calciferol) on the blood chemistry deter- 
mined. By this study it was hoped to rationalise the 
treatment of tetany when it occurs as a complication of 
subtotal thyroidectomy for the relief of thyrotoxicosis. 
In a previous paper (Robertson 1941c) attention has 
been drawn to transient mild postoperative attacks of 
tetany due to trauma or infection. In such cases there 
is a fall in serum calcium which invariably rises within a 
few days or weeks to normal without any calcium or 
other medication. The cases of parathyroid tetany in 
the present inquiry were all chronic ones, ranging from 
34 to 11 years in duration. Fluctuations due to changes 
in the activity of the parathyroids or accessory para- 
thyroid tissue could therefore be reasonably excluded. 
= The chemical methods employed have already been 
described (Robertson 1941a), except for the measurement | 
of the alkali reserve (Van Slyke 1917). In table I are 
given details of the seven cases investigated. Of these, 
two (cases 1 and 7) were unable to continue the investiga- 
tions after thyroid feeding owing to evacuation problems. 
No form of therapy had been received by any patient for 
at least 14 years. The calcium and phosphorus intakes 
were calculated from an average of 7-10 daily dietary 
surveys. The gastric- analyses were normal, and all 
cases secreted free hydrochloric acid after gruel. 
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TABLE I——SUMMARY OF CASES OF PARATHYROID TETANY 


INVESTIGATED 
E. oe Maxi- 
F | ‘Since ae Daily intake A ae 
attac ; secre- 
$ | Age | of | calcium Phos- | tion of | daily 
tetany | tion Calcium phorus noes 
Years g Cao oz. 
1 25 34 1} 0:96 1-08 27 16 
2 51 54 54 |- 0°36 0-92 45 5 
3 38 4 3 ' 0-5. 0-8 30 7 
4 ‘17. 3§ 2 1-2 1°3 24 24 
5 31 11 6 1-16 1:36 18 %0 
6 30 | 3} 2 o L. 1-1 10 .22 
7 44 | ‘ot 2 0:84 . 1-02 16 12. 


* By fractional test-meal using gruel (Beaumont, G. E. and Dodds, | 


EB. C. Recent Advances in Medicine, London, 1941.) 


Thyroid feeding.—The results are given in table m. 
In every instance except one, thyroid administration was 
followed by a fall in serum calcium. The two mean 
values, 8-51-mg. per 100 c.cm. before and 8:01 mg. after 
thyroid, were found to have a highly significant difference 
(t = 4:1, P = 0-001), in spite of the small number of 
cases. The value of t was calculated from the individual 
pair differences. ; 

Employing the same statistical methods no significant 
difference was found in serum inorganic -phosphorus 
‘before and after thyroid feeding (t = 0-6 and P = 0-5). 

In every instance thyroid administration was accom- 
panied by a rise in the serum phosphatase, the mean 
value rising from 4:77 units to 6:16. This difference was 

, found to be highly significant (t = 4:1, P = -001). If 
the serum phosphatases of parathyroid tetany are com- 
pared with the normals previously published. by Robert- 

son (1941la) the two mean values of 4:77 units and 7:795 

units are found to have a highly significant difference 

(t = 3:16, P < 0:01) The two mean values of 6:16 
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It is well established now (Bauer and Ropes 1926, 
Greenberg and Gunther 1932, Freeman, Kant and Ivy 
1935) that in normal people the serum-calcium response 
to ingested calcium reaches its maximum at the end of 
two hours. Preliminary. observations showed that cases 
of parathyroid tetany responded in a similar manner, 
the maximum concentration of serum calcium being 
reached at the second hour. In table Iv are given the 
variations in the serum calcium and inorganic phosphorus 
before and two hours after the ingestion of various soluble 
and insoluble calcium salts. The absorption of an insol- 


~uble calcium salt will depend on its solution by the free 


units for parathyroid tetany after thyroid feeding and — 


7-795 units for normals show no significant difference 
(t = 1:26, P = 0-2). These investigations indicate that 
thyroid administration lowers the serum calcium of 
parathyroid tetany, findings opposed to current belief. 
The serum phosphatase is diminished in parathyroid 
tetany and thyroid feeding raises it to. normal. 
Calcium salis.—In table 111 are the findings after the 
daily ingestion of the equivalent of 3 g. of calcium for two 
weeks. The analyses were carried out in the post- 
absorptive state, and the phosphate, lactate or chloride 


were employed. No significant difference could be de- - 


tected in the level of the postabsorptive serum calcium 
before and after. the daily administration for two weeks 
of these calcium salts m equivalent doses. For phos- 
.phate (t = 0:92, P = 0-4), for lactate (t = 1:28, P = 
0-3) and for chloride (t = 2-11, P > 0-05), the values of t 
being calculated from the individual pair differences. 
No significant alteration in. the serum phosphorus was 
‘found to take place after these various calcium 
administrations. l 


TABLE III —SERUM CALCIUM AND 


hydrochloric acid of the stomach.: Al the cases investi- 
gated had a.normal secretion of free hydrochloric acid. 
Examination of the results statistically, the value of t 


- being calculated from the individual pair differences, 


show that there is no significant difference in the serum 
calcium before and after calcium phosphate (t = 1:54 
and P = 0:1), but that the ingestion of calcium lactate 
and carbonate produced an elevation of the serum 
calcium which was highly significant (for lactate t = 5-27 
and P <<0-001, and for carbonate t. = 4:93 and P «< 
0-001). „The serum inorganic phosphorus was not 
affected by the ingestion of any of the calcium salts. It 
seems, therefore, that the efficacy of a calcium salt in 
raising the serum calcium does not depend on its solu- 
bility (assuming a normal gastric secretion of free hydro- 
chloric acid) but on its acid radicle. : 


TABLE II—EFFECT OF THYROID FEEDING ON SERUM CALOIUSI, 
INORGANIO PHOSPHORUS AND PHOSPHATASE 


| Before thyroid ` After thyroid 
oa ’ © 
2 | S21: g | 28 | + 
T i pS a = bos 3 : 
Case) = | && > = a » ec 
3 z T z 3 = E E P 
© | sales A © Hg A = 
m n 
Eu e ô x © AnA: 
(mg. per 100 A (mg. per 100 a 
. c.cm.) c.cm.) 
1 | 8-2 3-6 54 | —16| 72-| 38 | 77 |+ 2 
2 9 4-0 5-5 + 6 9-0 4:3 -6-4 + 16 
3 9-9 4'3 4 =- 22 9-5 4-1 5-1 +} 11 
4 8-2 5-7 5:2 =- 5 7-9 5-4 8 + 21 
5 6:2 5:5 5:2 — 10 5°6 .5°7 6-3 + 9 
6 9-1 4:2 4:3 + 2 8-4 3°9 4-4 +} 23 
7 9 4:5 3°8 ~ 31 8°5 4-1 5:2 — 7 
Mean 8:51 4°54 4:77 8:01 4-4 6:16 


* Units of King and Armstrong. t Standard of Aub and Dubois. 


Ammonium chloride.—The results are given in table v. 
Three grammes of ammonium chloride were given daily. 
and if it is assumed that complete conversion into urea 
and hydrochloric acid occurred this would be equivalent 
to 2:05 g. of hydrochloric acid or 560 c.cm. of a N/10 
solution. There were no significant alterations in the 
serum calcium (t = 1-005 ; P > 0-3) and serum inorganic 
phosphorus (t = 0:73; P = 0-5) as a result of ammonium- 


_ chloride feeding in doses of 3 g. daily, despite significant 


INORGANIO PHOSPHORUS 


IN THE POSTABSORPTIVE STATE, AFTER INGESTION OF VARIOUS 
«~ CALCIUM SALTS IN DOSES EQUIVALENT TO 3 G. OF CALCIUM 
(7-5. G. PHOSPHATE, 8°25 G. CHLORIDE OR 22:5 G. LACTATE) 


* DAILY FOR TWO WEEKS 


changes in the alkali reserve (t = 2-44; P < 0-05). 


TABLE IV—-SERUM CALCIUM AND INORGANIC PHOSPHORUS 
2 HOURS AFTER INGESTION OF SOLUBLE AND INSOLUBLE 
CALCIUM SALTS IN DOSES EQUIVALENT TO 2 G@. OF 
CALCIUM (5 G. PHOSPHATE, 15 G. LACTATE OB 5 G. 
CARBONATES). 


| | a I Serum calcium Serum pbosphorus G Calcium phosphate| Calcium lactate~ | Calcium carbonate’ 
(Oe. EES ee Pave Co Ree REN gaa 2 Seas Mah, Gunes N A bades à -ie ea a nS Se rep ey 
i aS; 4 : 
CER: al a Serum erum Seruni 
| èc PEA Phos- i Phos- j ; °w) Serum : Serum a Serum hos- 
2 —_ >t phate eee Chloride | Bhate | Lactate | Chloride gS calcium hoon calcium Ore calcium shoras 
oO +3 me os eer —_—_—_—_—— | aa eee N SSS OSE SS eS eae 
2. Zzibla|pial|plajsla; sila] ela{sz Bl a| Bilal; Bilal] sia] Bla B| A 
as oss 2h er eee EA a E E 
| | 0 | (mg. per 100 c.cm.) S| (mg. per 100 c.cm.) 
eee | ee | r i i 
l ' | i ! . 
2 |46)652 9 87 19619 8:8 |97 139 |4 4°5 |43 |37 4214359 | 9.2 43 4:3 9-6 |10:7/4-5 |48]93 |98 |42 | 4-1 
3 48 | 62-3 9-5 |9°3 19-3 (8-7 19 9 4-4 13:7 | 4 4-4 |4 4:3 141787 |} 8-9 |) 4-4 [4:3 93 | 10-2) 4 43 |91 |9°4 | 4°2 4-2 
4 | 641 55-6: 8-2 |7°9 |8°3 | 7:1 |7-9 | 8-3 15:7 | 64 | 6 5916 5:6 137 8 | 8-7 | 5:9 |6°7 | 8:3 110-1) 6 6 8-9 {9-8 | 5-2 | 5-5 
5 | 48; 62-5,6°2 |6°8 | 7-8 | 8:3 |7 8 §°5 14-9 15 6:2 14:5 14:6 142 |838 52 152 7:8. 8-8) 5 51 | 8-4 |91 148 | 4-4 
G6 147/633 96/89 /9 |9 |9 |9 |4238 j [36/4 la [43 j9 [96 E 4-3 8:9 | 9-5/3-9 |39 |9-6 |10 |4 {3-6 
Mean | 8 at 8-32 8-8 | 8-42) 8-3418-8 | 4 4 56! 4-7 08 ssa 54 8-6 | 8 88 4:76] 4-96 8-78) 9-86!) 4-68 4-82) 9-06| 9-62) 4-48) 4-36 
i | 
B = before. A = after. 


—, 


THE’ LANCET] 


Vitamin D (calciferol).—The results are given in table 
v. Im every instance calciferol administration was 
followed by a rise in the serum calcium. The elevation 
» Of the serum calcium was highly significant (t = 12-7 and 
P <<< 0-001) and was present in the postabsorptive 
phase. This rise in the serum calcium ‘occurred in the 
absence of any orally ingested calcium other than that 
provided in the diet. No significant changes occurred in 
the serum inorganic phosphorus (t = 0:8; P = 0-4). 
REGENERATION OF PARATHYROID TISSUE 
In a previous paper, Robertson (1941b) attention was 
drawn to mild forms of parathyroid disturbance, where 
in the absence of the clinical- manifestations of tetany 
the serum calcium fell. Without any form of calcium 
therapy, within a few weeks the serum calcium rose. 
‘Likely causes of this fall in the serum calcium were said 
to be trauma to the parathyroid glands through mani- 


pulation during the operation and disturbance of their- 


blood-supply through oedema, blood-clot or infection. 
When destruction of the parathyroid glands is present 
and tetany appears, steps must be taken to increase the 
gerum calcium. Many workers have raised the question 
of the presence of accessory and regenerative parathyroid 
tissue in the body which might function during tetany. 
When therapy designed to raise the serum calcium is 
being given, it is not easy to determine with certainty 
the part, if any, played by regenerative or accessory 
parathyroid tissue. In table ut of this paper it was 
shown that, in the postabsorptive state, calcium given by 
mouth did not elevate the serum calcium. It follows 
therefore that, if any elevation of serum calcium occurs 
in the postabsorptive state, either regeneration of or 
accessory parathyroid tissue is present. i 

In table vi, observations on twelve cases of para- 
thyroid tetany are set out. Two cases had no treatment, 
nine were given calcium lactate by mouth, and one was 
given a single injection of calcium intravenously. In 
the postabsorptive state none of these forms of calcium 
therapy could explain an elevated serum calcium. In 


TABLE V- 
ORGANIC 


POSTABSORPTIVE STUDY—SERUM CALCIUM, IN- 
PHOSPHORUS AND ALKALI RESERVE AFTER 
INGESTION OF 3 G. OF AMMONIUM CHLORIDE DAILY FOR 
TWO WEEKS. LEVELS OF CALCIUM AND INORGANIC 
PHOSPHORUS AFTER THE DAILY INGESTION OF 2:5 MG. OF 
CALCIFEROL (100,000 I.U. VITAMIN D) FOR TWO WEEKS 


r 


WITHOUT CALCIUM ADDITIONAL TO DIET. 
After ammonium chloride | After calciferol 
Serum Serum \lkali Serum | Scrum 
c calcium phosphorus reserve calcium phosphorus 
ASC = ee = a2 
` | 
il” ok r \ i a) B | A | BY A 
meg. per DAM we: ni.) mg. per 100 c.cm. 
2 8-3 8-3 3 ) 67 4°3 
3 9-3 9-3 1+] 1-4 68 4:2 
f tel 1-8 9 i-d 61 52 
5 8:8 ‘3 1-6) 54 68 | $°8 
6 9 9-2 6 56 4 
Mean | 8:55), 8:18 4:5 | 4°66! 64 | 4:5 
every instance there was a rise in the serum calcium 
above the level during tetany. The mean values of 6-8 


mg. per 100 c.cm. and 8-9 mg. were found to have a 


highly significant difference (t = 5:95; P « 0-001). 
It seems that following tetany there is regeneration of or 
accessory parathyroid tissue. It must be pointed out, 
however, that despite the presence of this accessory 
parathyroid tissue the serum calcium still falls far short 
of normal. There isa very significant difference between 
the serum-calcium levels of the so-called chronic tetany, 


with a mean of 8-9 mg. per 100 c.cm., and of the normals 
published previously (Robertson 1941la) with a mean of 
40-39 mg. (t = 3:32; P < 0-01). 
n DISCUSSION , 
Thyrotoxicosis is associated with an excessive calcium 
excretion, which may lead to an osteoporosis, and a 
~ normal calcium absorption. The calcium excretion falls 
to normal with the cure of the thyrotoxicosis. In para- 
thyroid tetany a diminished secretion of parathyroid 
hormone causes the serum calcium to fall and this is 
associated with a diminished calcium excretion and a 


. 
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TABLE VI-—-SPONTANEOUS REGENERATION OF PARATHYROID 


TISSUE. SERUM-CALCIUM ANALYSES IN POSTABSORPTIVE 
STATE. É : : 
Follow-up 
Serum obseryations 
— calcium 
' durin Since ‘x 7 ‘ 
Case | tetany attack of ist perce Treatment, if any 
| tetany caiqum 
mg. per ; mg. per 
, 100 c.cm. MONLAR LOO c.em. 
a TR 9 ; 
i A i0 9-1 t Oral calcium lactate 
| 1 injection of 10 c.cm. 
2 7°35 62 9 rCalcium Sandoz intra- 
zg 2 : J venously. 
7 3-6 $ 10-4 b Oral calcium lactate 
: tis l 9-6 None 
i : 5 7 1°d 
10) 7:5 e i S | 
l si 12 ) >Oral calcium lactate 
| 3° 9 8 
11 | 4:5 22 7-7 ; : 
12 | 8-7 3 10:2 None 
Mean 6'8 8-9 = 


normal absorption. Treatment of parathyroid tetany 
aims at raising the low serum calcium and this should be 
achieved by some mechanism similar in nature to that of 
parathyroid hormone which controls the release of cal- 
cium from the skeleton to the blood-stream. The raising 
of the serum calcium in tetany by large doses of calcium 
salts appears to be wrong in principle. : 
= When however parathyroid tetany complicates sub- 
total thyroidectomy for the relief of thyrotoxicosis the 
treatment should take into: account two factors. First, 
a demineralised skeleton in need of calcium, and a serum 
calcium requiring elevation. Large doses of calcium meets 
the first demand, but the second is not so simple. The 
disadvantages of injections of parathyroid hormone have 
already been referred to ; thyroid feeding has been shown. 
to lower still further the diminished serum calcium; the 
action of calcium salts is only transitory ; therapeutic 
doses of ammonium chloride while producing a mild 
acidosis were found not to raise the serum calcium. The 
. administration of a low phosphorus diet has been clearly 
shown by Shelling and Goodman (1934) and Anderson 
and Lyall (1939), among others, to be very efficacious in 
raising the diminished serum .calcium of tetany. But 
food restrictions in war-time make it very difficult if not 
impossible to procure a low phosphorus diet, including 
“as it does fruit, vegetables, white of eggs, carbohydrates 
and fats. Further, a low phosphorus diet is combined’ 
with a high calcium intake of at least 2 g. daily. While 
this'intake of calcium can do no harm to subjects with 
normally functioning parathyroids, in tetany with 
damaged parathyroids and a diminished calcium excretion 
it would lead to an unnecessary storage of calcium. 
Some observations reported in this paper confirm 
(Himsworth and Maizels’s findings in 1940) that vitamin 
D (calciferol) can raise the reduced serum calcium of 
parathyroid tetany. When given in adequate doses of 
100,000 I.U. daily it raised the serum calcium despite a 
low calcium and high phosphorus content of the diet 
(i.e. case Lin tables I and v). In view of the nature of 
the disturbed calcium metahboli8m in cured thyrotoxicosis 
and parathyroid tetany, when these diseases occur in the 
same patient a suggested line of treatment would be as 
_follows. ` 

1. Large doses of calcium, such as 7 g. of the carbonate or 
22-5 g. of the lactate daily, should be given for about a year 
postoperatively to correct the demineralisafion resulting from 
the thyrotoxicosis. 

2. The calcium intake should then be reduced to normal 
requirements (0-7-1 g. daily) and calcæmic doses of vitamin D 
given (60,000—200,000 I.U. daily according to McLean (1941). 
The action of vitamin D in such doses ‘resembles that of para- 
thyroid hormone in supplying calcium to the blood-stream 
from the bones. The serum calcium can be determined from 
time to time, thus ensuring that no hypercalcemia results. 


In determining the effect of various therapeutic agents 
on the serum-calcium level in parathyroid tetany aecount 
must be taken of regeneration of, or the presence of 


` 
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accessory, parathyroid tissue. These factors appear to 
come into play during the year after the attack of tetany. 
For comparative studies the blood fọr calcium estimation 
should be withdrawn at standard times in relation to 
food and medicines. 
SUMMARY 


7A series of seven cases of parathyroid tetany of 3}-11 
years’ duration have been investigated. - 

Thyroid feeding depressed ‘the serum calcium and had 
no effect on the serum inorganic phosphorus. The serum 
phosphatase was , diminished in tetany and thyroid 
feeding raised it to normal. 

The ingestion of 3 g. of calcium daily, as the lactate, 
chloride or phosphate, for two weeks produced no signifi- 
cant changesin the serum calcium or inorganic phosphorus. 

Significant elevations of the serum calcium were found 
two hours after the ‘ingestion of calcium lactate and 
carbonate. Calcium phosphate produced no significant 
rise in the serum-calcium level. The ability to raise a 
depressed serum calcium appears to depent not on the 
solubility of the calcium ingested but on its acid radicle, 

Ammonium chloride ‘in doses of 3 %. daily for two 
weeks produced’a mild acidosis, but was without effect 
on the serum calcium or inorganic phosphorus. 7 

Vitamin D (calciferol) in doses of 100,000 international | 
units daily for two weeks produced very significant 
elevations in the serum calcium and was without effect. 
on the inorganic phosphorus. 

After an attack of parathyroid tetany parathyroid 
tissue seems to regenerate. Despite this regeneration or 
the presence of accessory parathyroid tissue the serum 
calcium still falls far short of normal. 

The treatment of parathyroid tetany when it com- 
plicates the cure of thyrotoxicosis should include the 
ingestion of large doses of calcium salts only until the 
decalcification of thyrotoxicosis has been corrected. 
Thereafter the treatment should aim at imitating the 
cation of parathyroid hormone. Vitamin D (calciferol) in 
adequate or calczemic doses had such a therapeutic effect. 


‘I am grateful to Prof. E. C. Dodds for his criticism of this 
Mr. A. L. Bacharach. of Messrs. Glaxo Laboratories 
for generous supplies of calciferol and for help on statistics ; 
Mr.S.H. White and his staff of the Pharmaceutical Department, 
Middlesex Hospital, for much helpful advice ; ; and the honor- 
ary staff of the Middlesex Hospital for permission to investigate 
their cases. 
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ASSOCIATION OF SCIENTIFIC WorkKeERS.—This society is 


: RESECTION OF PANCREAS AND DVODENUM FOR 


- proximal jejunum, and I‘ from bile peritonitis. 


. of metastases at operation or at_autopsy ; 


holding a conference on science and the war effort at the 


Caxton Hall, Westminster, on Jan. 10 and 11. Further 
information may be had from the conference secretaries of 
the association, 30, Bedford Row, London, W.C.1. 
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RESECTION OF HEAD OF PANCREAS AND 
-~ DUODENUM FOR CARCINOMA 


RODNEY MAINGOT, F.R.C.S. 


SENIOR SURGEON TO THE SOUTHEND GENERAL HOSPITAL AND TO THE 
_« ROYAL WATERLOO HOSPITAL, LONDON 


THE first successful resection of the dasdenan auda a 
portion of the pancreas for carcinoma involving the 
‘ampulla of Vater and adjacent: pancreatic head was 
reported by Whipple, Parsons and Mullins (1935). 
Later, Whipple (1958) collected and reported on 11 cases 
in which duodenectomy and partial pancreatectomy had 
been performed for malignant growths localised to the 
lower reaches of the common bile-duct or to the head of 
the pancreas, and of these 6 survived operation. 


The operations were, in many essential respects, similar 
- two-stage procedures. At the first operation, biliary obstruc- 
tion was overcome by anastomosing the gall-bladder to the 
stomach or to a loop of proximal jejunum, after which a 
posterior gastrojejunostomy was performed. The first. 
operation was completed ‘by ligating the supraduodenal 
portion of the common bile-duct and by tying the gastro- 


duodenal artery in continuity in order to diminish the blood-. 


supply to the carcinomatous area. After an interval of 2-3 
weeks, by which time it was hoped that the patient would 
sh 


ow an all-round improvement following an intensive | 


course of treatment, the second operation was carried out. 
This consisted in thoroughly mobilising the duodenum and 
the head of the pancreas by Kocher’s method, transecting 
the antrum of the stomach close to the pyloric ring or dividing 
the beginning of the duodenum between crushing clamps, 
after which the distal part of the third portion of the duodenum 
was divided between enterotomes, and.a generous wedge- 
shaped area of the head of the pancreas, or maybe the entire 
head, up to or including its attenuated neck, was cut away 
together with the attached and now liberated U-shaped 
duodenum. After this wide resection the proximal and 
distal duodenal stumps embraced by the enterotomes were 
oversewn with silk and securely invaginated with purse- 
string sutures. The duct of Wirsung was, as a rule, picked 
up and ligatured, the oozing cut surface of the pancreas 
oversewn with a continuous locking stitch and then finally ` 
sealed off with.an omental graft. The operative field was 
, drained with a strip of corrugated rubber, a Penrdse tube, or 
a piece of guttered plastic glass. In some of the cases the_ 
abdominal. incision was closed with a series of through-and- 
through interrupted sutures of stainless alloy steel wire to. 
guard against the possibility of dehisconge of the wound or 
post-operative eventration. 


Orr (1941) gives a detailed and tabulated ascona of 
all the cases which have been reported to date. Of the 
15 patients subjected to these two-stage radical excisions, 
5 (33-33%) died as a result of the operation, while of the 
‘ remaining 10 patients, 3 later succumbed to metastatic 
implants in the liver, 2 from stenosis of the stoma which 
had been fashioned between ‚the gall-bladder and the 
stomach or between the gall-bladder and a mop zor 
yY 
4 were alive at the time of his publication. These 
figures are so disheartening that one may well ask if 
such heroic measures as partial pancreatectomy and 
duodenectomy for carcinoma are, in fact, justifiable. 
On the other hand, it is well to remember that many of 
` the tumours`of the head of the pancreas and of the 
ampulla of Vater are localised and resectable even at the 
time of the patient’s death ; that 60% show no evidence 
that the 
majority are lethargic in growth and are comparatively 
benign in ‘character; and that in the present state of 
our knowledge radical resection offers the only hope of 
cure. 

In my opinion, success in this difficult field of visceral 
surgery is not likely to be achieved in the future unless 
cases of obstructive jaundice are submitted to inquiry by 
operation more promptly than obtains at the SAA 
time, and until the technical details of the two-stage 

procedure, as so accurately described by Whipple (1938), 
‘Branschwe (1937), INingworth (1939),:Moreland and 
Freeman (1941), and Ransom (1938) are thoroughly 

mastered by abdominal surgeons. Illingworth (1939) 
was the first British surgeon to publish a case of resection. 
of the duodenum and head of the pancreas by this two- 


d 
l 
| 


| 


| 
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* stage method. His patient, after putting up a splendid 
fight, died from bile peritonitis on the 43rd post-operative 
ay. 

The following is an account of a case of carcinoma of 
the ampulla of Vater, in which during the performance 
of a straightforward cholecystectomy for cholesterosis 
and gall-stones a small cancer of the terminal part of 
the common bile-duct unfortunately escaped detection ; 


but 6 months later it was possible to restore the patient 


to health by the radical two-stage procedure. 


CASE-HISTORY 


A married woman, aged 53, was admitted to the Southend 
General Hospital on May 10,,1940, complaining of flatulent 
dyspepsia and attacks of bilious vomiting. She stated that 
for some 2-3 months she had suffered from wind and a feeling 
of distension after meals and that there would be a dull aching 
pain in the pit of the stomach or below the right rib, which at 
times passed through the centre of the back. There was no 
history of jaundice or attacks of biliary colic, although about 
ten days before admission she had had what she described as 
a bilious attack for 2 days, during which time she vomited 
large amounts of frothy, yellow-stained fluid. Her bowels 
worked regularly and the motions were dark brown in colour. 
There were no symptoms referable to the urinary or genital 
tracts. She was a sallow .thin patient in good condition ; 
heart and lungs clear; some tenderness in the region of the 
gall-bladder which, however, was not palpable. 
could be detected in the abdomen. Rectal and vaginal 
examinations were negative. A complete blood investigation 
showed a slight degree of secondary anemia. No abnormal 
constituent could be detected in the urine. A Graham dye- 
test supported the diagnosis of chronic cholecystitis associated 
with gall-stones. A barium meal X-ray examination was not 
carried out, nor were specimens of the stools tested for occult 
blood. - 

- First operation: cholecystectomy.—On May 22 the abdomen 
was explored through a right subcostal muscle-splitting 
incision. The stomach was normal; there was no evidence 
of duodenal ulcer; the gall-bladder appeared normal but, 
contained three small stones. After displaying the three 
ducts, a retrograde cholecystectomy was undertaken. As the 
biliary passages appeared healthy and contained no calculus, 
they were not probed nor was the head of the pancreas or the 
second portion of the duodenum examined. The abdominal 
incision was approximated in the usual manner and a rubber 
drain was led down to the stump of the cystic duct. The 
excised gall-bladder was slit open and examined. It was a 
typical strawberry gall-bladder containing three cholesterol 
stones. Postoperative convalescence was stormy and in 
spite of gastric aspiration with a Ryle’s tube the patient had 
several bouts of intractable vomiting. She rapidly became 
dehydrated and emaciated in spite of intravenous infusions 


and other supportive measures including blood-transfusions. ` 


A barium meal X-ray examination was attempted but this 
failed in its object as the patient collapsed during the screening. 
Shortly after this she improved slowly, the vomiting ceased 
altogether, she gained in weight, and was eventually dis- 
charged to a convalescent home on June 16. . 

She was readmitted to the General Hospital on-Dec. 6, 1940, 
nearly 6 months later. According to the casg sheet, three 
weeks after leaving hospital she had had another attack of 


abdominal pain and this was followed by vomiting. The’ 


attacks became recurrent, 12 days being the longest free 
period. Inthe attacks she got gradually increasing distension 
of the upper abdomen, accompanied by colicky pain; then 
she would vomit large quantities of bitter fluid. She had 
pecognised food taken on the previous day in the vomited 
material. She said she had lost 1} st. in weight in 4 months 
and that she was steadily going downhill. She was pale, thin 
and weary; heart and lungs clear; blood-pressure 110/70 
mm. Hg. Abdomen: scar sound, but much epigastric 
distension and gurgling and splashing sounds elicited on 
palpation. No mass felt. 
=- the pelvis. Bload examination showed a fairly severe micro- 
cytic anemia. The urine was free of bile, but contained a 
trace ofalbumin. Barium meal X-ray examination: stomach 
and duodenum distended, with an appearance suggesting 
either a filling-defeçt due to neoplasm in the second part of 
duodenum, or an obstruction due to bands. 

Second operation: gastrojejunostomy and duodenotomy.— 
On Dec. 8 the abdomen was opened through a long right upper 
transrectus muscle-splitting incision. It was at once evident 
that satisfactory exploration was impossible until the bloated 


No mass - 


Nothing abnormal discovered in. 


Ca 
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stomach, which occupied the entire upper abdomen, was 
deflated. The anesthetist was accordingly instructed to pass 
a small Ryle’s tube through the nostril into the stomach, and 
when this was done the viscus immediately collapsed. The . 
first and second parts of the duodenum were much distended - 
and the muscular coats hypertrophied. On invaginating the 
anterior wall of the second portion of the duoderrum opposite 
the papilla of Vater, a circular ulcer with a diameter of 
approximately 1 in. and with hard everted rolled-over edges‘ 
could be felt projecting into the lumen of the gut. The 
tumour mass could be traced to the adjacent portion of the 
head of the pancreas which was of metallic hardness and 
inflexible. The whole tumour could, however, be pulled 
upwards and moved freely from side to side, and did not 
appear to be anchored to the vulnerable inferior vena cava. 
The anterior wall of the second portion of the duodenum was 
incised for 2 in., and after retracting the edges of the gut with 
Allis forceps and sucking out the contents of the duodenum 
with a suction tube a good view of the interior of the duodenum 
with its contained cancerous ulcer could be obtained. The | 
duodenotomy incision was then closed with a three-tier 
suture and a posterior gastrojejunostomy with a vertical 
stoma was fashioned without the aid of clamps. No enlarged 
lymph-nodes could be felt in the region of the growth, and the 
liver surfacé was smooth and even. “The common bile-duct 
was moderately distended, and I was tempted to complete 
the first stage of the operation by anastomosing the chole- 
dochus to the small intestine. However, after the g§stro- 
jejunostomy the patient was in poor condition, so the abdo- 
minal incision was closed expeditiously with a series of inter- 
rupted floss silk sutures. The gastroduodenal artery was not 
ligated in continuity nor was a fragment of the tumour 
removed for microscopic investigation. The patient had an | 
uneventful convalescence after the first-stage operation and . 
was able to take fluids and semi-fluid nourishment without 
restraint; but towards the end of the second postoperative 
week the conjunctive became noticeably tinted with bile 
and the motions were putty-coloured. . 

Third operation : excision of duodenum and head of pancreas, 
choledochojeyunostomy and entero-anastomosis.—On Dec. 28 
the previous vertical epigastric incision was reopened and the 
silk sutures were removed. The pylorus and the first, second 
and third parts of the duodenum were liberally freed and 
mobilised. The portal vein was exposed and a number of 
tributaries were found running into it from the first and second 
parts of the duodenum. Some of these veins were very large 
and thin-walled. Each was ligatured in two places with fine 
silk, and then divided. The pyloric antrum was transected 
between clamps and the proximal end of the stomach in- 
vaginated and buttressed with adjacent omentum. The 
common bile-duct, ‘which was about the size of my middle 
finger, was cut across low down between hzemostats, and the 
duodenum and the growth were freed from the right side and 
pulled over to the left (medially) together with the head of the 
pancreas. The neck of the pancreas was then divided between 
hemostats, and the remaining stump was oversewn and 
covered with an omental graft. The third part of the duo- 
denum towards the duodenojejunal flexure was severed 
between the crushing forceps, and the distal end invaginated 
with a silk purse-string stitch. The growth, the duodenum 
and the head of the pahcreas were then removed intact. A’ 
loop of proximal jejunum some 18 in. below the previous 
gastrojejunostomy was brought up over the transverse colon 
to the cut end of the common bile-duct and an end-to-side 
anastomosis was performed, two layers of continuous sutures . 
of fine silk being used. After this,a small side-to-side anasto- | 
mosis between the ascending and descending limbs of jejunum 
was made to deflect the intestinal contents away from the 
biliary passages. a te ee R 

The operative field was drained with a large piece of corru- 
gated rubber and the abdominal incision drawn together with 
interrupted sutures of floss silk and deknatel. The ducts of 
the pancreas were not specifically seen after the neck of the 
gland was transected, but were merely oversewn with a 
running mattress suture and protected with a pad of omentum. 

Postoperative progress.—It took the patient about 6 
weeks to recover from this operation. The abdominal 
wound became infected and there was considerable 
discharge of thin purulent fluid through the lower 
portion of the incision. After extraction of the silk 
sutures the wound slowly healed, leaving a raised keloid 
scar. The jaundice subsided in the.third- postoperative 
week. The stools were pale brown and semi-fluid for 
about 17 days, but after that they were well-formed, 
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dark brown and inoffensive. There was no diarrhea. 
The patient was given an alkaline mixture containing 
iron and arsenic.3 times a day; pancreatic extracts ; 
and a semi-solid diet rich in fats, sugars and the essential 
vitamins. 
charged from hospital on Feb. 6, 1941. She was re- 
examined on June 31, when she was well, had gained a 
stone, and was doing her own cooking, On Aug. 6 the 
surgical registrar sawvher and stated that she was looking 
well, The stools were formed, she was taking pancreatic 
extract and having only one bowel action a day with the 
aid of paraffin. | 

Pathologist’s report.—The specimen consists of the 
pyloric end of the stomach, the first, second and about 
half of the third portion of the duodenum, and the whole 
head of the pancreas, a portion of the neck of the gland 
and the lower portion of the common bile-duct. There 
is a circular malignant ulcer with a diameter of approxim- 
ately } in. occupying the second part of the duodenum 
and involving the papilla, the ampulla of Vater:and the 
adjacent head of the pancreas. A probe can be passed 
through the common duct and then through the centre 
of the base of the malignant crater. The carcinomatous 


process appears to have begun either in the ampulla of . 


Vater or in the papilla itself.. On microscopical examina- 
tion, the growth was a columnar-celled, tubular tar- 
cinoma, exact site of origin doubtful. Only a small 
areagpf pancreas was involved in the malignant process. 
7 ia SUMMARY . ° 

The first successful resection of the duodenum and of 
the whole or a portion of the head of the pancreas 
including the neck, for carcinoma involving -the lower 
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She slowly gained in weight, and was dis- | 
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a 


reaches of the common bile-duct and adjacent pan- s 


creatic head, was reported in 1935. 


Since then only 15 patients have been subjected fo | 


two-stage radical excisions. These consisted of a pre- 
liminary cholecysto-entcrostomy or choledocho-enteros- 
tomy combined with gastrojejunostomy and followed 
some two weeks later by a wide resection of the duodenum 
and the head of the pancreas. 

Of these 15 patients, 5 diced as a result of the operation, 

while of the remaining 10 patients, 3 later died from 
metastases in the liver, 2 from stenosis of the stoma which 
had been fashioned between the gall-bladder and the 
stomach or between the gall-bladder and a loop of 
proximal jejunum, and 1 from bile peritonitis. Only 
4 are alive today. 
. - Only 1 case of successful resection of the duodenum 
and a portion of the pancreas involving the ampulla of 
Vater for carcinoma has been reported in Britain. 
patient died on the 43rd postoperative day from general 
peritonitis. 


An account is here given of the radical treatment of 
cancer of the head of the pancreas and of the ampulla 
of Vater by the two-stage procedure, and a case-report 


is presented. The patient enjoyed fairly good health for 
nine months, but died from implants in the liver eleven 
months after the last operation. 
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- Conditioned Reflexes and Psychiatry 


Vol. II.!: Ivan PErRovitcH Pavtov; late director of the 
physiological laboratories of the Institute of Experimental 
Medicine, Leningrad. Translated and edited by W.HORSLEY 
Gantt, M.D. London: Lawrence and Wishart. Pp. 199. 
8s. 6d. i i 


Few psychiatrists have appreciated the zest and 
thoroughness with which Pavlov applied himself to the 
study of their problems in the last eight years of his life. 
His physiological method was valid for this field too, he 
believed, and he set himself to apply the lessons learned 
by animal experiment to the abnormal behaviour of 
human beings, so variously interpreted by psychologists. 
The scattered lectures and articles in which his arguments 
and conclusions were advanced are now brought to- 
gether; whether they can help the clinician to do his 
work better or can stimulate fruitful research is still a 
doubtful question, but the brilliance and ‘honesty of the 
attempt are beyond dispute. No-one would guess from 
internal evidence that these were the writings of a man 
who had been .unacquainted with clinical psychiatry 
until he applied himself to it at the beginning of his ninth 
decade. In 1930 he spoke of the need to promote ‘‘ the 
natural and unavoidable approximation and final fusion 
of psychology with physiology, the subjective with the 
objective. ... The most common example of this 
blending obviously exists in mental diseases.” He 
` therefore made it his business to see a great many psy- 
chiatric cases, but he did not make vain pretensions ; 
thus in 1934 he wrote “ I am no clinician—I have been 
and remain a physiologist—and, of course, at present, 
so late in life, would have neither the time nor the 
possibility to become one.’’ Clinical psychiatrists will 
none the less learn from his suggestions. The book 
follows on the ‘‘ Lectures on Conditioned Reflexes,” 
and the two volumes contain all Pavlov’s published 
lectures from 1903 until his death. The translation 
has been admirably done by Dr. Horsley 
whose years of study and friendship with Pavlov 
qualify him for the task. Dr. Gantt has written, 
as an introduction, a critical appreciation and 
biographical sketch of Pavlov’s closing years which is 
vivid and just. 


1. Volume I, which has been out of print, is now also available. 
(Price 12s, 6d. 


Gantt, ` 


Ophthalmic Nursing 


(3rd ed.) Mavrice H. Wuitine, M.B. Camb. F.R.C.S. 
London: J. and A. Churchill. Pp. 157. 6s. ! 


THE new edition of this popular book should be speci- 
ally useful in training nurses without previous experience 
of ophthalmic work. The early chapters on anatomy 
and physiology are concise but sufficient, except perhaps 
that a fuller description of the orbit would help to clarify 
the relations of the eye and the nose. The second half 


_ of the book gives sound advice on the nursing of operative 


and non-operative cases, and on theatre technique, but 


_ there are one or two omissions ; for example, the actual 


technique for obtaining a conjunctival culture is not 
explained, and the nurse is not told how and when to 
sterilise ocular drops and lotions. The upkeep and care 
of special instruments such as the tonometer, perimeter, 
slit-lamp and Edridge Green lantern should be included, 
since these are maintained by the outpatient nurse, and 


_a description of the ring or Haab giant magnet would add 


to the interest of the book. More emphasis might have 
been laid on the importance of knowing the type. of 
injury commonly associated with an intraocular foreign 
body, and a busy staff nurse would welcome a more 
convenient way of examining the eyes of an obstreperous 
child than the one described. The section on the value 
of sulphonamides might mention their curative value in 
hypopyon Ulcer. Gas injuries of the eye based on 
experience in the last war are well described, but it is a 
pity that nothing is said of injuries caused by incendiary 
and explosive bombs in this one. 


A Textbook of Physiology 


(7th ed.) W. D. Zorrnoutr, Ph.D.. and W. W. TUTTLE, 

Ph.D. London: Henry Kimpton. Pp. 743. 22s. 6d. 
‘THis American book has deservedly run through many 
editions ; it is a complete elementary review of physio- 
logy and takes in such aspects of general and chemical 
physiology and histology as are necessary. It has been 
kept well up to date, and the illustrations, a mixture 


`of the new and the rather old-fashioned, are instructive. 


The chapters are introduced by a list of cross references 
to related topics, the derivation of new terms is indicated, 
and at the end are a glossary of technical terms and a list 


of prefixes and suffixes. The work fully meets the neéds 
of those studying physiology up to a standard somewhat 
lower than that required of medical students; but the 
balance of the book is so good that it would serve admir- 
ably as a jumping off place for independent folk who like 
to cull their knowledge from various sources. 
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\ WHEN DOC MEETS DOC . 


“ It isn’t the prescription that I give,” said a great 
physician, ‘‘ but the pat on the shoulder with which 
I give it.” 7 l 
‘There is one thing at which the G.P. is supreme, 
and that is psychology.” 
“ That eyewash, suggestion, or what-you-will that 
does the ordinary patient a power of good.” 
Tuus among ourselves: do we describe, in varying 
terms, that aptitude for handling the sick man’s mind 
which TROTTER included among the attainments of 
the good doctor. As we grow older we tend to play 
upon it; we have said the same thing so often and 
still have to say it again, and say it as though it were 
entirely new and the product of the most recent 
research. One will sit down slowly in his chair 
looking at the window while he glances at the patient 
to see that his mind is tuned in to the oracle and will 
blurt it out or slowly roll it over his tongue according 
to his judgment of the patient’s mentality. Another 
will wash his hands and begin as he picks up the towel, 
finally. bringing out his most impressive sentence as 
he puts it down again with a little jerk. As. we 
pocket our fee we may think. what an old scoundrel 
we have been, but one day, being tired or pressed for 
time, we omit some part of our technique and fail 
to get our advice across. So the by-play is an essential 
adjunct: to the advice. This is with the ordinary 
patient; but what when the patient is a doctor ? 
All must then go by the board. The doctor knows the 
tricks of his neighbour’s trade-; he has too often seen 
that flick of the towel and may even have copied it 
himself. Then it is apt to be: “ Well, old man, 
you might try such and such, though I don’t suppose it 
really does any good,” or’”’ By all means have some 
radiotherapy, though as you know it has no specific 
action on the tissues ’’—plain, unadulterated. science 
with no art to back it up. 

Should this be so? The doctor is as human as 
anyone else, with fears and anxieties of which the 
layman knows nothing and which are more difficult 
to allay. 'The successful doctors’ doctor must use 
another and a more tedious technique. This is likely 


to include a great expenditure of time, a repetition of 


examination, a lengthy critical discussion in an under- 
tone, and a complete absence of all those trivialities 
which some call humbug—the very characteristics, 
in fact, which do not attract the ordinary patient. 
Every teaching hospital carries on its staff one man 
who knows this technique to perfection, but knows no 
other. Such a man has but little practice, though 
doctors flock to him when wives and children’s lives 
are at stake. 
or firstborn to him and yet has never been able to 
send him- a paying patient. He is fortunate if he has 
private means, for man cannot live on gratitude and 
presentation silverware alone. 

This relationship of doctor to doctor may be 
fraught with risk. A frightened junior may ask his 
senior about some lesion at that time slight but with 
grave potentialities. Thus a young surgeon pricked 
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Many a doctor owes the life of his wife 
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his thumb when doing an acute streptococcal mastoid. 


Next day an ominous red line had reached his wrist, 


and he said casually to his chief ‘‘ Look at this; — 


would you lie up with it ? ’’—and his chief as casually 
replied “‘ I shouldn’t.”” He did not realise that that 
young man was frightened for his life, but was more 
afraid to show it, and this was his way of asking his 
chief to be his doctor. A junior at two hospitals 
asked two seniors to wash out his antrum from time 


to time ; and each did so thinking the other was in. 


charge of the case and that he was merely doing a 
bit of handicraft to help. An acute pan-sinusitis 
supervened with sépticemia. No tragedy came .of 


these cases, but there have been others—not always ` 


on the surgical side and not always in hospital—where 
a young doctor’s life has been cut short because he 
has had no real medical attention at all. The moral 
is this. Refuse to discuss a doctor’s ailment with 
him unless you are being asked to treat him. But 
if you are, don’t let him share the responsibility ; 
treat him as you would any other patient. 
you yourself are ailing choose your doctor as decisively 
as you choose your solicitor, and put yourself as 
unreservedly in his hands. 


HEAD INJURIES 


JUDGING by the amount being written about them 
there is a growing realisation of the importance of 
head injuries, so that these cases may no longer be 
stuck away in the corner of a hospital ward as some- 
thing of a nuisance and left torun their course. The 
total number of head injuries resulting from air-raids 
has been nothing like as large as was expected, but 
SHEPHERD found 14% of such injuries in a series of 
245 air-raid casualties reported on another page, 
a heavier incidence than in any other regional group, 
and the increase in road accidents brought about by 
war-time motoring has accounted for many more 
cases. Much can be done in the way of prevention. 
Protective headgear for the fighting man went out of 
fashion with the transition from hand-to-hand com- 
bat to the lead and steel missile, but the reappearance 
of the steel helmet in the last war undoubtedly saved 
many casualties. In less serious pursuits, American 
footballers have for long worn a padded leather helmet 
to lessen the incidence of concussion in that robust 
game, and from the speedway and dirt-track we 
learned the virtues of the crash helmet, especially for 
motor-cyclists. CAIRNS’s studies in this war are a 
cogent argument for insisting that all motor-cyclists 
should adopt this simple and efficient protection. 
Industrialists have been slow to learn these lessons, 
but MILLER?! reports that the incidence of head in- 
juries among the South African miners has been 
greatly reduced by the adoption of the “ hard hat,” 
and the fashion will doubtless spread among other 
classes engaged in dangerous occupations. The 
‘appalling number of road accidents demands, even 
in these times, a more vigorous and persistent pro- 
paganda campaign for safer use of the roads by 
motorist, cyclist and pedestrian alike. 


Most recent writers emphasise the importance of - 


proper treatment of the scalp wound. Too. often 


these wounds suppurate, with grave or even fatal. 


complications. Adequate excision and thorough 
cleansing are first principles, but the possibility must 


1, Miller, L. E. Sth Afr. med. J. 1941, 15, 331. 
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be borne in mind that an apparently trivial scalp 
wound hides a penetrating wound of the skull or brain 
- for which something more is required, and a good case 
can be made for X-ray examination in every case not 
obviously a simple laceration. A -problem as yet 
unsolved is the correct treatment of traumatic 
cerebrospinal ‘rhinorrhea, usually resulting from a 
fracture through the frontal or ethmoidal air sinuses. 
O’CoNNELL ? considers that immediate closure of the 
fistula is not necessary, and the natural barrier formed 
by the scar is at least as good protection against 
- infection from the air sinuses as is an artificial closure 
reinforced with.a fascial graft. Others have had the 
` unhappy experience of meningitis arising’ in the early 
days after the injury, perhaps while spontaneous 
closure is being hopefully awaited, and in some of 
these cases chemotherapy will not save the patient’s 
life. There are cases too of a fistula apparently clos- 
ing spontaneously, only to. leak again some weeks or 
months later, and a fulminating meningitis may be 
fatal before treatment can be instituted. Because of 
these risks some maintain that early closure of the 
fistula is preferable to the uncertainty of-spontaneous 
healing. No single person’s experience is yet large 
enough to justify definite pronouncement, but if the 
centres dealing with large numbers of head injuries 
are keeping records and following these patients the 
answer should be forthcoming in a few years. The 
treatment of compound fractures of the vault is more 
generally agreed on, but the same cannot be said about 
what should happen to a foreign body lodged at some 
depth in the brain. There seems no doubt.that unless 
the search can be.made by someone accustomed to the 
technique it is better not made at all. Even in the 
hands of specialists more harm and disability may 
‘ result from removing a foreign body than from 
leaving it where it is. Individual cases will have 
to be dealt with on their merits, with the balance 
weighted in favour of conservatism. 
Not enough has yet been said about rehabilitation. 
- There are special centres for dealing with head injuries 
and their sequels in the military population, but the 
problem in these cases is often complex and not strictly 
applicable to civil life. There is a need for similar 
centres for civilian injuries, and the insurance com- 
panies might find it to their advantage to make a start 
in this direction. The present machinery of litigation 
and compensation often perpetuates the invalidism 
from these as from other injuries, and a rehabilitation 
centre should be able to give decisions which would 
shorten the period of invalidism. Apart from such 


institutional treatment we need to get away from the . 


rule-of-thumb treatment of concussion—some cases 
need only three days in bed,while others may require 
three weeks or longer, depending on the individual’s 
reaction to the injury. The lay public needs to be 
weaned from the idea that a person who has had a 
fractured skull is necessarily maimed, mentally or 
physically. With this belief would go the darkened 
room and the dark glasses, and the whole panoply 
of a mental illness. If the patient recovers from the 
injury without gross cerebral damage he should be 
expected to make a fairly complete mental and 
physical recovery. Anything short of that in the great 
majority of cases would imply faulty management in 
- the early stages of convalescence. 


2. O’Connell, J. E. A. Lancet, Dec. 13, 1941, p. 719. 
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REFRACTORY AN/EMIA 


WHEN the hemopoietic property of liver extracts i 
and the proper use of iron salts were firmly established 


it seemed as if treatment of the primary blood dis- 
orders would henceforth be simple and satisfactory. 
From the first it was recognised that leukæmia and 
the classical aplastic anæmia had to be excluded and 
that certain hemolytic anszmias _required special 
treatment ; but these were a minority. The patholo- 
gist’s report showing an anemia with a high colour- 
index was thus the signal for liver extracts and a 
favourable prognosis. Mostly this optimistic forecast 
was fulfilled, but sometimes the response was dis- 


appointing—liver extracts were changed, iron was — 
given, in the end blood-transfusion was usually needed — 
and the outlook was gloomy. These unfortunate — 


‘patients were in such striking contrast to those who 


responded normally to treatment that they. were soon | 
noticed and reports of “‘ pernicious anemia refractory _ 


to liver. treatment ” began to appear. 


In 1936. 


ISRAËLS and WILKINSON ! showed that there was in | 


fact a group of patients in whom the clinical features, 


blood-picture, and histological changes in the bone- 


marrow closely resembled pernicious anemia but who, 


in varying degrees of completeness, failed to respond | 
to liver extracts of tested potency ; a notable point — 
was that -achlorhydria, so typical of true pernicious © 


anemia, was not present. 


This group was named — 


achrestic anemia and later? it was reported that — 
sternal-marrow biopsies studied by the _dry-smear — 
technique were also of the pernicious-anemia type — 


with megaloblastic hyperplasia. 


respond to treatment ; 

called “ pseudoaplastic.” 
The same problem forced itself on the attention of 

workers at the Rockefeller Institute in New York and 


Other writers have — 
reported patients in whom a normoblastic hyperplasia — 
of the marrow was found and who similarly failed to — 
this anemia was sometimes — 


in 1939 C. P. Raoaps? summarised the conclusions | 
reached. After all anæmias which could.be attributed | 
to cancer, Hodgkin’s disease, nephritis, cirrhosis of — 
the liver or leukemia had been rigidly excluded, there — 
remained a group of primary anemias whose course ~ 


did not respond to any of the standard treatments ; 
these were intensively studied and a full report has 


recently been given by Bomrorp and Ra#oaDs ‘¢ on | 


66 such cases. The natural history was carefully 
noted ; the histology of the bone-marrow was studied 


analyses were made ; 


- by sternal biopsy and at autopsy ; fractional gastrie__ 
changes in the urobilinogen | 


excretion were used to estimate liver function ; _ 
porphyrin excretion was studied and the copro- | 


porphyrin isomers were isolated in 6 cases ; 
tion of glucuronates was used as a measure of “ detoxi- 
fying capacity ” ; some other tests were applied as 
well. Yet the picture presented by all this detail is 
confused, if not chaotic. 
attempt has been made to classify the cases according 


to the histological changes in the marrow. It is | 
possible that use of the dry-smear sternal-puncture © 


technique, adopted by several hematologists with 


encouraging results, might have made this classifica- _ 


tion more precise ; but it is clear that pathological 


l 2: Toia, 1840, 9 C. ar pad Wilkinson, J. F. Quart. J. Med. 1936, 5, 69. 
IL - 
. Rhoads, o ’P. Symposium on the blood ond Ploae- tornitig 
organs, University of Wisconsin, Madison 9, 
4. Bomford, R. R. and Rhoads, Quart. J. Med. ooh, 10, "195 and 235. 
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changes in the bone-marrow are only part of the story. 
Discussion of the relative value of all this evidence 
must still be left to the expert, but it is useful to see 
what impressions have been. gathered about the 
ætiology of these cases and what practical experience 
has taught about their management. 

RuĦoans is struck by the resemblance between the 
refractory anzemias and those anzemias, whose course 
is also independent of treatment, which are known to 
. be due to exposure to potentially hemotoxic:”’ 
aromatic hydrocarbons, and included inthe reported 
series are 34 cases of refractory anemia in which the 
patient had been exposed to benzol, paraphenylene- 
diamine (a hair-dye), analgesics like pyramidon and 
phenacetin, and some other similar substances. 
also recalled that somewhat similar anemias had been 
experimentally produced in animals by substances 


eS ee ee ee 


like indol and cestrin. Only a few of the people 


exposed to these hemotoxins develop refractory 
anemia and it is therefore necessary to postulate a 
conditioning factor or state. Dietary deficiencies or 
endocrine disturbances could only be detected in a 
_ minority of cases but evidence of liver disturbance or 
failure of the biochemical mechanisms for detoxicating 
aromatic hydrocarbons was observed more frequently; 
an increased rate of hemolysis was also noted. 


Bomrorp and Ruyoaps suggest, as a working hypo-. 


thesis of the etiology of refractory anemia, a con- 
ditioned susceptibility to aromatic hydrocarbons to 
which the patient has been externally exposed or 
which are being produced in the body itself in the 
course of normal metabolism; this susceptibility 
is associated with a disturbance of liver function and 
detoxicating mechanisms and with the circulation of 
hemolytic substances which not only affect the red 
blood-cells but also their precursors in the bone- 
marrow. This theory is still too tentative to be 
‘applied to treatment which consequently remains 
empirical and unsatisfactory. Removal from exposure 
to toxic substances is an obvious measure and should 
include the abandonment of all sedative drugs 
containing aromatic hydrocarbons. The diet should 
be adequate in all respects and supplementing the 
. diet with vitamin-B complex is especially recom- 
mended; BunpInG in a recent German report also 
supports this measure. If sternal puncture shows a 
negaloblastic marrow it is useful to follow Isra&Ls and 
WILKINSOoN’s recommendation to give liver extract— 
the more refined forms should be avoided. When all 
this-is done the mainstay of treatment is blood- 


transfusion, which should be repeated as needed since 


a fair proportion of patients eventually show remis- 
sious which may be prolonged and occasionally 
permanent. Careful cross-matching is essential since 
the severely anemic patients are particularly liable 
to post-transfusion reactions. BOMFORD and RHOADS 
believe that transfusions should be used sparingly and 
` are not in favour of raising the hemoglobin to 70 or 
80% — a procedure which has its supporters ê especially 
by the method of giving concentrated yed cells.’ 
Transfusions should be continued however bad the 
outlook may seem. As it may be necessary to sustain 
one of these patients with other people’s blood for 
months or even years, the outlook is indeed grim both 
5. Bunding, A. Disch. med. Wschr. vy 30, 1941, p. 591. 


6. Scott, R. B. oe J. Med. 1939, 8, 127. 
Ti MAO aoelie: D, . H. G. and Mollison, P. L. Brit. med. J. 1940, 2 
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for patient and doctor, and it is not easy to decide 
how long it is proper to wait for signs of remission. 

Here then are a group of patients whose blood- 
picture may resemble treatable anzmias but who in 
practice prove refractory to the known hemopoietic 
drugs. Their etiology is still speculative and their 
treatment empirical. The doctor can at present do 
little more than note their occurrence and resolve to 
be cautious in prognosis until the effect of treatment 
becomes clear. No patient should, however, be 
diagnosed as primary refractory anemia until a 
thorough survey of the known causes of anemia has 
been made. 

| HIGH FLYING 

A GROUP of Boston workers t have again emphasised 
the difficulties in flying at over 32,000 ft. even when 
oxygen is supplied. Oxygen constituting as it does 
a fifth of the atmosphere exerts at sea-level a pressure. 
of 152 mm. Hg, ‘being a fifth of the total atmo- 
spheric pressure of 760 mm. Although its absorp- 
tion into the blood depends on its pressure, it is 
normally absorbed at a pressure nearer 100 than 
152 mm. Hg. This is first because the high water- 
vapour content of the alveoli cuts down the space 
available for the remaining atmospheric gases and 
reduces their total pressure from 760 to about 710 
mm. Hg and secondly because whereas in air oxygen 
would account for 142 of the 710 mm., so much of it 
has. been exchanged in the lungs for carbon dioxide 


that the remainder exerts little more than 100 mm. | 


pressure. Up to a-point, diminished entry of oxygen 
into the blood causes no symptoms; the acute dis- 
comfort of breath-holding is due entirely to the rising 
alveolar pressure of carbon dioxide, to which the body 
is extremely sensitive. At low atmospheric pressure, 
if pulmonary ventilation remained unchanged, two 
physical conditions would control the gaseous 
exchange in the alveoli: alveolar air would still be 
saturated with water vapour which, exerting the same 
pressure as before, would account for a greater pro- 
portion of the total pressure; and the residual 
pressure would be divided between carbon, dioxide, 
oxygen and nitrogen in the usual alveolar proportions, _ 
each of their pressures being reduced. In practice the 

sensitivity of the- body to CO, intervenes. The 
diminished alveolar pressure of this gas allows it to 
escape more readily from the blood, so reducing the 
urge to breathe that CO, accumulates in the alveoli 
at the expense of oxygen. In rapid ascents this may 
lead to the insidious and disastrous results of anoxia. 
In ascents occupying: days acclimatisation occurs, 
the control of breathing being switched from the CO,- 


sensitive to an oxygen- -deficiency- sensitive mechanism. 


This ensures sufficient hyperpnea. to keep the 


. alveolar oxygen pressure as high as it will go, though 


CO, is, of course, lost, and alkali is excreted in the 
urine to keep the pH of the blood constant. The 
obvious way to avert anoxia in rapid ascents is to 
replace the nitrogen of the inspired air with oxygen, 
so that no matter how much room is taken up in the 
lungs by retained CO,, sufficient oxygen is also present 
to exert an adequate pressure on the blood. At 
19,000 ft. when the atmospheric pressure has gone 
down to 360 mm. Hg nearly half the air breathed 
must consist of oxygen if the pressure of this gas in the 


1. Butler, A. M., Wilson, J. L., Saith; C. A. and Farber, S. New 
Engl. J. Med. 1941, 225, 255 
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alveoli is to reach the normal’ 100 mm. Hg. It‘has 
been suggested that even if this is achieved—so that 
there should be no stimulus to, or reason for, over 
breathing—there is excessive elimination of CQ,. 
This is not confirmed by BUTLER and his colleagues, 
who working with decompression chambers find that 
if the alveolar oxygen pressure is kept normal the CO, 
pressure also remains normal and there is no increase 
in the alkalinity of the urine. They did find however 


that rapid reductions of atmospheric pressure to 250 


mm. Hg or less might give rise to symptoms resem- 
bling those of anoxia, though they were not due to 
this.: They attributed these symptoms to liberation 
of nitrogen or water-vapour bubbles in the tissues— 
to the same kind of thing, in fact, as occurs in the 
rapid decompression of divers. 

At over 32,000 ft. purely physical sondern Gbiis 
begin to determine the limit of performance. 
atmospheric pressure is now only about 200 mm. Hg, 
of which only 152 mm. are available in the lungs after 
deducting water-vapour pressure. Thus even if pure 
oxygen is breathed the maintenance of a normal CO, 
pressure of 40 mm. Hg leaves just sufficient pressure 
of oxygen to saturate the blood. Above this height, 
pressure of oxygen inexorably diminishes, though at 
40,000 ft. it is theoretically still sufficient to allow an 
88°/, saturation of the blood. But animals exposed 
to such pressures of pure oxygen die, and ARMSTRONG? 
regarded 30,000 feet as the practical limit of safety. 


. BUTLER and his colleagues point out another hazard 


when the nitrogen of the air is replaced by oxygen 
even at low pressure—that of fire, but in civil aviation 
the deciding factor in altitude is more likely to be the 


‘well-known effect of differences in pressure between 


the atmosphere and the middle ear. It seems that 


' the multiple difficulties associated with very high 
flight can be overcome satisfactorily only by closed- - 


cabin aircraft in which the atmospheric pressure is 
something like normal. 
Meanwhile attention must be paid to favourable 


idiosyncrasies which may, account for some aviators 
' - having a resistance to altitude slightly above the 


average. On the basis of the remarkable survival of 
thyroidectomised rats at a barometric pressire suffici- 
ently low to kill all normal rats, Baracu, Eckman and 
Moromor ? suggest that a low metabolic rate may be 
an advantage. It is doubtful if they would have 
obtained such favourable results if they had reduced 
the temperature as well as the pressure of their 
exposure chamber so as to imitate more closely the 
conditions metintlying. Their less sensational finding * 
that twenty cigarettes bind an average of 57% 
of the total O,-combining power of blood to CO 
may in practice prove more important, and we await 


‘with interest their projected experiments in which 


these findings are to be correlated with the actual 
demand of the tissues for oxygen. 


2. Armstrong, Th Principles and Practice of Aviation Medicine, 


, Eckman, M. and Molomut, N. Ammer. J. med. Sci. 
1941, 203, 336. 
4. Seo also Hartridge, H. J. Physiol. 1920, 54, 152. 


Tue directors of the Codperative Wholesale Society 
Ltd. ask us to state that all national wheatmeal made by 
their mills is produced strictly in accordance with the 
specification laid down by the Medical Research Council. 
The average fibre content of their product, as revealed 
by analysis over a long period, is less than 0-895. 
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THE PROPER SCHOOL MEAL 

ANYONE disheartened with the slow rate of progress of 
applied nutritional science in this country will be encour- 
aged by the latest circular. (No. 1571) of the Board of 
Education which sets out not only the principles upon 
which the provision of school meals should be based, 
but also the types and quantities of foods which are 
necessary. The first principle is that in planning a 
midday meal for school-children it is essential to consider 
the probable defects of their home diet. This is almost 
certainly lacking in first-class protein, fat, calcium,’iron 
and the vitamins, and,the board aim at making good 
these deficiencies, at any rate in part. For á dinner to 
provide about 1000 calories they recommend 20-25-g. of 
first-class protein, 30 g. of fat, and suitable amounts of 
vitamins and minerals. The second principle is that the -> 


nutritive value and not the low cost of the meal should ` 


be the first consideration and the board deplore that 
there “still are some instances where the authorised 
allowances of food have not been bought in full owing to a 
well-meant but mistaken. effort to keep the price of the 
school dinner very low or even to make a profit for sports 
funds. . .’ Economy, they insist, should be studied 
* not by reducing the quantity or the quality of the food 
and staving off hunger with liquids such as soup, but by 
avoiding waste, by skilled buying and by good cooking.”’ 
The board might well borrow a leaf from the bulletin of 
the Children’s Nutrition Council and add: “ by studying 
child likes and dislikes, by working within their ambit, 
and by subtly training the child to. eat unwanted but 
The low table wastage at Christ’s 
Hospital ?—less than 1% compared with the average 
A third prin- 
ciple is that no child should go without a nutritious 
midday meal because his parents cannot contribute to 
the cost. ‘‘ If it is found that some of the parents cannot 
pay the full cost of the food the remedy is not to give a 
poorer meal, but to adjust the income scales so as to 


provide for meals on part payment, as well’ as for free | 


is 


meals. . . 

And lastly there is the principle that cost of supervision 
and preparation of the meals must not be scamped, for 
the provision of ‘‘ balanced meals ” needs intelligence and 
training, and so costs more. ‘A skilled organising and 
catering staff is therefore essential and there is no true 
econpmy in offering wages too low to attract competent 
cooks and helpers.’ We prefer to ask for dietitians 
(or nutritionists as Americans call them)—though as yet 
we have trained far too few in this country to meet the 
demand—for there will be difficulty in interpreting the 
board’s wishes from the lists given, as a guide to the 
quantities of the main foods to be used. Taking the full 
range of foods and using the quantity of dried milk 


` allowed, the diet works out at 17 g. of first-class protein, 


400 mg. of calcium, 4-3 mg. of iron, 900 I.U. (and possibly 
more) “of vitamin A, 20+-I.U. of vitamin D, 0-6 mg. of 
vitamin B, and 19 mg. of vitamin C per meal. This is a 
satisfactory diet, though the iron is low. But if liquid 
milk is used instead of dried milk in cooking it appears 
as though the first-class protein and the calcium will be 
considerably lower, because the liquid milk allowed is by 
no means equal to the alternative amount of dried milk. 
Again it is notoriously difficult to persuade children to 
eat carrots, cabbage and green vegetables, and it is a 
temptation to the cook to omit them from the diet and 
give the children those things which they will eat. 
Moreover, unless the cook is dietetically minded the menus 
will tend to become more and more what she herself 
likes to eat. There must therefore be a skilled dietetic 
supervision of the menus and of the children’s likes and 


b War-Time Bulletin. October and November, 1941. 
. Friend, G. E. Tho Schoolboy, London, 1935. 
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dislikes, and attempts should be made, as in Aberdeen,} 
to induce them to eat unaccustomed but protective 
- foods. The board have recognised that children must be 
proportionately better fed than adults ; ; but to put this 

principle into practice they will need dietitians as well as 
cooks. | 
l ALLEBGIC EPILEPSY 

Pimen with its recurring fits, is an obvious candi- 

date for the allergic pigeonhole; and the papers that 
have been written about the wisdom of this course would 
themselves fill a good few pigeonholes. A study of these 
papers induces something of the state of bewilderment 


produced by a search for truth about current events in 


war-time. A valiant attack on the subject has recently 
been made by D. C. Dewar,® though `one would hardly 
expect that the patients he investigated—chronic 
idiopathic epileptics in a mental hospital—would provide 
the most - ‘promising field. Strong prima facie evidence 
of a connexion between epilepsy and allergy was afforded 
by his finding that two-thirds of these patients (four times 
the proportion in a control group) gave either a personal 
. or a family history of allergy, but he does not specify 

what conditions constitute allergy, To intradermal skin 
. tests he found that 58% of his epileptics, as against 4% 
of controls, were positive, many of the former showing 
multiple sensitivity. Offending foods having been 
‘eliminated from their diet, twelve epileptics were treated 
by specific desensitisation. The intramuscular route 
was adopted, and in half the cases an attempt made to 
control dosage and avoid the risk of oversensitisation, 
and consequent increase of fits, by repeated eosinophil 
-~ counts. Sensitivity tests made at the conclusion of the 
course of injections and again three months later showed 
. that desensitisation had been achieved in most of the 
cases. A year later Dewar found that there had been a 
definite reduction, in one case a most dramatic reduction, 
in fit incidence in seven of the twelve patients; and the 
decrease in fits, as well as mental improvement, can be 
fairly well correlated with the degree of desensitisation. 
The value of the paper is greatly enhanced by full details 
of the techniques employed. The treatment of epilepsy 
as an allergic manifestation is of necessity a painstaking 
and laborious process ; and brilliant results are likely to 
remain exceptional. ‘Anyone who wishes to try it out 
should make a detailed study of this paper before he 
starts. 


“.. PHYSICAL -TYPE IN. PNEUMOCONIOSIS 
PEOPLE who are exposed to apparently equal risks 
from pneumoconiosis-producing dusts do not, of course, 
all succumb to those hazards. One differentiating factor 
between the affected and the unaffected might lie in 


constitutional type, and indeed this view has not only. 


beef put forward but to some extent acted on in selecting 
entrants to the mining industry. The belief is that by 
excluding certain anthropometric types the incidence of 
pneumoconiosis, or of pneumoconiosis complicated by 
tuberculosis, could be reduced. Statistical data have 
so far been lacking and Aslett, Hart, Martin and Russell ¢ 
give but little encouragement to the hypothesis. Their 
material is derived from part of the wide survey which 
‘has been made in South Wales under the direction of 
the industrial pulmonary diseases committee of the 
Medical Research Council. Measurements of 540 workers 
at an anthracite colliery were available and could be 
divided into groups of unaffected workers and those with 
pneumoconiosis of varying degrees. They comprise 
standing and sitting heights; weight; circumference, 
- anteroposterior diameter, lateral diameter and length of 
the chest ; and radiological measurements. From these 
various indices have been calculated as well, and 
comparison is made between the normals and the cases 
of reticulation, nodulation and major consolidation. 


3. J. ment.: Sci. 1941, 87, 608. 
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` of the future pneumoconiotic case. 


4. J. Hyg., Camb. 1941, 41, 169. © 
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The general result of this careful study is that there is 
‘little difference in bodily make-up between the affected 
and the unaffected. For instance, the average height 
differs negligibly so that there is no reason to think that 
the normals tend to be the “ short and tubby ” pyknics 
and the affected the “ tall and thin ” asthenics. While 
one or two of the indices—e.g., height/chest lateral 
diameter—suggest a slight association between type and 
reaction to the environment there is clearly no differentia- 
tion sufficiently well marked to permit the identification 
To avoid recruiting 
those particularly susceptible to the dust hazard—if they’ 
really exist—is, it goes without saying, most desirable. 
There is, unfortunately, no evidence here that such 


guidance can be usefully based on bodily measurements. - 


PARALYSED PAPER ` 

PAPER is badly needed for munitions of war, but 
most of us would rather do without a meal than give up 
a book or a packet of letters. It must be done, and done’ 
now, as our own contribution to the cause. And there. 
is an added reason for a profession which has its own 
books and journals. The medical journals are feeling the | 
pinch of paper shortage, and if this shortage becomes 
worse progress in medicine, and particularly the dissemi- 
nation of new knowledge, will be held up by.difficulty 
in getting new work published. Doctors themselves can 
do much to avert this threat, for we are among the larger 
users of paper and run lawyers a bad second as hoarders 
of it. Most of the compound celluloses from which our 
paper is made come from abroad and are not likely to be 
plentiful while war lasts, but fortunately paper, like 
currency, can circulate, and our aim must be to keep it — 
circulating. The textbooks of our student days, now . 
of historical interest only, the ledgers of thirty years ago, 
the incomplete and unbound sets of journals which we 
could not consult even if we would, these, with the old 
letters and out-of-date receipts which every literate — 
household possesses, must go to the salvage authorities. 
A Sunday afternoon of selective rummaging will mean 
less dust in ‘the home, more room in 1 the attic, and new 
facts for old. | 


NOT SO STERILE WATER 


Most hospital bacteriologists are familiar with the 
non-purulent spinal flujd which on receipt at the labora- 
tory yields a small gram-negative bacillus or other 
indeterminate organism. They have usually suspected 
these organisms to. be contaminants from the so-called 
sterile water or saline in which the spinal needle is placed 
after boiling or with which it is rinsed after sterilisation 
in an antiseptic fluid: -© They will therefore be grateful to . 
Professor and Mrs. Wilson Smith for showing by systema- 
tic investigation of 223 specimens of cerebrospinal fluid 
and. 1L samples of ‘‘ sterile water ’’ used for rinsing the 
spinal needles that two-fifths of the spinal fluids were 
contaminated and that more than a third of the contami- 
nants probably came from the sterile water. Besides the 
gram-negative water bacillus, which grows best in pep- 
tone water at room-temperature, Staphylococcus albus, 
coliform bacilli, diphtheroids, non-hemolytic strepto- 
cocci and other organisms were encountered, suggesting 
that spinal puncture is often carried out without regard 
to the ordinary rules of asepsis. The resulting contamina- 

ion is irritating enough to the bacteriologist and may 
even lead the unwary astray, but the matter becomes 
much more serious when the same laxity of technique is 
used in the injection of spinal anzsthetics. Barrie? 


_has reported 11 cases of meningitis with one death among 


96 consecutive patients operated on under spinal 
anesthesia in one theatre. The meningeal infection, 
which was seldom severe, was characterised by the abrupt . 
onset of headache 7-10 days after operation, usually 
associated with drowsiness, irritability, photophobia 


1. ‘Barrie, H. J. Lancet, 1941, 1, 242, - 
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and neck rigidity. The cerebrospinal fluid, examined in 


» e ? e e e,e eo 
6 cases, showed evidence of a mild purulent meningitis. 


It seems pertinent to ask whether the severe headache 
which may follow spinal anssthesia is not sometimes due 
to meninges infected in this way. 
spinal anesthesia, the anssthetist should. wear sterile 


gloves, the skin of the patient’s back.should be covered 


with a visible antiseptic like iodine, and the spinal needle 
should’either be boiled and put in a dry sterile container 
or be previously sterilised in an autoclave or hot-air oven 
in an appropriate closed container. 
saline used repeatedly from a Winchester or other large 
bottle for rinsing or immersing sterile instruments and 
needles is very liable to become infected, as Bigger and 


` Nelson ? have shown, and this practice, all too common. 
Indeed,- 


in hospitals; cannot be too strongly deprecated. 
the need for a bacteriological control of hospital methods 
becomes ever more apparent. 


TRAUMATIC ARTERIAL SPASM 


“THE local constriction of a vessel wall in response to 
trauma is a well-recognised phenomenon, apparent even 
in the injection of varicose veins. Operations on arteries 
are impeded by this spasm, and it has long been known 
that constriction of the severed ends may be sufficient to 
arrest hemorrhage in severe arterial damage. Never- 
theless, the importance of a local vasoconstrictor reflex 
in jeopardising the vitality of a limb which has been 
injured is not very well recognised. Last year Griffiths ? 
- cited traumatic arterial spasm as the cause of Volkmann’s 
ischemic contracture, and recently Cohen? has brought 
together clinical reports of a variety of cases illustrating 


effects produced by spasm of the intact vessel as a result, 


of injury, and the type of treatment that can be applied 
with hope of success. He shows that simple exposure 
of the artery at the site of injury may be sufficient to 
arrest the spasm, though there is as yet no explanation 
of this remarkable fact. In his first case the injury was 
caused by a splinter of glass or of a bomb—it was not 
known which did the damage—passing through the arm 
just below the elbow-joint. The radial and ulnar pulses 
were absent, though they were easily palpable on the 
opposite side. There was a musculospiral nerve palsy. 
At operation six hours after admission it was found that 
the missile had just skirted the joint capsule, the nerve 
was contused but intact, and the biceps tendon was 
almost completely severed. The brachial artery was not 
pulsating, and was surrounded by a network of soft clot. 
For a distance of about 2 cm. proximal to the origin of 
the radial artery a fine blue stippling indicated bruising. 
A tourniquet was applied; the artery was freed from 
the clot and from a fine areolar tissue and pulsation 
returned as the tourniquet was released. The pulse 
after operation remained normal and the limb recovered. 

Apart from penetrating wounds, other types of trauma 
which may be associated with arterial spasm are the 
application of a tourniquet (especially dangerous on the 
arm), fracture of a bone in the neighbourhood of a large 
vessel, application of plaster-of-paris to -a limb, and 
skeletal traction to the lower leg on a Béhler’s frame with 
the knee flexed. In this method of traction the knee 
forms the fixed point from which the traction acts, and 
the popliteal artery may be injured. Cohen gives 
examples of all these types of injury in which ischaemia 
resulted in the loss of the limb. He quotes Trueta’s 
experience of the danger of tourniquets in the Spanish 
war. Towards the end of the war the Spanish surgeons 
used them only as very temporary expedients. Recog- 
nition of the danger of arterial spasm in fractures near 
large vessels should make the surgeon wary of applying 
closed plaster in the early stages. 


2. Bigger, J. W. and Nelson, J. H. J. Path. Duct. 1941, 53, 189 ; 
sco Lancet, Noy. 29, 1941, p. 673. 
3. Griffiths, D. L. Brit. J. Surg. 1940, 28, 239. 


4. Cohen, S. M. Guy's Hosp. Rep. 1910-41, 90, 201. 


In the induction of - 


Boiled water or 


‘anesthesia is worthy of trial. 


It is probable that, 
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with badly contused limbs, it is better to anpii the 
method of slinging in a Thomas splint, with special 
care not to compress at the flexures. 
impaired circulation will then be obtained in time for the 
surgeon to operate with success, and plaster can be 
applied after the first two or three days have elapsed and 
the danger of ischemia is over. If ischemia persists the 
sequele may be: gangrene of the limb necessitating 
amputation ; gas-gangrene infection of the devitalised 
and deoxygenated tissues, with danger to the patient’s 
life ; or Volkmann’s ischemic contracture of the museles, 
ending in gross deformity and disability. It is 


plaster or tourniquet or to release traction. The surgeon 
must bear in mind that the spasm may continue; and 
if it does-he must explore until he finds the spastic artery. 
He should examine it gently and look for evidence of 
damage ; careful exposure and lavage with warm saline 
may cause it to dilate but if these measures fail he can 
try the effect of intravenous injection of papaverine. 
If there is a localised trauma, such as a hematoma, it 
may be wise to follow the practice of Leriche® ‘and 
excise a few centimetres of the damaged vessel. Leriche 
was concerned to restore the collateral circulation, his 
theory being that the reflex, starting in the wall of the 
main vessel, caused vasoconstriction in the collaterals. 
This point is not mentioned by Cohen, but it deserves 
serious attention because the hope of restoring the 
collateral circulation is almost the only consideration 
which would persuade a EOD to undertake such 
local arteriectomy. 

Other methods, short of ope ration, which have been 


used successfully in treating ischemia are paravertebral 
injections of procaine and spinal anesthesia. For the 


upper limb, Cohen suggests that brachial-plexus block 
Papaverine might also be 
tried without exploration, though it is probably more 
useful when the exposed vessel remains obstinately 
contracted. Exploration, to have the best chance of 
success, must be carried out early —within six hours, in 

Cohen’s opinion. Pain may not be serious ; it seems to 
arise from continued ischemia of the muscles and not 
directly in the spastic vessel. In most cases it is as well 
not to suture the wound. Closure of the damaged 


tissues may lead to compression, and in any case adds 


a little to the risk of gas gangrene. 


SULPHONAMIDES AND. INFANTILE PNEUMONIA 

THE mortality from pneumonia in childhood has 
always been greatest in infancy and the experiences 
recorded by J. Greengard, W. B. Raycraft and W. G: 
Motel ° in the children’s division of Cook County Hospital, 


of the effect of the sulphonamides on this mortality is 


therefore welcome. In 1937 and 1938, before chémo- 
therapy was used, the fatality-rates were 32% and 31%. 
The infants, all under 1 year, were drawn from essentially 
the same group and were treated by the same medical 
personnel and with the same therapeutic measures other 
than specific chemotherapy as the 1940 series which is 
now reported. It was originally planned to give specific 
chemotherapy to alternate infants but it was found after 
this procedure had been continued for some months that 
“the natural human reactions `` 


most seriously ill infants. This method was therefore 
discontinued after half a series of 89 infants had received 
sulphapyridine, and a group of 200 infants were all 


treated with this drug. Bacteriological control was - 
effected in every case by taking a laryngeal swab through 
a Flagg direct laryngoscope. The commonest types of 
pneumococci were type XIV in 36 cases; type XIX in 
31 cases; type vI in 25 cases; and type vil in 18 cases. 
AS soon as a specimen of Sputum had been obtained 


. Leriche, R. and Werquin, M. G. Lancet, Su 2, 296. 
a Amer. J. Dis. Child. 1941, 62, 130. 


Evidence of. 


not ` 
enough to relieve the cause of the trauma—to remove @ 


on the part of house- . 
physicians led to the use of the sulphonamides for the — 
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- sulphapyridine was started. In most cases the drug 
was given by mouth, though in a few instances when the 
infant was desperately ill, was vomiting,. or was so 
badly distended that all administration by mouth had 
to be discontinued, the sodium salt was given intra- 
venously. The daily dosage used was approximately 
gr. 1% per lb. body-weight, divided into six doses at 4-hour 
intervals. As a general rule half the 24 hour dose was 
given as the initial dose. The drug was given as a powder 
suspended in water, and the average total dose was gr. 75. 
The was continued as a rale for about 48 hours 
after the temperature had returned to normal. For 
the group of 89 infants of whom half received sulphapyri- 
dine, it was found that in those treated by chemo- 
therapy the temperature subsided more quickly, reaching 
normal on an average by the fourth day as compared 
with the seventh day among the controls. The length of 
hospital stay, the total duration of illness and the 
incidence of extension of the pneumonia were all favour- 


ably influenced in those treated with sulphapyridine, | 


although this group included the most seriously ill 
infants. For the larger series of 200 treated infants the 
fatality-rate was 10%. Thus a reduction to less than a 
third of what it used to be has been achieved in infants 
since the introduction of sulphapyridine, and in addition 
oe course of disease has been shortened and the incidence 

Tan and complications—notably empyema— 
a y decreased. Reactions to the drug are less 
frequent among infants than among adults. Vomiting 
ig remarkably rare considering the ease with which 


infants vomit, and this means that good-sized doses . 


can be given. Other methods of treatment have 
naturally not been neglected. The use of oxygen and 
prompt measures to deal with abdominal distension 
(parenteral fluids, rectal tube and continuous gastric 
- aspiration) have been employed as hitherto. Specific 
antipneumococcal serum has been used in some instances 
when indicated by typing. No exactly comparable 
series has been published in the British Isles but it is note- 
worthy that the fatality-rate from bronchopneumonia 
reported’? by C. Jv McSweeney of Dublin was reduced 
in the under-5 group from 30% in 1938 to 10% in 1939, 
the first sulphapyridine yaar = Hie same figure as was 
achieved in Chicago. 


NIGHT-BLINDNESS 

THE Finns are now said to be getting very short of 
food, and for some time the authorities there have been 
anxious about the shortage of sources of vitamin A and 
carotene. The other Scandinavian countries, and no 
doubt the Finns as well, are normally large consumers 
of dairy produce and eat few vegetables, so that they 
rely almost entirely on animal fats for their vitamin A. 
Nylund £ made a study of night-blindness in Finland in 
October and November, 1940, “with a view to determining 
whether there had been any increase in vitamin-A 
deficiency since the war began. He compared his find- 
ings in 31 students with those in 82 students examined 
two years earlier. Of the 82 seen in 1938, 79% showed 
normal adaptation, 9% were night-blind and 12% were 
` borderline; in the 1940 group, only 48% had normal 
adaptation, 290%, were night-blind and 23% borderline. 
He also compared his findings in 40 pregnant and nursing 
women (in whom the vitamin-A requirements are known 
to be high) with those in a similar series tested in 1938. 
Here again there was a falling off in dark- adaptation— 
from normal adaptation in 95%, and night-blindness in 
5% the standard had fallen by 1940 to normal adaptation 
~ in 65% and night-blindness in 25%, with 10% on the 
borderline. Rationing of dairy products began two 


months beforé the 1940 tests were veg the daily 
amounts allowed oe butter 25 æ. (7 
taining 2 fat 50 g 


. Lancet, 1940, 2, 3. 
E Nylund, C. E. age: Med. March 1, 1941, p. 659. 


z.), cream con- 
(12 oz.) sa ail 200 g. (7 02.). 
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‘and other vegetables 5 g. ($ 0Z.). 
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The average daily diet at that time was estimated as 
containing liver 3 g. (,!; 0z.), meat 150 g. (5} oz.), carrots 
On this basis the 
average daily intake was assessed at 1055-1280 I.U. of 
vitamin A, plus 455-1585 ug. of carotene. This was 
certainly insufficient, and Nylund urged an increased 
consumption of carrots, beans and spinach, with extra ` 
liver once a week. Pregnant and nursing women had 
been allowed larger rations, receiving daily 40 g. (12 oz.) 
of butter, 50 g. (1? oz.) of cream and 600 g. (21 oz.) of 


milk. Their average daily diet thus contained 1870-2230 — 


I.U. of vitamin A and 750-1960 ug. of carotene. Night- 
blindness did not develop on this diet and it was found 


that dark-adaptation was fully normal if a minimum 


of 2000 I.U. of the vitamin was supplied daily. 

Other workers have put vitamin-A requirements higher, 
and it is usual now to express these in terms of body- 
weight. A distinction must be made also between the 
optimum daily intake and the minimum required to pre- 
vent dietary night-blindness in otherwise normal people. 
Thus for an adult man the optimum is considered by 
Booher? to be 40-60 I.U. per kg. body-weight daily, or 
3000—4000 I.U. for a man of 150 lb.; the minimum 
protective intake for a man is 20-30 I U. per kg. daily, 
or 1500-2000 I.U. More accurate work is required, 
however, before any definite figure can be universally 
accepted. The‘ vitamin-A, needs of the newborn child 
are thought to be covered by the vitamin-A content of 
colostrum and breast milk, provided the intake of the 
mother is adequate. The most reliable estimate of the 
daily requirement of pregnant and lactating women is 
5000-6000 I.U. . 

Two retinal mechanisms are concerned in dark- 
adaptation. During the first 7 minutes the photopic 
mechanism of the cones is engaged. Subsequently the’ 
scotopic adaptation of the rods comes into play and 
continues slowly for several hours. More than 95% of 
dark-adaptation, however, is complete after 30-40 min. - 
in darkness.. Vitamin A is, an essential constituent of 
visual purple, which is found only in the rods, but it © 
appears’ also to be essential for the complete dark- 
adaptation of the cones. In many cases of experiment- 
ally induced night-blindness impairment of dark-adapta- 
tion begins on the first day of the vitamin-A-deficient 
diet and may be significant within a week. In these- 
cases it has often béen shown that vitamin-A brings 
about a rapid improvement, followed by a more gradual 


“process of complete recovery; so that normal dark- 


adaptation may take longer to regain than to lose. It 
has been suggested that recovery may be hastened by 
adding riboflavin and ascorbic acid to the diet, in addition 
to a supplement of vitamin. A. To obtain the most 
prompt and complete recovery, massive doses ( 100,000- 
300,000 I.U. daily) have been recommended by some 
workers; others have obtained the same result with . 
doses as low as 10,000 I.U. | 


Mr. PERCY FLEMMING, consulting ophthalmic surgeon 
to University College Hospital, died at his home at Upper 
Basildon, on Dec. 19, -at the age of 78. 


AN editorial board has been set up under the didit man- 
ship of the President of the Board of Education to direct 
the compilation of a medical history of the war, The 


Fighting Services, the Ministry of Health, the Department 


of Health for Scotland, the Medical Research Council 
and the War Cabinet secretariat will be represented, | 
and Sir ARTHUR MACNALTY has been appointed editor- 
in-chief. ene es 

9. Booher, L. E. J. Amer. med. Ass. 1938, 110, 1920. 


Mepicat Honours.—The military cross has been awarded , 
to Captain Leonard Bapty, M.B. Aberd., R.A.M.C., and the ~ 
R.N.V.R. officers ‘decoration to Surgeon Commander D. C. 
Wilson, F. R. C. P. E. 
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Seca Arelia 


FUTURE OF MEDICAL RESEARCH. 


W. W. WALTHER, M.B. LOND. 


DIRECTOR OF PATHOLOGY, QUEEN MARY’S HOSPITAL FOR THE 
' EAST END l 


THERE is some justification for saying that we are 
living in the Golden Age of Medicine, for at no previous 
time have there been so Many advances in such a short 
- space. For example, the sulphonamide group of drugs 
alone have revolutionised the treatment of many common 
conditions. And yet there is still much room for 


improyement in the organisation which makes ‘these. 


discoveries possible. Research does not consist simply of 
working out and publishing the results of an original idea. 
Much time must be spent in reading through the litera- 
ture of yore already done on the subject, a task which 
may ‘involve one in many strange languages, only to find, 
perhaps at the end of many weeks of labour, that some- 
body else has already worked out the same problem but 
. has somehow failed to get immediate recognition. 

In spite of the enormous volume of research which is 


published little of it ever finds its way into general use, . 


partly because much of it remains unverified and partly 
because it is simply not noticed. This does not sound at 
all like a golden age, but the statement is easily supported 
by facts. For example, the original suggestion (based on 
sound observation) that thie shock of burns should be 
treated by transfusion with a protein-containing fluid 
was made in the middle of last century. Yet this very 
practical suggestion was overlooked and only rediscovered 
during the last few years. 
it and it therefore failed to get verified. On the other 


- hand, some discoveries seem so much to catch’ the 


researcher’s fancy that a vast and unnecessary amount of 
redundant work is wasted on one particular subject. 
An example of this is the spate of literature which fol- 
lowed the first few papers about prontosil and allied 
drugs. It has been estimated that the number of papers 
published on this subject is in the region of ten thousand. 
Now even the most confirmed sceptic would hardly 
demand such a vast literature to convince him, and many 
of these papers are based on such a small number of cases 
that by. themselves they would be of little significance. 
And yet, until an enormous amount of ‘work on any 
particular subject gets published, the general practitioner 
does not hear about it unless it concerns some material 
whose advertisements are pushed under his nose. This 
is because the busy doctor has little time to wade through 
(or income to pay for) all of the large number of medical 
journals whic 
plenty of would-be contributors to these journals, largely 
owing to the fact that besides the quest for knowledge 
and the desire to benefit humanity there is a need to attain 
personal recognition. A few publications are a great 
recommendation for a job, with the result that, as 
Miller! says, ‘‘ We find it necessary to digest an ever- 
increasing number of half-baked adventures in medical 
research.” Often enough, in the haste occasioned by 
the desire to be first in the field, the work is scamped. 
Sometimes this may also be due to lack of facilities to 
carry out some important detail of the work. General 
practitioners have few facilities for accurate work or for 
producing a number of results sufficient to be statistic- 
ally significant. 
keen men is immediately robbed of its keenness. Or, if 
an effort is made, it lacks numerical weight. Yet under 
skilled guidance individual efforts can often be turned to 
good account. There is no dearth of subjects for re- 
search, but we lack an organisation which can apportion 
the work to the best advantage. Although many people 
no doubt prefer to choose their own subject, it is probable 
that under a competent authority most would be pre- 
pared to work at some set problem either singly or as 
members of a team.. | 

Many believe that research is insufficiently endowed, 
and point out that the money available is usually only 
sufficient to support a newly qualified man, without 
domestic commitments, on a whole-time basis. Now, there 
is no special virtue in whole-time research work, though 


<1. Miller, N. F. J. Amer. med. Ass. 1941, 117, 905. 
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Presumably nobody noticed . 


are published today. But there are 


In this way a large potential army of | 
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‘one may be forced to devote one’s whole time to it in ` 
-order td do one’s own reading. Neither is'it certain that 


the newly qualified man, however keen, is the best type 
for research. Admittedly, the ideas are often supplied 
by the head of a department while the actual work is 
carried .out by assistants, but this does not cover and 
should not cover the whole fjeld of research. . . ` 
The criticism of modern research thus falls under 
three heads—inadequate endowment, lack of organisa- 
tion, and a failure to get results embodied in practice in a 
reasonable space of time. It is unlikely that the private 
endowment of research will increase in the future, and the 
best way out of the difficulty seems to be the ‘develop- 


ment of a part-time arrangement whereby anybody being 


paid by the state (and the number now is greater than 
ever before, and likely to be greater still) should be 
allowed sufficient spare time to do research if the facilities 
exist for it. In certain circumstances a definite prize 


might be offered for the solving of some particular’ 


problem. The prize of £10,000 offered by a daily news- 
paper encouraged research into television, with the result 


. that, before the war, England led the world in this field, 


and has since led-it again in radiolocation. 


A CENTRAL BUREAU 


For the proper organisation of research some respon- 
sible controlling body would have to be set up. This body 
would be equipped with an adequate library and a 
permanent staff whose duties would include the prepara- 
tion of abstracts of all that is known on particular 
subjects in any language, so that the intending researcher 
is saved the trouble of reading a vast amount of literature 
in order perhaps to clear up one small point. In addition 
they should be capable of giving up-to-the-minute 
information on any medical subject to any medical 
practitioner who asks for it, day or night. This looks 
a formidable task, but, with an efficient card-index and 
cross-referencing system, a trained staff.would soon find 
no difficulty in giving rapid answers to quéstions. The 
cost of maintaining such a library would be great, but it 
would be well worth it. H. G. Wells, in-his ‘‘ Shape of 
Things to Come ” had sucha scheme forthe card-indexing 
of all Knowledge—the ‘‘ Memory of Mankind,” with 
headquarters in Barcelona. All research work, both 
current and projected, would have to be registered with 
the bureau, which would then be able to prevent anyone 
from engaging on redundant work. It could also 
apportion the work to the best advantage, and organise 
the appropriate team for the rapid solution ofspecial 
problems and for the verification of important observa- 
tions in the shortest possible time. Another important 
function would be the organisation of teams of general 
practitioners, with the: use of laboratory facilities, to 
carry out research on minor ailments which do not usually 
find their way to hospital beds. All this could only be 
done by an official body with wide powers which enjoyed 
the confidence of the whole medical profession. Such a 
body should, of course, be organised internationally, like 
the International Labour Office at Geneva, but as the 
post-war future is impossible to foresee a start should be 
made here. The tendencies of foreign research should 
be watched and all allied and friendly neutral countries 
asked to participate in an exchange of medical knowledge. 

The results obtained would be examined for contra- 
dictions which could: be dealt with immediately by 
repetition ; they would then be submitted to statistical 
analysis and finally written up in collaboration with an 
editorial staff whose job it would be to compress the 
material into as small a space as would be consistent With 
clarity. An accurate abstract would be prepared at the 
same time. Important results might well be published in 
full in a separate international journal of research 
simultaneously produced in those ‘countries which 
participated, and the abstracts would appear.in the 
regular journals. og 

The rapid dissemination of results important to 
practitioners would be the last and most important duty 
of the bureau. As has already been pointed out, owing 
to the multiplicity of journals, results may never reach 
the people who would most benefit by them. To correct 
this results embodying new methods might be circularised 
to practitioners in the form of a loose-leaf supplement to 
a standard textbook, the production of which would be 
one of the first jobs of the editorial and library com- 


THE LANCET] - 


PALESTINE. —MILK FOR INVALIDS 


[DEC. 27, 1941 809 


e a ee a See Pei, oe te a a a ee me Ae a a Se a a 


.mittee. We might then at last get a textbook which 
was readable, and it could be kept constantly up to date 
by replacing obsolete information with new leaves. This 
textbook—or rather the series of them to cover all the 
special subjects—should be sent free to all members of 
the medical profession including students, and the 
supplements would also be free. Though this would be 
an added burden on the public purse it would be in a 
good cause. An organisation for disseminating informa- 
tion on the latest methods of treating air-raid casualties 
already exists. The E.M.S. sends round circulars on 
official methods of treatment and is even collecting 
information on some subjects. An extension of this 
principle to the whole of medical practice coulg hardly 
be thought objectionable. í 
4 

Let us then demand facilities for the proper organisa- 
tion of research, for assuring the research worker a 
reasonable living, for leading him to the problems which 
most urgently, require solution, for preventing him from 
engaging on redundant work, for providing him with an 
adequate résumé of all that is known about his chosen 
subject, and, most important of all, for getting the 
knowledge as quickly as possible to those whose job it is 
to use it. We need an organisation which, as H. G. Wells 
puts it, ‘‘ accumulates, sorts, keeps i in order and renders 
available everyone: t that is known.’ - 


PALESTINE 
MORTALITY AND SICKNESS AMONG INFANTS 


THE infant mortality in the past ten years has been 
analysed in the July issue of Hadassah, the bulletin of 
the Jerusalem University Hospital. The deaths have 


a 


been grouped according to the various races found in- 


- Palestine, and it is encouraging ta find that the rate 
has fallen in all sections.of the community. Thus over 
the period 1931-40 the rate has fallen from 186 per 1000 
to 147 among Arabs, from 133 to 107 among Christians, 
and from 81 to 59 among Jews. The infant death-rate 
is highest between April and September, the Palestinian 
summer months. Among Arab infants the summer rate is 
double that in winter, and among Jews half as much 
‘again as the winter rate. The commonest recorded 
causes of death are congenital debility, diarrhoea and 
enteritis, and bronchopneumonia. 
children’s department at Tel Aviv, in an account of his 
experience with infantile diarrhoea during 1938-40, says 
that on the whole the disease affects older infants in 
Palestine than it does in Europe .because almost all 
Jewish mothers breast-feed their infants, who are thus 
safeguarded against infection carried by cow’s or goat’s 

milk. Nevertheless the social status of the family and the 
nutrition of the infant are important in etiology and 
prognosis. Thus infantile diarrhoea is very common 
among the poorer Jewish families. Nutritional disorders 
are also common, and often associated with qualitative 
or quantitative hunger. He mentions a toxic form of 
infantile dysentery with a fatality of 100%. SD 


POISONOUS BITES AND STINGS 


l 


J. Seide of Jerusalem, writing in Harefuah; reviews the 


poisonous fauna of Palestine. These include the jelly 
fish, Rhizostoma pulmo and Aurelio aurita, and the sea 
anemone, stings from which give rise to toxic skin erup- 
tions. The bite of the centipede Scolopendra cingulata 
causes pain and swelling but is otherwise harmless. 
Spiders of the genus lalrodeclus are highly poisonous and 
a sting from one may endanger life in a child. Tarantula 
albofasciata is less poisonous. There arẹ six different 
species of scorpion in Palestine, all of them poisonous. 
The commonest is the yellow Buthus quinquestriatus, 
which gives an extremely painful sting causing local 
inflammation and sometimes constitutional disturbance, 
though Seide had never seen a death from such a sting. 
Bees, wasps and hornets sting like their kin elsewhere, 
and bites from ants are negligible. Several species of 


poisonous fish cause trouble to fishermen, including 
species of scorpæna and -trachinus. The venomous 
snakes found are mostly vipers, the oriental form of the 
Levant viper being the most common in inhabited parts 
of the country ; its bite may cause death, and prognosis 
depends chiefly on the promptness with which antitoxin 
oan be given. 


Of 23 cases treated in hospital 3 were 


-nd may die from circulatory failure. 


_Bograchow, of the | 


fatal. Bites from Vipera lebetina are discussed more fully 
by Lefkovitz in a separate paper. These are becoming 
commonest during the hotter months. The victim 
develops local and general signs, among which circulatory 
disturbances are prominent; indeed vasomotor instability 
often persists for years after the bite. At the time 
of the injury cedema and hemorrhages are common. 
Experiments on frogs suggest that the toxin attacks the 
vascular endothelium,- causing progressive engorgement 
of the peripheral vessels ; the condition spreads from the 
region of the bite. The patient develops hypotension, 
low temperature and myocardial failure with collapse, 
Treatment at 
present recommended is ligation of the affected limb and 
injection of serum. 


PRECAUTIONS AGAINST MALARIA 
Malaria is increasing in some of the northern districts. 


~The health department of the Jewish agency and the 


university appointed a committee of inquiry under the 
chairmanship of Professor Mar, which reported some 
months ago (Hadassah, March, 1941). The committee 
advised that the tents and huts of the tolonists should be 


provided with mosquito-nets, and that specially con- 


structed doors should be supplied to the huts. These 
recommendations are being carried out and the colonists 


are being instructed in keeping their irrigation canals ` 


clean and free from plants so as to discourage the 
breeding of the larve. 


A 


MILK FOR INVALIDS 


(d 


UNDER the Ministry of Food’s milk-supply scheme — 


priority-supplies of liquid milk are allowed to certain 
invalids against a certificate given by a medical practi- 
tioner. The conditions qualifying for these special 
supplies are now specified in a list, drawn up by the 


ministry’s medical advisers and made public on Dec. 11, | 


as follows: è 


Active tuberculosis of all types ; 

Silicosis ; : 

Affection of the mouth, throat or gullet or organic nervous 
disorder causing jnterforence with swallowing ; 

Gastric, duodenal or anastomotic ulcer ; 

Illness characterised by high and prolonged fever ; 

Post-operative conditions after major operations ; , 

Active workers, including domestic workers, during an 
illness which temporarily incapacitates them for 
work ; | 

Sick children not attending school ; 

Dyspepsia due to conditions other than ulceration of = 

° stomach or duodenum ; 

Colitis ; Diabetes mellitus ; 
Thyrotoxicosis ; Nephritis ; 
Hyperemesis gravidarum; chorea of pregnancy ; 

_. yellow atrophy occurring during pregnancy ; albuminuria 
_of pregnancy ; eclampsia ; which are of sufficient severity 
“to entail total confinement to bed. 

These diseases and illnesses are the only conditions for 
which special supplies of milk to invalids may be author- 
ised by a medical practitioner. 
allowed is at the discretion of the doctor, subject to a 
scale.prescribed by the Ministry of Food. 


' Four abesrvations in Dr. A. T. W. Powell’s school pen 


The quantity of milk 


acute 


for WALTHAMSTOW call for comment: decline in corneal '’ 


ulcer; decline in organic heart disease ; decline in chronic 
otitis media; and increase in dental caries. These 
changes are common throughout the country. In 
22,847 inspections and-rejnspettions only one case of 
corneal ulcer was detected, yet formerly this disease was 
often found in school-children. It increased in incidence 


in the last war, but since then it has decreased almost to’ 


vanishing point, probably because of improved nutrition. 


The decline in chronic otitis is mostly due to greater 


attention to the treatment of the acute phase of the 
disease, but also in part to ‘the lowered severity. of 
scarlet fever and measles. The decline in heart disease 


and. child rheumatism, which is noticed in all units with 
rheumatism clinics, is none the less welcome because its 


causes are obscure. The increase in dental caries, 
especially in infants,-may be due to greater attention, 
but most dentists believe it to be genuine. 


ww 
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ee In England Now 


A Running Commentary by Peripatetic Correspondents 


THE little I know about Japanese mental processes, 
so different from ours, inclines me to believe that their 


communiques will be even less reliable as a source of - 


news, but more indicative as to iftentions, than the 
German ones. The Hun mind starts off with the raw 
material, truth ; - halves it, doubles it, twists it, or sup- 
presses it according to need, but at any rate starts with 
it as a basis, .a relic of a code of morals that bound and 
helped to evolve the European world. The Jap uses 
truth Jike steam, to be harnessed to man’s use, if re- 
quired ; to be replaced by pure invention, like some of 
those landings, if a trap demands. My mind goes back 
to a time when I nosed about on the outskirts of.-their 
ports, Nagasaki, Yokohama, Kobe ; got the same feeling 
as I do with dogs and birds at home—that here are minds 
working in different ways to mine—and played at putting 
myself in their place. 
seemed to come in contact with them: the “ soil sense ” 


and my sympathy with the jinrikisha man who hoarded . 


his daily urine in a tin to bring back to his little terraced 
garden; their sense of beauty, the single flower with a back- 
_ ground, which seemed to me to be a reflection of the 
stamped beauty of the inland sea ; the infinite patience and 
- delight of the growers of dwarfed trees ; the public hot 
baths and their sensual skin pleasure of cleanliness ; the 
small boat men, their love of the sea and the fides, and 
their fear of it. Those seemed to be the tiny points of 
contact ; far away I sensed a religious nationalism which 
was as foreign to me as our moral system withits emphasis 
on sex is to them. There is a certain‘satanic humour in 
the facts that in this war with Japan—a real war between 
sub-species—she should be allied to those who make a 
fairy story of race purity and world domination, and 
fighting against those whose industrialism has been at 
the same time the source of her strength and her poison. 


* * xæ 

As a relief from the world war Mr. A. P. Herbert’s 
word warriors will find a happy hunting ground in the 
recent B.M.A. report on Industrial Health in Factories. 
A few points can even be scored off the title itself because 
health, unlike peace, is apparently divisible, the implica- 
tion being that in addition to “‘ industrial ’”’ health, other 
types of health are-to be found in factories. 


head. -Thus “ an industrial medical officer is appointed 
to a factory .”’; it is not possible to appoint a doctor to 
a factory, he must be an “ industrial medical officer ”’ 
’ even before he has had any experience of factory life. 
: Again, a new specialty called ‘‘ traumatology’’ is to be 
‘fostered and attention is called to the scarcity of trained 
‘“ traumatologists ’’ in the country.. It appears that the 
ordinary doctor has had no training in treating injuries. 
In due course we shall undoubtedly get subdivisions of 
the new specialty, such as cephalotraumatologists, 
thoracotraumatologists and even digitotraumatologists. 
One can already visualise the necessity for a new society 
‘to be called the Association of Philotraumatologists. 
Then there is a crying need for doctors constantly to 
attend postgraduate lectures (for after all there is nothing 
like a continual state of postgraduateness for keeping 
doctors out of mischief) so that -they may understand 
more fully the fact—as yet imperfectly recognised— 
` that when somebody is whacked with a rubber truncheon 
a solution of continuity might arise anywhere in that 
body’s body, depending on the part whacked and the 
- nature of the earth’s crust on to which the whackee 
might fall. No-one but a skilled traumatologist of some 
years’ experience in Birmingham would be entitled to 
repair the breach. A mobile air-borne team of trauma- 
_ tologists should be kept champing on the air-screw so 
that they might dash off to Land’s End or John o’ 
Groats at the slightest provocation, and particular care 
must obviously be taken to include, in the team relays 
-of digitotraumatologists because cut fingers are so 
common, don’t you know! Wounds will no longer be 
sewn up with surgical needles and catgut or silk, but 
with traumatological aiguilles and tautological byssofils. 
* * * . 
I’m imprisoned hopelessly, deep down in a dungeon ; 
how did the old saw go? *‘ Down in a deep dark ditch 
{$ 
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I remember the points where I. 


The word ° 
“ industrial ’’ keeps cropping up like King Charles’s 


it’s worth more than you pay for it. 


[pEc. 27, 1941 


lay an old cow. .. ” „No, that doesn’t seem to fit, but 
anyway it’s deep and it’s dark, and there seems to be no 


| 


escape; my tongue is swollen, I can’t even whisper, let 2 


alone shout for help. How can I get at that man who 
keeps yelling in my ear, “ Come on, Sir, come on”? ? 
Suddenly the shouting swells to a terrific volume of sound 
very close to my ear. I seem to be climbing through the 
roof, but the prison suddenly resolves into the reality 
that my blankets have got twisted round me, I’m thirsty, 
and the camp bed is too small for an expansive sort of 
nightmare. ‘‘ Oh, all right George, I can hear you now ; 
yes, I’ll get up ; yes, thank you George, I know the tea’s 
cold ; I never hear when you call me first . . . what’s 
that, only five more minutes ? O.K., George, I’m up now, 


- you needn’t worry any more.” 


My batman and I have, between us, accomplished our 
most difficult job in the day—getting me out of bed. 
I always intend to have half an hour at least for washing 
and dressing, but as often as not it ends by being con- 
certina-ed into five minutes. With the mists of sleep still 
clinging to my eyes I stumble into breakfast ; usually a 
solitary meal (the M.O. always has to get up before any- 


body else), but this morning I find another man, the new - 
_M.O. replete with breakfast, impatient to be off. 


“ Well, 
Durrant, I see you’ve taken to heart the tip I gave you 
last night about getting up early enough to eat a decent 
breakfast.? ‘‘ Don’t worry, there’s still some food left.” 
I switch on the wireless, explaining that as soon as the 
announcer has mentioned how many raiders were over 
England during the night it is time for me to get going. 
I can tell from the look on Durrant’s face that I am wast- 


ing my breath, and that he will always be on his way long 


before the announcer gets near the microphone. But I 
persist manfully in giving him all the petty details of the 
daily task, helping him metaphorically over many stiles 
that seemed difficult to me at first because, as I tell him, 
I was the first doctor appointed to do regular rounds of 
this chain of forts. ~ l 
Crossing the parade ground we glance back at the 
windows, now beginning to fill as the shavers thrust their 
white-lathered faces out for that first breath of morning 
air, and I tell Durrant about a photograph that I look 
forward to precuring from the Nazis when we've beaten 
them. Three mornings in. succession, at the same time, 
they came over and snapped me just as I was crossing the 
parade ground. I should like to know what I look like 
from 30,000 feet. Barely controlling his self-righteous- 
ness at noting that the sun is not yet above the housetops, 
Durrant is a little abashed when I point out that nearly 
all the essential services of life have already finished their 
morning round: the postman has been, the baker has 


- gone, we had fresh milk with our breakfast, the news- 


papers only just miss us. ‘‘ And anyway,” | remind him, 
“ this is nothing to the winter ; why it’s pitch-dark then 
when you set out to catch the boat.” 

Every morning (although I never have time to stop 
to do it) I almost catch my. breath as I burst through the 


mouth of a little alley, on to a pathway in full sight of the ` 


sea... The path trots down some steps and joins a road to 
curve round a tiny bay, leading us along to a small pier 
where the boat waits each morning. It takes five 
minutes to walk round that little bay, never dull ones ; 
there has always been the excitement of trying to get 
to the boat in time, as well as the exciting beauty of that 
inlet, with the harbour on the far side of the breakwater 
an ever-changing pool of ships and far away the open 
sea. There have been still, frozen winter mornings when 
the ‘“ bow] of night ” has lingered mirrored in the waters ; 
mornings when the sun has only winked a solemn eye 
above the horizon’s edge, disliked the prospect, and 
sought slumber again under black blankets of cloud ; 


’ mornings when the sun has pointed a fiery finger across 


the flat grey sea, touching one with warmth and beckon- 
ing the soul to infinite distance. (` Be careful down these 


steps, they’re very slippery in winter...) Mornings 
when there was rain, biting in winter. flooding in spring, 
splashing in summer, or just a film of damp. uncomfort- 


able mist. (‘‘ Buy an oilskin: it doesn’t look very 
military, and it won’t get you a salute from an A.B., but 
No, I’m afraid 
mine isn’t for'sale.’’) Days when the clouds are soft 
creamy pillars of down, jagged snow-capped peaks on 
grey mountains, or growling, muttering, crackling black- 
ness shooting tongues of livid fire across the sky. (“ Nọ, 


~ 
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I aan t know, officially, what they make in that building, 
but they always start up that motor with its funny little 
phut-phut-phut exhaust just as I come round this 


corner. .. . Yes, Jerry did have a crack at it one day, 
but he hit the sea and bent those rocks a bit. They 
usually hit the sea round these parts.’’) 

Now for the final straight, the skipper has sighted us 


and is starting up the engine as a hint that we should 
make some show of running because, of course, I am just 


@ minute late—it always ends that way. At first the 
skipper didn’t take to me at all kindly, said he was 
dashed if he’d wait for me or any other dashed doctor. 
But somehow he always does wait. (‘‘ Look at those 
pink flowers, I don’t know what they’re called, but you’ll 
find an amazing variety of flowers leading. a fairly. com- 
fortable existence among the crevices of the rocks, even 


down to the water’s edge. I can’t imagine how they do 


it, because this breakwater is fiendish in all winter 
weather, often in spring, sometimes in summer, and it 
ean be deadly in autumn. Only a week ago it was so 


rough that not a single boat could put off—the wind 
whistles through the telegraph wires, flings the sea across 
the breakwater, roars into one’s eardrums, freezing them 
to agonising deafness, and threatens all the time to dash 


one on to the rocks below.’’) 
“ Good morning, skipper#’ ‘* Mornin’ Sir, let ’er go, 
Dick.” We take shelter in the wheel house. ‘' What’s 


this I hear about anew doctor, Sir? terrible itis ; why we 
only just get to know one when they sends us another. 
But there, perhaps he’ll get up betimes in the morning, 
then I shan’t be so behindhand with my work all day.” 


It is a pity that the skipper will no longer be able to start. | 


his working day with'this masterly exaggeration. 

To any Englishman this twenty-minute journey across 
the enormous harbour would be fascinating ; to a man 
used to reaching his daily work by bus, tram or tube it is 


a holiday. Today, it is true, the harbour is almost empty, 
but one day the traveller will see H.M.S. ...., well he 
will see various units of the Royal Navy, he will see 
merchantmen of all shapes and sizes and nationalities, 


‘trawlers and drifters, seaplanes, prizes that once flew 
the swastika or were built in Genoa or Naples, and he will 
notice many other things that are best left unwritten. 


(‘‘ No, I’ve never disgraced myself on this boat, though | 


„there are occasions when it is hard work for two men to 
swing the wheel and hold it, especially outside the’ boom 
in one of these sou’westers that blow up so suddenly 
hereabouts.’ And I could tell you a story about the 
sergeant-major of the Battery that we are about to visit, 
but perhaps it would be fairer to let you wait for that one 
until, in a sudden confidence, he tells you the sorry tale 
himself.’’) The fort, from being a rounded blob in the 
early-morning haze, now begins to take shape and to 
stand out black and defiant against the horizon. Sea- 
gulls wheel and circle, alight and take wing in a continuous 
poem of movement; their skirling pierces the sea-born 
silence. ‘“ Well, here we are; good-bye, skipper, I 
~ ghan’t be see ing you again, because we'll return in the 
Ladybird.” Mornin’, Sir, best of luck to you.’ 

The party waiting to go ashore for day leave always 
present something of a problem. It is not easy to make 


_a correct and dignified return to their grinning salutes 
when one is concentrating on a perilous scramble upa 
slippery ladder. And now for our second breakfast. 
‘ Hello, doc, are you back again already? Oh, well, it’s 
your last day, thank heavens, so I suppose we must be 
grateful for small mercies! ” I wonder how long it will be 


before they have such a cheerful greeting for my succes- 
sor, now being treated with meticulous politeness. A 
matter of a few days only, I expect; the traditional re- 
serve of the Englishman is soon dissolved in these 
friendly surroundings. As we leave the main door of the 
_ fort after our cups of tea I automatically clutch at my 
cap. There is alway s a breeze lurking round the corner 
waiting to toss one’s headgear to the waiting waves. 
After it had twice caught me out, and I had proved that 
the cap. S.D., does not stand up to immersion in sea- 
water, I resolved it would never happen again, or if it 
did that at least it would not cost me so dear. I have 
learned to appreciate the troops “ fore-and-aft.”’ 
* * ; 

Great work has been done by the Ministry of Health in 
the provision of amenities at rest centres where homeless 

people may be drafted after a severe raiding incident. 
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‘Arrangements are made for the primary comforts of 
shelter, a cup of hot tea, blankets to encourage sleep, food 
for the hungry, and medical and nursing care for the sick. 
Loyal workers of all kinds have been earmarked— 
W.YV.S., school nurses, health visitors, district nurses, 
Civil Nursing Reserve, public-assistance officers, public- 
health medical officers, and so on. The storage cup- 
boards at the centres are a feast for rationed eyes, with 
their shelves of tinned and bottled goodies that have long 
since departed from the shop window. One thinks of the 
dark cloud and its silver lining and turns sadly away 
with the sublinguals working at top pressure., Going 
round some of the centres recently it struck me how 
much was being attended to in the material sense, how 
little in the spiritual. If, I thought, we are compounded 
of body and soul, where does the soul side come in during 
the drab hours? Of course there are the encouraging 
word, the cheery smile, the friendly pat on the shoulder.. 
But these things are individual and do not necessarily 
affect the mass; and the morale of the mass is on all 
counts very important. In addition to all the voluntary 
helpers the ministry should see that a gleeful soul with a 
piano-accordion is on the centre staff—one who can 
play ‘‘ Roll Out the Barrel” and sing ‘‘ Begone, Dull 
Care.” As musician he might be, more than any other, 
entitled to wear the mystic letters ‘‘ A.R.P.”’ 


Parliament 


QUESTION TIME 


l . Students and National Service 

Mr. E. BEvIN, minister of labour and national service, 
informed Sir ERNEST GRAHAM-LITTLE that the.lowering of the 
age of call-up to include men born in 1923 would not affect the 
arrangements made for students following specified scientific 
or technical courses. Other male students at the universities 
who were in the 1923 age-class might apply to the university 
joint recruiting boards and if they received a. favourable 
recommendation they might after enlistment into one of the 
fighting services be placed to the reserve and, subject to the 
exigencies of the service, complete one year at the university 
while receiving training in the senior training corps or the air 
training squadron. These arrangements would not extend 
to students who ‘had already completed three terms at the 
university. At. present it was not intended to call up women 
under the age of 20. The arrangements for women students 
over 20 were being considered. 


Central Medical War Committee 
In answer to a question Mr. E. Brown, the minister of 
health, stated that the services committee, which the Central 
Medical War Committee has authorised to deal with questions 
affecting the recruitment of individual medical practitioners 
to H.M. Forces and other cognate matters, has met 17 times 
in the 12 months ended Nov. 30 last. The attendances were 


as follows : 

Atenas Attendances 
- Members Actual Possible Members Actual ares 
*Sir Alfred Webb- . Dr. G. Lilico .. 16 17 

Johnson Al 9 -sa (EZ Dr. Peter Mac- . 
Sir Girling Ball 15 .. 17 donald . 15 .. 17 
Dr. J. A. Brown 11 .. 12 Dr. J.C. Matthews 13 .. 13 
Dr. A. E. Clark- 2 Dr. C. Newman 8 .. 12 
Kennedy oe le 5 Prof. R. i F. 

Dr. H. Guy Dain — Picken 12 .. 17 


Col. A. H. Proctor 12 .. 17. 
Prof. W. Fletcher 


‘se 5 

. O. Eades ll .. 12 
Sir Francis | 
Fremantle .. 15 .. 17 Shaw , oe le a 


Dr. F. Gray .. 12 .. 12°| Mr.H.S.Souttar 12 .. 17 

Dr. D. G. Green- . Sir Charles Wilson 2 .. 5 
field 6 .. 17 Dr. S. A. Win- 

Dr. E. A. ‘Gregg ` ll 17 stanley ka T a OFZ 

* Chairman until succeeded by Sir Girling Ball. 
. Attendance ` Attendance 

~ Observers Actual Possible Observers Actual Possible 

“Admiralty . 10 .. 17 Ministry of Health 17 .. 17 
War Office .. 10 .. 17 Ministry of rene 

Air Ministry .. 9 .. 17` sions .. 10 .. 10 


Industrial Health Research Board 


Replying to Mr. F. Messer, Sir JOHN ANDERSON, the 
lord president of the council, said: The Secretary of the 
Industrial Health Research Board 1s Sir David Munre, who is 
sixty-three years of age. He is at present giving part of his - 
time to the Ministry of Supply as chief medical adviser, but in 
view of that a senior member of the board’s investigating staff 
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is acting as joint secretary. There are thirteen full-time 
investigators (none medically qualified) whose names and 
qualifications are as follows: T. Bedford, D.Sc., E. G. Chambers, 
M.A., F. A. Chrenko, W. M. Dawson, B.SC., E. Farmer, M.A., 


Miss Alice Heim, PH.D., D. E. R. Hughes, B.sc., R. Marriott, . 


B.SC., Miss May Smith, D.Sc., F. G. L. Stock, C. G. Warner, 
PH.D., H. C. Weston, MI.I.E., and S. Wyatt, D.SC. - 

Mr. MEssER: Does the Minister not think that this 
important post ought to be a full-time job, especially as it was 
so during the last war ?—Sir J. ANDERSON: Normally it is a 
full-time job, but Sir David Munro is giving much needed help 
in the ministry of supply, and so far as his time is not available 
to the board, the gap is filled by the temporary appointment of 
a senior member of the staff.—Mr. Musser: Is the Minister 
aware of the „grave dismay with which the public have 
received the report of the British Medical Association that 
not less than 32,000,000 weeks are lost each year by industrial 
workers through preventable illness ?—Sir J. ANDERSON: The 
business of the board is not primarily concerned with industrial 
disease, but with such matters as industrial fatigue, and the like. 


Medical Practitioners as Combatants 
Sir ERNEST GRAHAM-LITTLE asked the Minister of Labour 
how many registered medical practitioners were at present 
serving as combatants in any of the fighting services; and 
whether, in view of the shortage of medical personnel for both 
civilian and military needs, he would allocate such practitioners 
to medical duties.—Mr. Brown replied: Arrangements have 
been made to secure that normally a registered medical 
practitioner may serve in H.M. Forces in a medical capacity 
only and although I cannot give a precise figure I have reason 
to believe that the number serving as combatants is negligible. 
The matter referred to in the last part of the question appears 
to be for the Service ministers who agree that it is only in 
exceptional circumstances that a medical practitioner may be 
-employed in a non-medical capacity. 
| Soldiers in Medical Category C 
Captain H. D. R. MarGeEsson, secretary of state for war, 
replying to Mr. F. J. BELLENGER said that many soldiers of 
medical category. C were at present performing useful service 
in the Army by freeing men of higher categories for more active 
duties, and in view of the present man-power situation he 
could not agree to their automatic discharge. Where 
application was made for the release of an individual for work 
of national importance the soldier’s medical category was 
taken into account. 
Hospital Staffs | 
Major Q. Owen asked the Minister of Labour whether, in 
view of the shortage of nurses and domestic staffs in hospital, 
he is prepared to recognise such service as & form of national 
service.—Mr. G. Tomirnson replied: I recognise service on 
the nursing and domestic staffs of hospitals as one of the most 
important forms of national service. It is included in the 
short list of vital war. work.for women for which women 
registered under the Registration for Employment Order are 
required.—Major OWEN : Is Mr. Tomlinson aware that many 
hospitals are short of domestic staff? Is it not a corollary 
of this order that the Minister will now be able to direct women 
with experience of domestic service to these hospitals, as he is 
able to do into the Armed Forces ?—Mr. Tomiinson: I 
should require notice of that question.—Sir JOSEPH LAMB : 
Is Mr. Tomlinson aware that the women who are being sent 
now are daily workers, who arrive at 8 o’clock and leave at 5 ; 
consequently there is no one to take charge of the early or late 
work ?7—Mr. Tomuinson: Hospitals, like all other institutions 
and industrial organisations, are having to do the best they 


can with the material available.—Sir J. Lams: With the best 


will in the world, how can they wait till 8 o’clock to give all the 
patients their breakfast ?—Major Owen: Is Mr. Tomlinson 
aware that there are institutions of this character which have 
no cook at all? The matron of one hospital, to my own 
knowledge, on Sunday last had not only to look after the 


dressing of the patients, but to cook dinners for 14 people.— . 


Mr. MEssER: Before the department considers compelling 
anyone to work at a hospital, will Mr. Tomlinson do his best 
to see that the. remuneration of the lower-paid staff is 
improved ?—Mr. TomLinson: I will consider all the sugges- 
tions that have been made. 


Detained Persons and Insurance Benefits 
Miss F. HorspruaH informed Mr. Davip ApAms that 
regulations would shortly be made under powers conferred 
by section 8 of the National Health Insurance Act 1941 by 
which persons detained under Regulation 18B who before 


PSYCHIATRISTS AND THE RECRUIT 


„probably welcome. 


- [DEC: 27, 1941 


detention were entitled'to N.H.I. benefits would be given an 


opportunity to safeguard their health insurance and contribu- 
tory pension rights by paying within a reasonable period after 
their-release contributions at a.reduced rate for the period of . 
their detention.. The reduced rate of contribution payable 
in these circumstances made due allowance for the fact that 
suċh persons were not in a position to obtain health-insurance 
benefits during their detention. Replying to a farther ques- | 
tion, Miss HORSBRUGH said that there would be a lapse of 7 
time after these people were released before they fell into ` 
arrear in respect of contributions. < DEE 
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PSYCHIATRISTS AND THE RSCRUIT __. 


Smr,—I have been much impressed recently by the 
number of patients one sees who are invalided out of 
the Forces on account of mental illness. This is obviously 
uneconomic and wasteful in two respects. These men 
and women have to be equipped and trained and pre- 
sumably cost the country a considerable amount of 
money for short and unsatisfactory terms of service, as 
well as taking up hospital time and accommodation 
before discharge. In addition many of them are people 
who, while they have a precarious. adjustment to life, 
have done and could do useful work in civilian life, if 
their mental equilibrium were not disturbed by the need 
to adjust to unfamiliar and distasteful conditions, to 
say nothing of combatant service. We are told that 
these conditions are caused by an insufficient number of 
psychiatrists to advise recruiting boards, and to treat 
early and slight anxiety cases in the Forces.. Much of 
the time available for treatment must necessarily be 
taken up in diagnosis and disposal of so much unsuitable 
material. Is it not time that the available psychiatric 


_ personnel of the country were more thoroughly mobilised? 


There are still many qualified and experienced women 
psychiatrists upon whose services no national- call has 
been made, and the institutions for the chronic mentally 
sick boast many highly qualified and experienced 
psychiatrists whose work hardly, in this national emer- 
gency, makes the demand upon them which they would 
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FRACTURED FEMORAL NECK 


Sm,—The outlook expressed by Mr. Cochrane on the 
plaster treatment of fractures of the neck of the femur 
must’ seem to some surgeons retrogressive; - Surely. the 
greatest gain that pin fixation of these fractures has 
brought is the diminution of the mortality-rate due to 
hypostatic pneumonia. A patient whose fractured 
femoral neck has been pinned can straightway sit up and 
do breathing exercises, and in a few weeks he can be up 
and out on crutches—instead of spending three months 
in bed between sandbags or splints, or having his chest 
and abdominal muscles badly hampered by a Whitman 
type of plaster spica. ğ x 

Mr. Cochrane’s note that in spite of considerable 
experience of these fractures he has not had a case of 
aseptic avascular necrosis needs some further explana- 
tion. He states that many of his cases became arthritic, 
and one would have thought that if the X rays of some 
of his arthritic cases had been examined at the critical 
period of 6-8 weeks after the fracture they would have 
shown death of the head. Failure to spot avascular 
necrosis at this stage, as pointed out by Watson Jones 
here and by Phemister in Chicago, usually results in an 
arthritis. They considered that unless the head of the 
femur is protected, during this stage of revascularisa- 
tion, from the traumata of movement or the com- 
pression of weight-bearing, distortion and exfoliation of 
cartilage leading to arthritis must result. As Watson 
Jones points out in his book, fixation by pinning secures 
apposition with firm fixation of the fracture line and this, 
coupled with an absence of weight-bearing,.is essential 
if the head is to be revascularised. May net the torsional 
strain, which must fall on the fracture callus when Mr.. 
Cochrane allows early movement of the knee out of his 
plaster spicas, be responsible for some unrecognised cases 
of avascular necrosis ? And these cases, though union 
by bone is possible, usually end up as arthritics unless 
they are carefully treated. . \ 

National Temperance Hospital, N.W.1. G. O. TIPPETT. 
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HOSPITAL DESIGN 


~ - SIR, —The modern hospital is a complex instrument 
ic and it must be designed by those who are to work within 
~ its walls. The R.S.M. discussion (Lancet, Dec. 13, p. 737) 
nx Was timely. It is impossible for an architect to design 
‘st @ hospital alone ; he must have the coöperation of the 
x} medical staff. This entails a great deal of thought on the 
-+ part of the medical men concerned, and coöperation and 
< patience on the pant of’the architect. In one hospital, 

or- whose design I in conjunction with my medical 

colleagues was to some small degree responsible, sixteen 
— plans were prepared before the final one was chosen. 

Other hospitals where this coöperation was lacking and 
_ which have left design to architects are saddled with 

unsatisfactory buildings. Many instances of this could 

be given, but I will cite two. In a medical school which 
- has recently been rebuilt, the lecture theatre cannot be 
; heated in winter. The heating is by warm air blown into 
: the room and when it is turned on is so noisy that the 
- lecturer cannot be heard. The seats are built at such an 
` angle that in order to be heard by the audience at the 


back he has to have his head permanently hyper- ` 
¿= extended. Similarly in a newly erected private block 


> there is no sound insulation between the patients’ rooms 
:-or between the floors. 
: I would therefore urge strongly that the staff of any 
hospital that contemplates rebuilding should get together 
- a year or so beforehand and make up their minds what 
' they want, and where they want it, down to the minutest 
. details, and not to place reliance upon an architect who 
. manifestly is unable to design such a technical instru- 
; ment as the hospital has become. 
Harley Street, W.1. 


A NEW METHOD OF TREATING STAMMER 


S1mr,—The view that stammering is a symptom whose 

origin must be sought in the psychological field has been 
reached independently by medical psychologists and 
speech therapists. Study of its character and develop- 
ment shows that different types of stammering represent 
different stages of the same disorder. In the develop- 
ment of a stammer, the sequence of stages is the opposite 
of that found in normal development and evolution of 
speech ; we are therefore justified in thinking df stam- 
mering in terms of Hughlings Jackson’s theory of dissolu- 
tion in the nervous system—the reversion (or regression) 
in disease to progressively more primitive types of 
function. The first stage of stammering is now generally 
regarded as due to a dissociation between thought and 
utterance. This disharmony leads to the reiteration of 
syllables, words or phrases (clonic stammer), a primitive 
type of utterance comparable to the _ prelinguistic 
babbling in the child’s speech development. The forces 
which bring about a dissociation between thought and 
speech are usually but not necessarily emotional ; at the 
onset they are unconscious to the mind of the speaker, 
and may remain so for some time. Unfortunately 
repetitive speech is stigmatised by those around the 
stammerer as “ bad,” ‘“ slovenly ”? or ‘‘ childish ’’; he 
acquires the same misconception, endeavours to improve 
his speech and is exhorted to do so. But since the nature 
of his disorder is unrecognised, the steps he takes in order 
to stop the reiterations are erroneous and lead him into 
the second stage of stammering, characterised chiefly by 
hypertense articulation (tonic stammer). This hyper- 
tonicity represents those primordial hypertense postures 
which symbolise aggressive emotions. Once more the 
atammerer can see no way out. This blind-alley situa- 
t on recurs at intervals, entailing a number of character- 
istic stages, and ultimately leads to complete discourage- 
ment and resignation. | . 

Medical psychologists deal with a stammer in accord- 

ance with their views on the nature of the neuroses ; 
speech therapists chiefly use relaxation, suggestion, 
persuasion, diversion or even philosophical methods (for 
example, the stoic doctrine): All these methods over- 
look the fact that stammerjng develops in stages. If a 
given stammerer’s symptoms symbolise landmarks in 
his efforts to grope his way along the blind alley, treat- 
ment should permit and encourage him to go back in his 
manner of speech to the point where he diverged from the 
right track. . This point is marked by reiterative (clonic) 
utterance. Unfortunately, to the stammerer and those 
mn contact with him to speak in this babbling way means 
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to stammer.worse. Actually such speech is nearer to 
normal speech than any mode of speaking which he may 
have acquired on his way through the blind alley. The 
lack of hypertonicity in such reiterated’ utterances 
suggests to the patient the truth of this fact and he 
readily admits it ; nevertheless the therapist’s endeavours 
to induce him to retrace his steps to the clonic stage may 
meet with considerable resistance ; the patient feels that . 
the ostensibly babyish reiterated speech must increase 
his social difficulties. However, in suggesting the 
reversion, the therapist sanctions that infantile speech 
which has long been repressed, and thus acts as a symbol 
of the parent figures of the patient’s infancy—a procedure 
sometimes leading to difficulties which cannot be dealt 
with here. 
The method outlined has given promising results in a 
series of cases, and I draw attention to it at this stage 
because it may prove useful in treating cases precipitated 


by war stress. - 
7, ones LEOPOLD STEIN. 


Tavistock Clinic. 
VOLPAR PRODUCTS 

Sır, —In a recent paper (Human Fertility February, 
1941, p. 1) Dr. R. L. Brown and Dr. C. J. Gamble describe 
their technique for testing the in-vitro efficiency of com- 
mercial spermicidal products. Their findings place 
Volpar at the head of a list of a number of such pro- 
ducts, thus confirming the findings of Dr.,J. R. Baker. 
This preparation was devised as a result of nearly ten 
years research by Dr. Baker and Dr. H. M. Carleton 
(whose joint book was reviewed in the Lancet 1936, 1, 
1071) and was only then put on the market. Dr. Brown 
and Dr. Gamble raise two important points: that 4on- 


` traceptive efficiency measured by laboratory methods 


does not necessarily tally with clinical experience ; and 
that volpar contains a mercurial compound which has, 
not yet been shown to be harmless when used regularly 
over a long period. The first point can only be settled 
by reports on clinical results, preferably recorded in a 
uniform and comparable way. The Family Planning 
Association had hoped to publish such evidence but the 
war has interfered with the collection of records; in- 
formation is, however, slowly accumulating and will be 
published in due course. * And with regard to the 
second point, no evidence of cumulative toxic action 
has been anywhere ‘recorded. I have myself had under 
observation for periods ranging from 1 month to 44 
years more than 500 patients regularly using volpar 
products, and in no case has there been any sign of 
mercurial poisoning. MARGARET HADLEY JACKSON, 
Member of the Medical Subcommittee 


Crediton, Devon. © of the Family Planning Association. 


“WELSH OF. FELTON” 


. Dr. Robert Anthony Welsh succeeded to the practice 
of Dr. Edward Anthony Hedley of Felton, Northumber- 
land, married Hedley’s daughter, and lived for 47 years 
in a Jacobean house known as “‘ Peth Foot ”’ which had 
been the home of a line of country doctors, father to son, 
for four generations. His life was, as he said himself, 
largely oceupied in going to and fro; on some days he 
might travel 40 miles, seeing only four or five patients, 
and after he gave up his horses for a steam car and then a 
petrol car of French make he might still have to improvise 
a stretcher to carry an emergency case a mile or more 
over heathery moor. Difficult midwifery must be done 
single-handed and fractures were treated at home. 
Next to the motor-car the installation of the telephone 
brought the greatest change into his life. It is an old 
and inspiring story which he was induced while still in 
practice to tell in these columns under the heading ‘‘ The 
Doctor’s Day ’’—in the depths of the country. It was 
the life ‘of his choice and if he had had his time over 
again he would still have been a country doctor. Welsh 
was born in 1864. and qualified at Newcastle in 1891 ; 


“when he retired three years ago it was only to move 


nearer to Newcastle, where he died on Nov. 21. And his 
son, Dr. Edward Anthony Welsh, carries on the practice. 
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MEDICINE AND THE LAW 


‘ A Soldier dies of ‘Not Culpable Negligence ’’ 

UNDERSTAFFED as they. may be, and preoccupied with 
the task of administéring medical services without 

properly trained personnel, the military authorities will 
doubtless pay attention to the remarks of the coroner 
who recently investigated the death of a soldier at 
Llangollen. Our readers can form their own conclusions 
from the story and can decide the steps they would take 
to prevent the possibility of a similar occurrence. 

Gunner Bird, R.A., aged 23, was the cook at a regi- 
mental medical post. Having a cold, he asked the 
V.A.D. nurse at the post for some medicine. She gave 
him a cough mixture. At about 10 P.M. on the next 
night- (a Saturday) he went to the ‘dispensary again 
for something for his cold; he asked for something 
different from the medicine of the previous night, 
because the cough mixture had done him no good. -She 
gave him a dose of phenol, a teaspoonful in half a cup of 
water. He said it tasted strong; she gave him a cup 
of hot water. He said he was going to be sick. He 
went to the sink; he was not sick but said he had 
“ needles and pins all over.” The nurse shouted for 
another nurse stationed at the post, and the corporal 
in charge (who is responsible in the absence of the 
medical officer) was fetched. The corporal telephoned 
for the doctor and gave Bird a solution of salt and water. 
Having learnt what had happened, and given hurried 
instructions, the doctor went to his surgery to collect 
his bag and stomach-tube. While he was there, a second 
telephone message came; Bird’s condition was worse 
and the nurses could get nothing down his throat. The 
doctor dashed to the post by car and found Bird in a 
comatose state; his symptoms were consistent with 
‘carbolic-acid poisoning. The stomach-tube was tried 
and the doctor did what he could, but the patient soon 
afterwards died. The medical officer in charge of the 
post, a major of the R.A.M.C., had remained there till 
4 o’clock on this Saturday afternoon ; he had telephoned 
at 9.30 P.M. and been told that everything was in order; 
he was summoned by telephone at 10.40 and went 
immediately to the dispensary where he found Bird dead. 

The inquest elicited the following evidence. The nurse 
gave Bird the phenol because she ‘\ thought if was the 


same thing as she had bought from a chemist at Preston ; 


and had taken herself.” She was a V.A.D. with two 
years’ experience in an emergency hospital; this in- 
cluded night duty for nine months during which she 


gave out medicines in accordance with doctors’ prescrip- . 


tions. She did not know the strength of the phenol, 
had not:seen it given for a cold or as a gargle, and was 
unaware that it was used for sterilising instruments. 
No-one had warned her that the bottle was dangerous ; 
the only label on it was the word ‘‘ Phenol.’’ The bottle 
was on the shelf; there were mixtures at one end of the 
shelf and liniments at the other. The corporal knew 
that phenol was dangerous and a poison; he had not 
included it among the dangerous drugs which were 


locked away under his charge in the medical inspection . 


room. The coroner asked a medical witness whether he 
would expect phenol to be left out on a shelf available 
for nurses or anybody else to administer. The witness 
-replied in the negative; but it is probably not the 
usual practice to lock up the disinfectants, constantly 
required for sterilising instruments and dressings, with 
those potent drugs, dangerous in small doses, which are 
intended to be taken by the mouth. According to 
the witnesses there was no general right to walk in and 
out of the dispensary unless on business, and no nurse 
had any authority to give medicine except under doctor’s 
orders or on a prescription. The bottle had no corrugated 
sides to distinguish it as containing a poison, though 
there was some corrugation on the bottom. 

The corporal said he had brought the bottle with him 
when he came to the post ; he had no instructions about 
labelling poisons ; he was not supplied with labels, but 
some had been obtained from an outside source. He 
was a Nursing Orderly, class 3, trained by the R.A.M.C. 
He scems to have had no responsibility for this regrettable 
incident. 
taking of one bottle in mistake for another ; death was 
apparently due to a nurse not knowing that phenol is 
carbolic acid and is not intended to be administered to 


° 
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. aister: H. McColl, I. Macd cela C. W. F. McKean, 


This was not a case of the absent-minded 
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the patient by the mouth, whether for a cold or any-other 
ailment. The coroner held that there had been negligence 
but not culpable negligence of a criminal kind. He 
thought that the attention of the highest authorities 
should be drawn to what had occurred. 


Medical News 


University © of Cambridge 
At recent examinations the llong a were successful :- — 


- FINAL EXAMINATION FOR M.B., B.CHIR. 


Part I: Surgery, midwifery and gynseco 
. R. Arulanandom, W. E. S. Bain, : . A. 
V. Bates, W. J. M. Beveridge, J A. Black, A: Ro 
e, B. F. Brearley, M. M. Brown, ©. D. Calnan ipbell 
. S. Coghill, N. D. Compston, S.M. E. Cornes, J. W. ra Gee tree, 
. A. Crawshaw,*N. F. Crofts, M. C. Cross, G. E. L. Cummins, 
'R. Cureton, R. E. Danckwerts, H. G. Danziger, G. H. Dhenin, 
Dobson, K. M. Duncan, P. D. Eeman, R. M. E mrys-Roberts, 
Eskell, G. B. Ffrench, T. N. Fison, J. B. Foote, D. D. O. R. Fox, 
F. S. Glassow, N. 
H. Griffiths, E. J. 


J. Goorney, J. A. B. Gray, G. F. 
i Harrison, E. ce Holborow, R. A. 
Holden, P. Hugh-Jones, A. "Hulme, W. P. Jacks on, M. R. 
Jeffrey, P. G. Jeffries, H. W. F. Jones, H. D. Juien n . D. Kellock, 
D. E. R. Kelsey, J. M S. Knott, H. M. Lawson, A. G. L eacock, 
K. T. Lockhart, H. * Lockhart-Mummery, - Lyell, M. L. Mac- 
sJ. RN Macoun, 
. G. McQuade, R. G. Mathers, L. H. H. May, R. H. Meara, R. G. 
Milar, C. R. Naish, J. F. Neil, D. A. H. O’ Sullivan, R. A. E 
C. M. Phillips, J. Ss. Pippard, E. C. Poulton, J. R. K. 
P. M. M. Pritchard, P. K. Renshaw, W. S. Rhodes, A. G. 
W. E. Roden, A. - Pook: J. H. P M. Rowlands, J. = 
J. M sony Sherwood, D. 
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” Thomas, E, 
A an tat. R. J. Walker, J. ©. Waterlow, R. B. 
Welbourn, B. O. Welshman, J. ©. N. Westwood, G. Wetherley- 
Mein, R. H. Wheeler, R. U. Whitney, D. I. Williams, R. I. Williams, 
J. F. R. Withycombe, R. B. Wright, and J. B. Wyon. 


University of Dublin 


On Dec. 10, the following degrees were conferred at the 
school of physic, Trinity College :— 

M.D.—Hyman Elliman, J. B. Fleming, Kenneth Watson, J. 
Waugh, and J. F. Wilde. 

M.B., B.Ch., B.4.0.—N. J. Anderson, Emmeline P. Crowe, 
Margarct F. X. "Dixon, J. B. Dunlop, J. N. Greene, J. R. Hassard, 
T. L. Kelly, Ethna M. MacCarthy, A. J. B. McFarland, A. 
McReynolds, Kathleen M. J. Morphy, Jack Morris, J. A. Pearce, 
L. H. Shrago, J. P. Walsh, Dorothy H. Webster, and O. E. Williams. 
ai Licence in medicine and in surgery and in obstetric science.—L. H. 

itron. 


University of Edinburgh 

On Dec. 12, the following degrees and oe were 
conferred :— 

M.D.—Fanny B. Chisholm, C. A. Gleadhill, A. M. MacDonald 
(gold medallist), *J. H. Patterson, *A. J. Rhodes. 

D.Sc.—*C. E. van Rooyen. 

M.B., Ch.B.—I. R. W. Alexander, ra F. Antonio, B. A. Bem- 
Drigre: G. D. Bonner, Wiliam Boyd, A. K. Brown, L. F. Brown, 
. J. Bryden ener E Buchan, William Campbell, J. McD. 

2 


Ceni John Devine, N. G. Cees Soest K. Farley, W. W, 
E. R. L. Gregson, C. J C. innrichs, Jean Leith, Anne W. Mac- 


- lennan, Dennis Malcolm, A. T Plant, David Pottinger, S. I. Pugh, 


Anne R. Ross, Margaret C. Tait, H. SN Thompson, D. R. 
Tipping, S E Viedge, A. L. Wallis, J. A, Watt, and D. B. 
Wiseman. 

D.P.H.—*A. S. Quota, T. M. Small, ¢Helena S. L. Taylor. 


D.M.R.—R. A. McKail. 
* In absentia. 
The degrees conferred by the Polish School of Medicine 
were given in THE Lancet of Dec. 20 (p. 780). 


Royal College of Surgeons of Edinburgh 


- At a meeting of tho -college on Dec. 16, with Mr. J. W. 
Struthers, the president, in the chair, the Liston Victoria 
jubilee prize for the greatest benefit done to practical surgery 
in the preceding four years was awarded to Prof. J. R. 
Learmonth for his contributions to the surgery of the autono- 
mic nervous system; and to Dr. Robert McWhirter for his 
contributions to the radiotherapy of malignant disease. 

The following were admitted to the fellowship :— 


H. E. PEO ALTE Sa J. H. Brownlee B. Edin., L. S. Corner, 
M.B. Sydney, W. B. S. Crawford, M.B. J. S. Davidson M.B. 
Pam, C. W. A. Falconer, M.B. Edin., Baf 'D. 

J. T. Jones, M.B. Durh., A. R. Leask, M.R.C.S., . Miller, 
LB. N. Z., 19. T. Owen, M.B. 'Lpool, Guy Rigby-Jones, M.B. D., 
M. V. Sheehan, M.B N.U.I., G. M. Sleggs, M.B. Lpool, G. C. 
Twcedic, M.B. Lpool, and P. J. M. Wright, M.B. Lond. 


Royal Sanitary Institute 
Dr. J. E. Gordon, professor of preventive medicine and 
hygiene at Harvard University, who 1s in charge of the 


American Red Cross Harvard Field Hospital in this country, 
has been elected an honorary fellow of the institute. 


` 


Ferris, MB .B. Melb., 


G. Turner, 
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American Honours 

The American Congress of Physical Therapy has awarded a 
gold key to President Franklin D. Roosevelt, in appreciation 
of his long interest and support of the medical fight against 
infantile paralysis. Keys have also been given to Dr. William 
Bierman, attending physical therapist at Mt. Sinai hospital, 
New York; and to Lieut.-Colonel W. S. C. Copeman, 
honorary secretary of the British Rheumatism Association, 
in recognition of his development of a physical therapy 
organisation in the battlo field. 

The Times Picayune‘loving cup for 1940 has been presented 


to Dr. Rudolph Matas of New Orleans “ in recognition of his , 


years of unselfish service to his fellow men.” . 


Billets for the Day 

The Ministry of Health and the Board of Education have 
issued a joint circular (Nos. 2535 and 1573 of the respective 
ministries) advising local authorities how to speed up the 
provision of day nurseries and play centres for the children 
of women taking jobs. But it points out that the greatest 
contribution to the task of dealing with these children must 
come from the stay-at-home women of the district, who must 
divide between them the duty óf looking after the children 
of those at work. The names of women willing to work if 
their children are cared for, and of women willing to share 
in the care of the children should be sent to the local authori- 
ties and, with the help of voluntary organisations, the two 
groups should be put in touch with each other and helped in 
making friendly arrangements about the children which may 
if they wish be extended to children of school age. The 
circular stresses that it is the duty of the welfare authority 
to set up a central office to act as a liaison between the mothers 
and the volunteers. No more than three children should 
be cared for in an ordinary working-class home and health 
visitors should pay special atttntion to these guest children. 
Probably the women will prefer to make their own arrange- 
ments about payment but if need be the Government are 
ready to offer financial help under the scheme of daily guard- 
ians which is being administered by the regional controllers 
of the Ministry of Lahour. It is described in their leaflet 
(E.D.L. 67 revised). Forms of application for registration 
as a daily guardian can be obtained at the local office of the 


Ministry. In addition to whatever weekly sum the mother 


arranges to pay to the guardian herself the state will pay 4s. 
a week for each child under five cared for on four days or more, 
and 2s. a week for each child.for less than four days. An 
application for this payment must be signed by both mother 


and guardian. 
Public Health 


From the Annual Reports 
HENDON 


HERE Dr. A. Fairgrieve Adamson reports an increase ~ 


in infantile mortality from 34 to 54, largely due to high 
fatality from respiratory diseases, which was spread 
evenly throughout the year and not limited to the first 
quarter... Dr. Adamson says: ‘at no time were the 


shelters used to their full capacity, most persons pre- — 


ferring to remain in their own houses or to use shelters of 
the Anderson or other types.” This seems to be usual 
in the towns of the outer ring of the metropolis. 
7 BOOTLE 
This county borough, according to Dr. F. T. H. Wood’s 
report, had an estimated population of 67,760 in mid- 
1940, a reduction of 9010 from the 1931 census. In 
estimating civil populations, those in the services of the 
Crown are excluded, and since these now number several 
roillions, all estimated civil populations are artificially 
lowered, and since men and women in the services are of 
ages at which death is exceptional all death-rates are 
artificially exalted. In Bootle the recorded death-rate was 
17-3, against 12-4 in 1939, and the birth-rate 22-5, the 
highest rate since 1932, against the England and Wales 
rate of 14:6. Infantile mortality was 80 against 65 in 
1939: The increase in infant deaths was mainly due to 
respiratory diseases in the first quarter of the year. 
ILFRACOMBE 
In contrast to these industrial cities Dr. D. C. Adam 
telis us that Ilfracombe had a birth-rate of 9-5, a corrected 
‘death-rate of 8-4, a tuberculosis mortality of 0-59 and an 
infantile mortality of 50. There was only one maternal 
death, but this gave a maternal mortality of 9:71. The 
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. 29 (1) from influenza. 
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estimated population was 10,160. There were 96 notifica- 

tions of scarlet fever, which is high for such a small 

population, but there was no death from the disease. 

The negligible fatality of scarlet fever throughout the 

country since the start of the war is noteworthy. | 
STAFFORD ; 

Dr. D. H. Binks in his report for this borough remarks 
that the corrected death-rate of 11-7 was above the ten 
years’ average ‘‘ probably due to the exclusion of the young 
members of both sexes who are now in the Services.”’ 
There is another reason for an apparent rise in the death- 
rate which applies to all places which have been reception 
areas since the beginning of the war. The rate is in 
fact based on the mid-year population of 35,320. In 
the reception areas the numbers of evacuees steadily 
fell during the first part of 1940 when all was quiet but 
rose rapidly when the war spread to Britain, so the 
average population of the year was higher than the mid- 
year estimate. is makes all the vital-statistic rates 
based on the latter artificially high. Dr. Binks calls 
attention to the effect of the war on housing in reception 
areas—suppression of clearances and of building, and the 
temporary reconditioning of houses condemned or ready 
for condemnation. After the war the badly destroyed 
towns must have first claim on the building industry, 
but the state of the towns which have not suffered from 
air-raids must be kept in mind. 


. 


Infectious Disease in England and Wales 
WEEK ENDED DEC. 6 


Notificaltions.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1324; whooping-cough, 1725; diphtheria, 1108 ; 
paratyphoid, 8; typhoid, 17; measles (excluding 
rubella), 667 ; pneumonia (primary or influenzal), 979 ; 
puerperal pyrexia, 178; cerebrospinal fever, 132; 
poliomyelitis, 14 ; encephalitis lethargica, 3; dysentery, 
165 ; ophthalmia neonatorum, 83. _No case of cholera, 
plague or typhus fever was notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Oouncil on Dec. 3 was 1346, including 
scarlet fever, 157 ; diphtheria 301 ; measles, 37 ; whooping-cough, 
477; enteritis, 52; chicken-pox, 46; erysipelas, 33 ; mumps, 17 : 
poliomyelitis, 5; dysentery, 8 ; cerebrospinal fever, 11; puerperal 
sepsis, 18; enteric fevers, 17 
infectious), 76; not yet diagnosed, 90. 


"Deaths.—In 126 great towns there were no deaths from © 


scarlet fever, 1 (0) from enteric fevers, 1 (0) from measles, 
6 (1) from whooping-cough, 27 (1) from diphtheria, 
28 (1) from diarrhoea and enteritis under 2 years, and 


those for London itself. 
Cardiff reported 1 death from an enteric fever, 

The number of stillbirths notified during the week was 

177 (corresponding to a rate of 37 per thousand total 

births), including 14 in London. ` 


; Births, Marriages and Deaths 
| - BIRTHS 


LIGHTWOOD.—On Dec. 19, at Gerrards Cross, Bucks, the wife of Dr. 
Reginald Lightwood—a son. .- 

PARNELL.—On Dec. 15, in London, the wife of Dr. R. W. Parnell— 
a daughter. A j 

Swain.—On Dee. 14, at St. Albans, the wife of Dr. R. H. A. Swain— 


a son. 
MARRIAGES be oe 


CALDWELL—DUNBAR.—On Dec. 20, at Burnham, Bucks, Kenneth 
Peter Somerville Caldwell, M.B., to Dorothy Anderson Dunbar. 
KEITH—PAKEMAN.—On Dec. 19, in London, John Stobart Keith to 
3 Dren May Tonan, hake 5 
TAFFORD-CLARK: TEWART.—On Dec. 16, at Mundham, Susse 
David Stafford-Clark, M.B., squadron-leader-R.A.F.V.R., fo 
Dorothy Stewart (née Crosley-Oldfield). 


DEATHS i 
BrEGG.—On Dec. 17, Alexander Clarke Begg, O.B.E., M.D. Edin., 
M.B. Lond., consulting physician to the Swansea Hospital. 
FLEMMING.—On Dec. 19, at Upper Basildon, near Reading, Percy 
Flemming, M.D. Lond., F.R.C.S., aged 78 
GrAyY.—On Dec. 20, at Epsom, James Hugo Gray, M.D. Adelaide, 
professor of anatomy at St. Mary’s Hospital, Paddington, aged 32. 
HARRISSON.—On_ Dec. 15, at St. Neots, Hunts, Ernest H 
Harrisson, M.A., M.D. Camb., aged 6 


. 


enry 


4. 
STaBB.—On Dec. 19, at Torquay, E. Carthew Stabb, F.R.C.S., aged 78 


The fact that goods made of raw materials in short 


supply owing to war conditions are advertised in this 


paper should not be taken as an indication that they are 


necessarily available for export. 


; malaria, 1; other diseases (non-. 


The figures in parentheses are 
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‘ Notes, Comments and Abstracts 


/ 

do a TYNESIDE PROSPECT A 
IN the fifth reprint and second edition, since 1940, of 
“his survey of social conditions on Tynesiđe,! Mr. D. M. 
Goodfellowy Ph.D., has done more than repeat the facts 
about high infant and tuberculosis death-rates, and the 
other penalties of the years of depression which make 
such bitter reading; he has added two new chapters 
-~ about regional planning, and in, doing so lays bare a 
tangle of conflicting values. e Royal Commission 
on Local Government found great disparity in the health 
services throughout the Tyneside area. Some of the 


poorest towns make the best efforts to improve’ their. 


social. services, though they can only do so by taxing 
their citizens and thus increasing poverty ; some towns 
reach high standards in services which in a neighbouring 
town may hardly exist; and in many services the 
national standard is only reached in Newcastle itself. 
Thus the social services as a whole do not correspond to 
the needs of the area. To overcome such disparities the 
commission proposed the establishment of a new region, 


to consist of industrial Tyneside plus Northumberland’ 


county, and the formation of:a new municipal .borough 
. to include the whole of industrial Tyneside. Dr. Good- 
fellow, though he favours the regional idea, insists that 
to believe the mere advent of regions would automatically 
solve all problems is a bad mistake. To weld Tyneside 
into one with the county might lead to over-emphasis on 

icultural interests, and hence to disparities of social 
services within the region as wide as any now found on 

eside, Moreover it would divide industrial Tyneside 
_ from its natural partner, Durham, with which it has close 
ecohomic and cultural ties. The commission, indeed, 
suggested that the new region might later include 
Durham, but Dr. Goodfellow believes that it would be, 


better if it did so from the start, if only because of. 


Durham’s considerable achievements in social services 
which would help to serve as a pattern and encourage- 
ment to Tyneside. The county of Durham is at once 
smaller than Northumberland and much more heavily 
industrialised ; its inclusion in the region would not 
introduce the preponderance of agricultural interests to 
be feared from linking Tyneside only with Nurthumber- 
land. The new Tyneside borough, in the view of tHe 


commission, should have powers corresponding to those. 


exercised by a municipal borough. Thus it would 
have control of drainage, sewerage, street-scavenging, 
the inspection of slaughter-houses and the maintenance 
of minor roads, but it seems likely that the mater- 
nity and child-welfare services would come ` under 
the regional authority. There is a chance, Dr. Good- 
fellow’ believes, that such limited scope as these powers 
offer might fail to attract the right type of councillor. 
Housing, too, would be a special problem. . Some 
Tyneside towns have attacked housing troubles with 
great tenacity and success in the past twenty-five years— 
Felling council, for example, have turned their over- 
crowded slum-ridden district into one of the best and 
most beautiful garden cities in the country. Councils 
which carry out big housing schemes become. big land- 
lords and big employers of labour and they have an 
important share in town planning and industrial develop- 
ment; citizens begin to visit the council offices to pay 
rents and discuss repairs, and thus get to know the 
officials and councillors. It seems to them proper that 
the council should control the schools, and they feel they 
have a personal share in their own schools and their own 
municipal housing. If a new great municipal borough 
is formed it will take over the council houses of all 
districts, and this keen sense of local responsibility will 
be lost. More disrupting still, housing will come under 
an authority which has no means of codrdinating it with 
town and industrial planning, public-health services or 
education. It might be better, Dr. Goodfellow feels, to 
invest all powers in the regional authority, provided the 
region included both Northumberland and Durham with 
Tyneside in the middle. Such a north-eastern region 
could take united decisions on industrial planning and 
uniform development of social services on lines suited to 


1. Tyneside: The Social Facts. Newcastle-on-Tyne: Codéperative 
Printing Socicty. 1941. Pp. 100. 1s. 
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both agricultural and industrial districts, and could 


ensure equitable treatment by the national exchequer. 
Moreover a really clever authority might find means to 
foster and maintain a sense of local’ responsibility 


among 'the citizens of its various districts, and that 


would be something new in large-scale local government. 


GOOD ENGLISH EARTH 
Now that we must deck our table from our own fields, 
agriculture is coming into her own again ; and long. may 
we all enjoy it. . She has been a struggling industry too 
long.. England and. the Farmer (Editor: .H. J. MAs- 


"SINGHAM. London: B. T: Batsford. . Pp. 152. 10s. °6d.), 


a timely symposium ‘of authoritative opinion, deserves 
to be widely read'and pondered. In a vigorous intro- 
duction, Mr. Massingham pleads for a return to :the 
small mixed farm, to farming for subsistence rather than, 
by a prostitution of scientific knowledge, for big profits. 
This note is stressed by other writers, notably Dr. L. J. 
Picton in his provocative article on diet and farming in 
which he contrasts the difference between the food 
produced by the-sea and the land. The sea is self- 
manuring. . ‘‘ All the. wastes’ of: the sea remain in the 
sea, . .. Its cycle of fertility is established -.;. . and 
its by-product is vigour’’;: but food from the ‘land 
nowadays is largely produced by means of chemical 
applications with consequent loss of quality and. avast 
legacy of defective nutrition and subnormal health. 
There is a quiet dignity about this book, and the many 
beautiful photographs enhance its charm. 


MEDICAL DIRECTORY FOR 1942 


PUNCTUAL as ever in its appearance the new directory 
contains 65,394 names, being 1090 more than in the 1941 
issue. It is easy to believe ‘that 300 fewer doctors ‘are 
living in London, not so easy to guess the significance of 
500 more names in the Scots and Irish sections, But we 
must not in these days inquire too closely where our 


colleagues are working ; we must try to be content with 


having at all events an up-to-date box number. Other 
signs of the times are the occasional heading ‘“ emergency 
hospital,’ and the list of 962 temporarily registered 
practitioners (not included in the figures already given). 
Among the universities from which these have qualified, 
to mention a selection from the first column, are 


. Bratislava, Toronto, Oklahoma, Cracow, Prague, Vermont, 


Würzburg, Lwow, Ohio, Vienna, Warsaw, Berlin. 
Medicine indeed has joined hands across the world. 


With sympathetic regret we note that the resetting in- 


_ new and clearer type has made no further advance. The 
price of the directory remains at 638., from J. & A. 
Churchill. l SDA . 

TRIOFAX TRIPLE 7 r 
DYE JELLY, issued Papa AT a DA o 
by Burroughs A i - : FANN 
Wellcome and Co. NICK HJA L AIP |H]Y 
in collapsible AZACZZEVZZR La fE 
SR , ee SOH OAM FAL NICIH 
amen let TAAA PEME 

; ! U LIA|TI I/O; 
‘eufl : - E , wal n 
taie, a esos PAZA AER 
water-soluble jelly. AIL |M|OINII |A|M AIN 
It a intended for of es Se ee Q! 
a ication to UICIHE FASIL 
Parni especially of oman H a ae 
the land and face AAO FA | Tene 

° AJS A 
SOLUTION or Last ě || P | GEG AG | MR 
WEER’S CROSSWORD [C/U|S/T/A/[R| FIOIRIMS 
PUZZLE 
Appointments 
CARGILL, W. P., M.B. Manc., D.P.H.: deputy M.O.H. for 


Southampton. 
D’AMIAN, ELSE, M.D., L.R.C.P.E.: part-time assist. M.O. for 
Swinton and Pendlebury. 
GAMGEE, KATHERINE, M. L., M.R.C.S., D.P.H.: asst. M.O.H. 
(maternity and child welfare) for Middlesbrough. 

J SE; OES M.B. Lond. : medical registrar at thọ Royal Free 
tTospital. 

RoBERTS, G. I., M.B. Lpool: R.S.O. at the municipal accident 
unit, CardilY. 
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Readers in search of a given subject will find it useful to bear in mind that the references are in several 


eases dist 


‘uted under two or more separate but nearly synonymous headings. 


Institutions 


and Corporations with the right to the prefix Royal will be found under that prefix, with the 


exceplion Of 


versit. 


(NI) 


All Universities are 


Hospitals, which will -be found under that heading ; and Medical Societies, which 
are separately indexed under Societies. 
(A) = Annotation, (C) = Correspondence, (LA) = Leading Article, (ML) = Medico-legal, 
New Invention, (O) = Obituary, (P) = Parliament, (PP) = Panel Practice and (R) = Review. 


indexed under the word Uni- 


t 


A Goncordance of page numbers and dates of issue will be found on page xix 


A 


Abdominal — Abdominal Operations (Main- 


got) (R) 40 ineurysin, syphilis and 
(Jennings) (í 24; inflammation, rest 
and (LA) 64l injuries, T56: see also 


Appendicitis. (:astro-intestinal, Perito- 
neum, and Swab 

Abel, A. L.. Home Guard medical service 
(C) 204, (LA) 191, 359 . 

Abortion rates in stockholm, dlt; se'e 
also Puerperal 

Abraham, E. P., penicillin, 177, (LA) 191, 
(A) 222, 345 i 

Abrabamison, È. M., Office 
Chemistry (R) 40 

Absenteeism. sce Industrial medicine 

Accidents —mi-takes in drug manufacture 
(A) 286: see also Industrial medicine, 
Injuries, Medicine and the Law, and 
Road traffic 


Clinical 


Adams, W. E., trigeminal neuralgia, 355 

Addison's disease, see Adrenal gland and 
Hormones 

Adenoids, incidence of, 504 

Adolescents dent: care of (LA) 430 3 
physical training of (LA) 342; see also 
Children, Industrial medicine, and 
Juvenile delingueneyv 

Adrenal gland \ddison's disease, diabetes 
and (Rhind Vilson) 375; crush 
injury and, 446; e also Cerebrospinal 
fever and Hormones 

Adrenaline. see Allergy - 

Africa—health of southern Rhodesia, 
report on, 323; medical education, 260, 
(LA) 253; nursing edueation, 574, (LA) 
565; physical training. scheme (LA) 
342: yellow fever, 102, (LA) 3993 
see also Anaunia, Colonial, and Try pano- 


somiasis 
Age, see Old agi 
statistics 


Practitioners, and Vital 


Agglutination, sec Autohremagglutination 
and Transfusion 

Agranulocytosis. see Bone-marrow 

Agricultural Research Council, 270 

Agriculture \gricultur Policy for 
Britain (Watts) (R) 403 England and 
the Farmer (Mas-ineham) 8165; see also 


L.C.C. and Nutritia 


Air-borne and droplet infections—air 


analysis by cloud-chamber method 
(Elliott) 514: spraying in (Middleton 
and Gilliland) 595, perfumed hypo- 
chlorite solutions for (Lovelock and 
Lidwell) (C) 716; see also Cross-infec- 
tion, Dust-boric, and Respiratory 


infections 


(J ° 

Aircraft—deafness and (LA) 607, (Rees- 
Jones and MceGibbon) 660 ; high flying, 
effects of (LA) 803; sanitary super- 
Vision of, in Argentina, 5373 see also 
Ambulances, Parachute-jumping, Ser- 
vices, and— 

Air-raid precautions—civil defence work- 
ers, admission of, to E.M.S. hospitals, 
$2; civil defence workers, convalescent 
homes for (Horder) (C) 747 3 Conduct 
of A.R.P. Incidents (Browne) 688 ; 
Duties of Incident Officer (Wormald 
and Young) 688; fire fighting, zine 
chloride for (C) 269, (Lynch) (C) 296 ; 
in Palestine, 170 ; progress in (P) 499; 
see also evacuation, First-aid, Poison 
gas. Radiotherapy, Shelters, and— 

Air-raids—imilk from bombed herds, 329 ; 
mobile X-ray service and, 716; post- 
war rebuilding and (A) 17, (When we 
Build Again) 707; public heaktth and, 
355, 408, 467. 577; rest centres (P) 
4199; Royal College of Surgeons and, 
330, 647; see also A.R.P.,. Blast, 
Casualties, Honours, Hospitals, Injuries, 
Psychiatry, and Wounds 

Aitken, R., on lupus CA) 108 ; 

Albee, F. H., Bone Graft Surgery in 
Disease, Injury and Deformity (R) 428 

Albucid, see Chemotherapy 

Alcohol—W hat Price Alcohol? (Carroll) 
(R) 564; see also Vitamin A 

Alcohol, economy in, see Drugs 

Alden, E., sick-bavs for child evacuees, 357 

Alderson, C. R. (0) 118 

Alien practitioners, see Foreign practi-- 
tioners ! 

Alington, B. K.. middle-class diets, 361, 
(LA) 371, CA) 457 

Allen, F. M., on cooling ischemic limb 
(LA) 734 

Allen, G., S. (0O) 546 


Allendale Curative Workshop (Casson) 
516, (A) G44 
Allergy — autohemaggrlutination and 


(Parish and Macfarlane) 477, (LA) 485 3 
blood-donors and (LA) 163; epilepsy 
and (A) 805; favism and (A) 164, 170 ; 
see also Asthma, Skin, and Stings 

Allison, R. S., on sea-surgeons (A) 568 

Allott, E. N., trichiniasis, 396 

Almoners, see Hospitals 

Alopecia in frightened children (Hingston) 
(C) 143, (Barber) (C) 205, (Fischer) (C) 
269 

Alstead, S.. bisinuth carbonate in gastric 
disease, 420 ; first-field dressing (C) 383 

Alum-precipitated toxoid, see Immunology 

Alvarenga prize, 205 

Ambulances—air, in Argentina, 537 ; unit 
in Scandinavia, 29; see also Casualties 


xi 


Amenorrhea, see Menstruation 

America, see Canadian, South America, 
and United States 

Ammonia, see Poisoning 

Amory Prize, 319 

Amos, A. J., on food fortification, 773 

Amputation—artificial limbs and,- 463 ; 
cooling and (LA) 734; refusing consent 
to (MIL) 4935; see also Injuries and 
Wounds ; . 

Amemia—econonmy in liver extracts, 249, 
614; in infant, hyperchromic (Cole) 
268, 759; nutritional deficiencies and 
(Davidson) 121, (LA) 131, 175, 207, 
303, (Russell) 792; ovalocytosis and, 
268 ;. refractory, 208, (LA) 802 ; sickle- 
cell, 718 3 tropical macrocytic (Trowell) 
303, pregnancy and (Russell) 792; 
types of, morbid red-cell development, 
treatment, and (Israëls) 2073 see also 
Blood, Childbirth, Hrmoglobin, Indus- 
trial medicine, and Phenothiazine 

Amevesthcsia—anmsthetist and — surgeon 
(Mushin) (C) 500 ; chloroform (Belfrage) 
(C) 2333 eyelopropane (Gould) 449; 
ether, Oxford vaporisers and (Macintosh 
and Mendelssohn) 61, (Epstein, Macin- 
tosh, and Mendelssohn) 62, (Cowan, 
Scott, and Suffolk) 64, (Epstein and 
Pask) 66, (LA) 75; etbyl chloride 
(Westell) 666 ; intravenous, continuous 
(Macintosh and Pask) 10 ; liver protec- 
tion, protein feeding, and (A) 194; 
tourniquet and cooling method of (LA) 
734; see also Cerebrospinal fluid, 
Flowmeters, and— - $ 

Anwsthesia, local—fatal overdose (ML) 
111 ; sec also Childbirth ; ; 

Amst hesia, spinal, see Cerebrospinal fluid 

Anderson, A. B., tetany following lacta- 
tion, 482 ; i 

Anderson., I. M.,gastro-colic fistula, 452, 506 

Anderson, T., pneumococcal meningitis (C) 
652 

Anderson, W., Early Treatment of War 
Wounds (R) 130 

Andrewes, C. H., influenza, 387 

Aneurysm—abdominal, syphilis and (Jen- - 
pings) (C) 24; traumatic, of posterior 
tibial artery (Macpherson and Shuck- 
smith) 476 ; see also Chest 

Angina, see Heart disease 

Anglo-Soviet Medical Committee (C) 352, 
(A) 344, 383, 460, 655, 687 

Animals—sweat - glands in dog (A) G11; 
sec also Nutrition 

Anoxia, see Respiration 

Anthrax, cutaneous (Hodgson) 30, 205 

Antibacterial substances from micro- 
organisms—(A) 345; see also Bacteri- 
ology and Penicillin 
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Antibodies, 
munology 

Antiscorbutic, see Vitamin C 

Antiseptic, see Bacteriology and Wounds 

Aortic aneurysm, see Aneurysm and Chest 

Appendicitis—pain in (Clarke and Shapiro) 
39, (Cope) (C) 87; see also Peritoneum 

Ardley, D. G., sulphonamides, 625 


ARGENTINA.—Aviation, 537—Books from, 
586—Breast-milk centre, 537—British 
medicine, address on, 497 ancer of 
gung, 586—Heart disease, 537—Pasitta- 
cosis, 537—-War neuroses (Las Neurosis 
en la Guerra) (Bermann) 586 


transmission of, see Im- 


Army, see Services l 

Arterial—spasm, traumatic (A) 806; see 
also Aneurysm, SBlood-vessels, and 
Embolism - 

Arthritis, see Rheumatism 

Artificial pneumothorax, see Tuberculosis, 
pulmonary 

Artificial respiration, see Respiration 

Ascorbic acid. see Vitamin C 

Asphyxia—traumatic, 197, skin changes 
in (Bonnin) 333, (Pilcher) (C) 410, 
(Taylor) (C) 410; see also Lung and 
Respiration. 

Aspin, J., pulmonary tuberculosis in 
Services, 518 

Aspirin, economy in (A) 489, (LA) 527, 
614, (A) 704 

Association of Scientific Workers, 798 

Asthma, adrenaline-ascorbate suspensions 
in (Kennedy) 279 

Atkin, I., air-raid strain 
hospital admissions, 72 

Atkins, H. J. B., curriculum (C) 327 


in mental- 


AUSTRALIA. —Child endowment (A) 533— 
Medical education, 260, (LA) 253— 
Medical man-power (A) 164—Page, Sir 
E., as representative in Britain, 376> 


Autohemagglutjination—calcium in (Par- 
ish and Macfarlane) 477, (LA) 485; 
Raynaud’s syndrome and (Benians and 
Feasby) 479, (LA) 485; see also Trans- 
' fusion 

Autonomic, see Nervous system 

. Autumn Shadow (Siaford-Clark) 329 

‘Aviation, see Aircraft 

Avitaminoses, see Nutrition aud Vitamins 

Awards, see Honours 


B 


Baar, H, S., stickiness of platelets (C) 775 

Babies, see Infants 

Bacharach, A. L., on Tood fortification, 773 

Bacillary and Rickettsial Infections 
(Holmes) (R) 130 

B. coli, see Peroci and Urinary 

Bacteriology—difťusing factor, 326 ; lyso- 
zyme (LA) 455; phage (LA) 607, G41 ; 
research in, 326; see also A ntibacterial, 
Drug-resistance,. Nurses, and Plant 

Bailey, H., infected hands, 189; Surgery 
of Modern Warfare (R) 398 

Baird, D., stillbirth and neonatal mortali- 
ties, 657 

Baitsell, G. A., Human: Biology (R) 74 

Baldwyn, A. F. (0)7 

Banks, A. L., on a one in wartime, 
148; sick-bays for child evacucesy 357 

Banks, H. S, on fever hospitals-in post- 
war planning, 762 

Barber, G., health education, 505, (LA) 485 

Bar ber, H. W., alopecia in frightened 
children (C) 205; fatal stings (C) 410; 

_ lupus erythematosus (C) 748 

Barcroft, Sir J., first inspiration, 91, (LA) 
568; four phases of birth, 91; on ling 
injuries, 197, (A) 224 

Bard, P., Macleod’s Physiology in Modern 
Medicine (R) 312 
Yurlow, D., on ulecration of colon (A) 196 

Barlow, Sir T.. Royal Medical Benevolent 
Fund (C) 4 68, 714 

Barnes, S., presentations to, 622 

Barnett, Sir L., hydatids in Britain (C) 545 

Barr, M. an adlum-precipitated toxoid, 301 


Barrett, . M., on Paul-Bunnell test, 267 
barron, J. N., fractures of mandible, 391, 


Barsby, B., on bronchiectasis (A) 196 

Barton, B. An A Doctor Remembers, 782 

hatcbelor I. R. C., tick-borne typhus, 278, 
} 89 


Batchelor, J.S. .„ compensation and idleness 


(C) 3 
Bates, J. A. V., 
age (C) 581 


graduation at an earlier 


INDEX TO VOLUME II, 


Battle of Britain (Garnett) 523 

Becker, S. W., and Obermayer, M. E., 
(iy See Dermatology and Syphilology 
( 

Bed-wetting, see Enuresis 

Bee, see Stings 

Beeson, P. B., trichiniasis, 67 

Behaviour, see Psychiatry and Psychology 

Beit Memoria] Fellowships, 147 

Belfrage, D. H., chloroform (C) 233 

Bell, G. J., M. & B. 693 in bacillary 
dysentery, 101 . 

Belsey, R. H. R., on crush syndrome, 730 

T. H., C., spontaneous cold 
hemagglutination, 479, (LA) 485 

Benison, R. L., crush injuries (C) 776 

Bennett, T. De; “hypertension (C) 684 

Benzedrine, see Vitamin A 

Berger, H., death of (A) 706 

Bermann, G., Las Neurosis en la Guerra, 


586 

Bicknell, F., vitamin E (C) 619 

Bigger, J. W., on bacteria in distilled 
water (A) 673. 805 

Biochemistry—Practical Biochemistry for 
Students of Medicine (Cameron and 
White) (R) 434; research in, 327; see 
also Chemistry 

Biography—A Doctor Remembers (Barton) 
782; Dover, Thomas (A) 568, (Nixon) 
(C) 774, (A) 769; From Serfdom to 
Self-Government (Slomka) 386; It 
Passed Too Quickly (Munro) (R) 764; 
Life of Sir William Osler (Cushing) (R) 
340; Who Walk Alone (Burgess) 414 ; 
sce also Germany and History, medical 

Biology—Human_ Biology eLaitsell) (R) 
T4; see also Infectious diseases | 

Biopsy—(LA) 400 ; see also Sternal and 
Utems ; 

Bipp, see Wounds 

Bird, H. M.. Home Guard problems (C) 439 

Birnie, C. R., frontal lobes (C) 85 

Birth, see Childbirth and Foctus 

Birth control, see Contraception 

Birth-rate, see Vital statistics 

Bishop, P. M. F., menopause (C) 747 

Bites, poisonous. in Palestine, 809 ` 

Black, D. A. K., blood amino-acids in 
hiematemesis, 309 

Black-currant, see Vitamin C 

Blackwater fever (A) 530 

Bladder—trigonal muscle of (A) 675; 
see also Urinary 

Blair, L. R. (0) 29° 

Blanchet, S. F., Packard, E. N., and Hayes, 
J.N., Artificial Pneumothorax (R) 370 

Blast injuries—of eyes, 369; of lung, 197, 
(A) 224, (O’Reillvy and Gloyne) 423, (C) 
684, (Osborn) (C) 544; physical and 
emotional factors in (Crichton-Miller) 31 

Blind—numbers of, 713; pensions for (P) 
467; St. Dunstan’s and, 457; see also 
Eyes 

Blood—bone-marrow biopsy and, 175, 
207, (LA) 400; carbon-dioxide trans- 
port and (A) 768 ; favism and (A) 164 ; 
hy peprothrombiniwmia, vitamin K and, 
160, (A) 165, 545. liver disease and 
(Kark and Souter) 693 ; intramuscular, 
in coeliac disease (A) 770 3; placental, in 
amecnorrhwa (Halbrecht) 630 ; platelets, 
stickiness of (A) 609, (Baar) (C) 7753 
sideroecytes in (Griineberg) (C) 172, iron 
cycle and (A) 195, 770; sulphonamides 
and (A) 16, 79, 107, (LA) 162, 443; 
suspension stability of red cells, men- 
struation and (Greene) 556; sce also 
Anemia, Autohemagglutination, Circu- 


1941 


lation, Hiemoglobin, Hemorrhage, 
Leucocytes, Plasina, Respiration, and 
Transtusion 


Blood-groups, see Transfusion 

Blood “pressure—high, 349, kidney and, 
‘349, 575, nephrectomy and (Richardson 
and Smart) 594, (C) 776, (A) 645, 
(Bennett) (C) 684; hormones and, 349, 
(A) 375; see also Cerebrospinal fever, 
Shock, and Toxæemia 

Blood-tests, see Premarital and prenatal 
tests and Syphilis 

Blood-transfusion, see Transfusion 

Blood-vessels—operations on, heparin and 
(LA) 3143 see also Arterial, Circulation, 
and Thrombosis 

Blumer, G.. Therapeutics of Internal 
Diseases (R) 12 

Board of Registration of Medical Auxilia- 
ries, 148 

Bodman, F. H., 

Bogus F.R.C.S. (ML) 406 

Boils, sce Skin and Staphylococcal infec- 
tions 

Bombs, see Air-raids 

Bone—Bone Graft Surgery in Disease, 
Injury and Deformity (Albee) (R) 428 ; 
tluorosis and, 23, (A) 610; see also 
Calcium, Fractures, Osteomyelitis, and— 


juvenile delinquency, 572 
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Bone ‘marrow—sulphonamides and (A) 16; 
see also Ansemia, Blood, Leucocytes, 
and Sternal 

Fee R. E., on bronchiectasis 


(A) 1 

A S. G., Complete Outline of Frac- 
tures (R) 160; ingrowing toenail (C) 
144; traumatic asphyxia, 333 

Bourdilton, R. B., sneezing, 365, (LA) 372 

Bow eas G., patent ductus arteriosus, 444, 

Bowel, see. Intestine 

Boxing, medical aspects of (Krause) (C) 
381, (Penn) (C) 382, (Jokl) h 438, 
(Lyburn) Q 500, (Mould) (C) 545 

Boyle, H G. (O j5 

Brachial neuritis ara Mason) 662 

Brain—cooltng centres (LA) 431; removal 
of hemisphere, mental changes follow- 
ing, 739; see also Encephalitis, Epi- . 
lepsy, Intracranial, Mental disorder, 
and N ervous system 


-Bread, see Nutrition 


Breast—cancer of, hormone therapy in 
(Loeser) 698 ; see also— 

Breast - -feeding-—breast- milk centre -in 
Argentina, 537; importance of, 713; 
milk requirements of motber for (Burns) 
(C) 296; Nursing Couple (Middlemore) 
782; see also Iufants and Tetany 

Breech delivery, see Childbirth 

Bridge, J. C., on industrial medicine, 497, 
(A) 490 : 

Bridges, A. B. H. (O) 749 

Brigden, W., polvradiculoneuritis, 454 

Brinton, D., ‘Cerebrospinal Fever (R) 282 

British Association—science and world 
order, 346, 412, 442 

British Hospitals Association, 292, 540, 
B.M.A. and, 259 

British Institute of Philosophy, 58, 585 


BRITISH MEDICAL ASS@CIATION.—British 
Hospitals Association and, 259—Certifi- 
cates, 348—Conference of representa- 
tives, 289, 347—Doctor’s maid, 349— 


Extension of medical benefit, 347, 348—" 


Foreign doctors, 349—Gold medal, 347— 
Hospitals, Poor Law and, 349— 
Hospitals, teaching, staff of, general 
practitioners on, 349—Industrial health 
report (LA) 671—Medical planning, 26, 
53, 259, 322, 347, 686—Mental health 
services (A) 318—-Ophthalmic benefit, 

317—Organisation of, 347—Scabies, 349 


British Medical Students ~Z Association 
(Tinker) (C) 26, 259, (LA) 253, 781 - 

British Pharmacoporia—addendum Of 
290, 413; supplement to B.P.C., 740 
see also Drug s 

British Postgraduate Mpdical School, 236, 
20 

British Social Hygiene Council, 205, (P) 
396 

Broad beans, favism and (A) 164, 170 

Broadcasts, see Health education 

Brock, G., German blood substitute (C) 
, l ; premarital and prenatal tests (C) 

Bronchial—secretion, expectorants and 
(A) 675; see also Bronchoscope, Lung, 
Respiratory, and— . 

Bronchiectasis—in >- children,. postural 
drainage in (A) 196 ; vaporised sulphon- 
amide in, 406 

Pron etasdone; , emergency (McGibbon) (NI) 
1¢ 


Brown, A., tetany following lactation, 482 

Brown, L. F., habitually and for gain, 548 

Brown, O. H., wasp and bee stings (C) 440 

Brown, S. C., Isaacs, S., and Thouless, R. 
a Cambridge Evacuation Survey (R) 

Browne. F. J., perinwal suture under local 
amesthesia (C) 653 

Browne, T. E., Conduct of A.R.P. Inci- 
dents, 688 R 

Buckland, H. S., misty windows (C) 26 

Soin osr -war reconstruction and (A) 

(When we Build Again) 707; see 

a Hospitals and Housing 

Bunyan, J., on envelope and hypóchlórite 
method for burns and wounds (LA) 76, 
(A) 433, 463, 604 

Who is Alone, 414 


Burke, A. St. L. (O) 57 
Burke, E. T., death of (O) 88; Tropical 
Tips for coe (R) 669; Venereal 


Diseases (R) 524 

Burn, J. H., FASB UEEEY leaves and uterine 
muscle, 1, (LA) 4 

Burn, J. L., ‘home E of V.D. patients, 
655, (A). 768; pemphigus neonatorum 
(C) 53 

Burns—chemotherapy of (LA) 76, 270; 
child’s death from, alleged delay in 


hospital treatment and (ML) 321, 406; _ 
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envelope and hypochlorite method in 
(LA) 76, (A) 433, 463; first -aid for (A) 
80, (McIndoe) 377 5 masseur’s neglig- 
ence and (ML) 321; plasma protcins 
and (A) 194; renal damage and, 729; 
Spanish treatment of, 358; Swiss treat- 
‘ment of, 270; Treatment of Burns 
(Wallace) (A) 317: see also Casualties, 
Grafts, Granulating surfaces, Skin, and 
Transfusion . 

Buros, D., mothers and milk economy (C) 

Buros, O. K., Second Yearbook of Re- 
P and Statistical Methodology (R) 


4 
Bursitis, see Shoulder 
Burton, A. H. G., postvaccinal 
measles encephalomy elitis, 561 
Butler, T. H., on migraine, 369 
Buxton, J. L. D., fractures of mandible, 
391, (A) 404 
Buzzard, Sir F., suture of general practice 
C) 2 
Bywaters, E. G. om + on kidney and extra- 
urinary trauma, 729 


and 


Cc 


Cadmium poisoning (Powell) (C) 715, 
(LA) 703 . 

C:esarean, see Childbirth and Infants 

Calcium—and phosphorus studies in health 
and disease (Robertson) 97, 129, 156, 


216, (C) 294, 328, 795, (Harris) (C) 231, 


353, (Irving) (C) 3803 deficiency, 
lactation and (Burns) (C) 296, osteo- 
inalacia, tetany, and (Anderson and 


Brown) 482; in autohrmagylutination 
(Parish and Macfarlane) 477, (LA) 435; 
see also Bone, Nutrition, Shoulder, and 
Vitamin D 

Calder, R. M. (O) 584 

Callow, B., Good Health on 
Food, 236 

Cameron, A. T., and White, F. D., Practical 
Biochemistry for Students of. Medicine 

454 

Cameron, G. R., on poison gas, 197 

Campbell, Dame J., and Vernon, H. M., 
National Health ea (A) O44 

Campbell, W. N. (O) 4 

Canadian-——medical eee for IIome 
Guard (Abel) (C) 204, 359, (LA) 191, 


War-time 


501; medical training, 323 
Cancer—biopsy and, 175, (LA) 400; 
i Cancer Act, 357, (LA) 400; new 


carcinogen (LA) 221; ostrogens and 
(LA) 221, (A) 705, (Bishop) (C) 747; 
oiled floors and bedclothes and (Twort) 
(C) 205, (van den Ende and Thomas) (C) 
471, 755, (Edwards) (C) 582 ; Periodicity 
and Cause of Cancer (Webster) (R) 524; 
research studentship, 647 ; resection of 
pancreas and duodenum for (Maingot) 
798; tobacco and (A) 78; ultraviolet 
light and (LA) 193; see "also Radio- 
dermatitis, Radiotherapy, and— 

Cancer of—breast, hormone therapy in 
(Loeser) 698; bronchi and lungs, 586 ; 
cervix, urological complications of (A) 
459; eyelid, 369 ; mandible (Pohl) 389, 
(A) 404 ; stomach (LA) 285 >` 

Cant, W. H., group O donor card (C) 352 

Canteens, see Nutrition 

Capener, N. L., on fracture of tibia, 282 ; 
on pseudo-fracture of tibia, 282 

Capitation fee, see Insurance, National 


Health 

et ammonia-gas poisoning, 95, 
(A) 

Carbohydrate metabolism — glycogen 


- disease of liver (A) 1073; see also 
CO RELESI , Glycosuria, Insulin, and Nutri- 
ion 

Carbolic acid, see Phenol and Poisoning 

Carbon dioxide, see Blood and Respiration 

Carcinogenesis, see Cancer 

Cardiac, see Heart 

Carey, J., on aoe sodium hypo- 
chlorite (A) 4 

Carling, E., 
748, 813 

Corr R. S., What Price Alcohol? 


G. B., nursing reconsidered (C) 409 

R., premarital and prenatal tests 
(C) 232 

Case-history, see Diagnosis 

Cashell, G. T. W., on orbital angioma, 369 

Cassidy: Sir M., patent ductus arteriosus 

Marriner E., Allendale Curative Worksbop, 

Castex, M., on British medicine, 497 

Casualties—blind, St. Dunstan’ sand, 457; 

` Defence Regulations, deaths from war 
operations and (A) 165, 403; 


aie profession (C) 33, 
(R) 


hospital l- 
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organisation for, 170, 176, 494, planned 
system of treatment and, 49, 494, 
(Shepherd) 785, (LA) 801; medical, in 
Services, 87, 119, 167, 205, 269, 289, 328, 


357, 385, 414, 441, 474, 547, "586, 622, 
654, 7 16; paying, 176; underground 
emergency hospital for, 494; unified 


plan for, in invasion (LA) 765 ; see also 
Air-raids, Ambulances. Burns, LB.M.S., 
Fjrst-aid, Home Guard, Injuries, 
Poison gas, Services, and Wounds 

Cat, see Felix 

Catgut sutures (A) 673 

Cauda equina, suture of (Rogers) (C) 173 

Cawston, F. G., local application of 
sulphonamides'(C) 716 . 

Cecil Houses, 435, 442 

Cerebral, sce Brain, Intracranial, Nervous 
system, and— 

Cerebrospinal fever—Cerebrospinal . Fever 
(Brinton) (R) 282 5 in German troops in 
France (A) 489; in Scotland (A) 376 3 
low blood- -pressure, suprarenal damage. 
and (Sharkey) 560; see also Meningo- 
coecal 

Cerebrospinal fluid—bacterial contamina- 
tion of (Smith and Smith) 783, (A) 805 ; 
see also Meningitis 

Certificates—accuracy in death certifica- 
tion, importance of (Simpson) (C) 24, 
713; charges of improper certification, 
7083; medical reports and, memorandum 
on (A) 403; multiplicity of, 113, 348, 
649, (W illiams) (C) 716, ITA, (P) 778; 

- war injury allowances and (A) 106; 
sce also Casualties, Industrial medicine, 
lufants, Milk, and Vital statistics 

Cervical. see Uterus 

Chadwick lectures, 385, 586 

Chain, E., penicillin, 177, (LA) 191, CA) 
222, 345 

Chapman, P. D. H., ingrowing toenail (C) 
502 

Gaii Society Of a tuseAee and Medical 
Gymnastics, 441, 

Chavasse, F. B. (0) 145, 174 

Chemistry— Manual of Clinical Chemistry 
(Reiner) (R) 282; Oflice Clinical 
Chemistry (Abrahamson) (R) 40; Out 
of the Test Tube (Holmes) (R) 700; > see 
also Biochemistry 

Chemists, see Drugs 

Chemotherapy—heparin and, in endocar- 
ditis (Mulvany) (C) 545, (Cassidy) (C) 
619: local application and (Cawston) 
(C) 716; mode of action, 761; nomen- 
clature, structure and uses (Ardley) 625; 
renal complications of, 563 ; supplies of 
albucid, 7183; see also Penicillin, 
Protozoal, Soluseptasine, Sulphadiazine, 
Sulphaguanidine, Sulphanilamide, Sul- 


phapyridine, Sulphathiazole, Sulphon- 
amide E.0.S., and— 
Chemotherapy ” of—bronchiectasis, 406; 


burns (LA) 76, 270; erysipelas, 468 ; 
meningococcal meningitis 468 ; perito- 
nitis (A) 288; Pfeilťer Wicillus menin- 
gitis, 75l; Puerperal ioie Lon; 56; 
wounds (LA) 76, 386, 469, 71 
Chest—aortie aneurysm, Pees and 
(Post) 558; auscultation, development 
of (A) 610. (Plesch) (C) 747 ; injuries 
(LA) 131, (A) 134, 197, (Bonnin) 333, 
(Pilcher) (C) 410, 425, (Schrire) 638, 
786; Leeds thoracic surgery depart- 
ment (A) 770; Tomography (Mc- 
Dougall) (R) 281; see also Empyema, 
Heart, Lung, and Pneumothorax 
Chidell, C. C. (0) 718 
Childbirth—breech delivery (LA) 162 ; 3 in 
Dublin, 505; leucocy tosis and (LA) 
42; perineal repair and, local anws- 
thesia in (A) 569, GLI, (Browne) (C) 653, 
(Smith) (C) 746; vaginal examination 
during (A) 674; when to tie cord, 
neonatal blood-volume and (LA) 568, 
(Chisholm) (C) 652, (Moynihan) (C) 
685, (Percival) (C) 775; see also Con- 
traception, Foetus, Infants, Midwifery, 
Pregnancy, Puerperal, and Uterus 
Childhood and other Poems (Still) 120 
Children—air-raid fears in, 171, 408, 467, 
alopecia and (Hingston) (C) 143, 
(Barber) (C) 205, (Fischer) (C) 269 ; 
anemia, nutritional, in (Davidson) 121, 
(LA) 131; bronchiectasis in, postural 
drainage and (A) 196; burned child’s 
death, alleged delay in treatment and 
(ML) 321, 4063; chair of child surgery, 
277; cm@liac disease in, intramuscular 
blood for (A) 770; crippled, education 
of. 678; Doctor and Difficult Child 
(Moodie) (R) 454; Dublin, tuberculosis 
in (A) 570 ; endowment schemes for (A) 
533; obese, 117 ; occupational centres 
for, in shelters, 714; otitis in, 26, 343, 
587, 809; phenothiazine poisoning in 
(Hubble) 600 ; Sick Children (Paterson) 


‘Comroe, 
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teeth of, 26, 411, (LA) 430, 
445 467, _809, fluorosis and (A) 610; 
tuberculosis, pulmonary, in, 26, 

467, (A) 570, from regurgitation of 
infected milk (A) 166; war-time 
nurseries for, minders, daily Puardien:: 
and, 414, 537, 583, (Edelston) (C) 620 
(P) 712, 744, 777, 815; ; see also Enuresis, 
Evacuation, Infants, Juvenile delin- 
quency, Nutrition, Rheumatism,juvenile, 
School-children, and Skin 

China = udea aid for (Horder) (C) 24, 
585 

Chiropodists—damages nenne chiropodist 
Sant 535 ; register of, 148 

Suho m, A. E., when to tie the cord (C) 


Chloroform, see Anæsthesia 
Cholera—chemotherapy of (Ardley) 627 ; 
phage - in (LA) 607; suppression of 


(R) 640 ; 


urine in, intravenous bicarbonate for 
(Russell), (C) 87 
Cholnoky, L., and Zechmeister, L., Prin- 


ayes and Practice of Chromatography 
( 
christian, H. A., Diseases of the Heart (R) 


Chromatography—Principles and Practice 
of Chromatography (Zechmeister and 
Cholnoky) (R) 732 

Cinematograph films, 
America, 686; malaria film (A) 
(Ce) 653 ; student ‘and (A) 569, (Mac 

653 

Circulation—cooling ischemic limb, 
(LA) 734; 
croft) 91, 172, (LA) 568, (Chisholm) (O) 
652, (Moynihan) (C) 685, (Percival) (C) 
775; frostbite, allied conditions, and 
(Greene) 689 ; see also Asphyxia, Blood, 
Blood-pressure, Blood-vessels, Heart, 
and Injuries i - 

Cirrhosis, see Liver 

Civil defence, see A.R.P. and Air-raids 

Civil defence awards, see George medals 
and Ilonours 

Clark, A., syphilis of lungs, 420, (A) 434 

Clark, A. I. death of, 169, (O) 297 

Clark, G. L. „Applied X Rays (R) 218 

Clarke, R., pain in acute appendicitis, 39 

Clegg, H., War-time Health and Democ- 
racy (R) 524, (C) 580 

Clendening, L., and Hashinger, E. H., 
“Methods of Treatment (R) 340 

Climate, see Temperature 

Clostridia—research on, 268, 326 ; see also 


medical—in 
569, 
eith) 


730, 


Gas gangrene 
Cochrane, W. A., fractured femoral neck, 
Gacuavue. E. 
carditis, 728 
Oo nae disease, intramuscular blood in (A) 


7707 

Cohen, G. A. (O) 584 

Coh m fs M., on traumatic arterial spasm 
(A) 8 

Cold, see Temperature í 

Colds—soluseptasine spraying in (Thrower) 
534; spread of, in schools, 408; sus- 
ceptibility to, 170; ; ultraviolet irradia- 
tion in, 534, (Troup) (C) 582; see also 
Respiratory ‘infections 


A., acute bacterial ende- 


Cole, L Bre hyperchromic anemia in infant, 
Cole, P P. P., plycorin Eclat, base,’ 329, (C) 


383 ; skin grafting (C) 14 

Cole, T. P., stretcher ori for Thomas 
splint (C) 440 

Colebrook, L., sulphonamides locally (C) 22 

Colon—constipation and (A) 222; nervous 
control of (A) 15; non- -specific ulcera- 
tion of (A) 196; see also Fistula and 
Intestine 

Colonial—welfare (P) f4, 114, (LA) 399, 
412, (Moore) (C) 543, (P) 680, 651, 778; 
sce also Africa and Palestine 

Compensation, see Workmen’s compensa- 


tion 
B.-I., Arthritis and Allied Condi- 
tions (R) 700 


CONFERENCES AND CONGRESSES.— British 
Association, 346, .412, 442—British 
Medical Association, 289, 347—Child 
welfare in shelters, 714—Hospitals, 655 
-—Lung injuries, 197, (A) 224—Medical, 
in Palestine,” 70—Nurscrics, 583, 620— 
Nursing (A) 37 3—Ophthalmology, 174, 
368—Orthopiedics, ema ae re- 
construction, 346, 385, 412, 442 
Radiology (LA) 400—Sanitar Y, in Scot- 
land, 408—Tuberculosis, in South 
America, 687—Women’s Parliament, 
537, (LA) 529 


Congenital—malaria (A) 223; 
Heart disease and Hip 
Constipation in ae reay (A) 222 


see also 


fætal and neonatal (Bar- — 
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Contraception—-Contraception (Stopes) (R 
764; Parenthood : Design or Accident 
(F ielding) (R) 700; Techniques of Con- 
traception Cont rol ( Dickinson and 
Morris) 474; volpar and (Jackson) 
$13; see also Premarital and prenata 
tests 

Convulsion therapy, electrical (Wyllie) 71 

Cook, W. R. I., and McLean, R. C., Plant 
Science Formulæ (R) 428 

Cooke, W. T., pneumococcal meningitis, 
510, (A) 570. 

Cooling, see Temperature 

Cope, V. Z., pain in appendicitis (C) 87 

Cord, umbilical, see Childbirth 

Corneal, sce Ky 

Coronary, see I 

Coroners, see L 

Cortical functio 
disorder 

Cotton-wool, see Sterilisation 


es 

[cart disease 

egal medicine 

n, see Brain and Mental 


Cowan, A. (O) 472 
Cowan, S. L., Oxford Vaporiser' No. 2, 64, 
(LA) 75 


Cowell, E.. M., Home Guard medical 
arrangements, 442 

Cox, A., pensions appeal tribunals (C) 142 

Cox, H. E., on food fortification. 773 

Craske, N., insulin in war neuroses, 212 

Crawford, M. D., on eclampsia (A) 736 

Creer, W.S., m srowing toenail (C) 580 

Cretinism (L 132, (Sharpey-Schafer) (C) 
933 

Cric hton- eels r, H., air-raid reactions, 31 

Crime, see Leg ral medicine 

Crippled—children, education of, 678 ; see 
also Injuries, Orthopaedic, and Rehabili- 
tation , 

Cross, A. gas gangrene of eye, 515 

Cross- te C cr ion—602 ; of wounds (A) 222, 
(Miles) 507, (LA) 565, 602; see also 
Dust anne Hospitals, and Respiratory 
infections 

Crowley, N., epidemic neonatal diarrhoea, 
590 

Crowther, C., on animal nutrition, 526 

Cruickshank, R., impetigo contagiosa, 
275, (C) 410 

Crumbie, J. R., surgical treatment of 
mental diseases, 7, (LA) 13 

Crush cedema, see Injuries 

Cucumber seeds, see Vitamin C ' 

Culpin, M. (O) 651 

Curriculum, see Education, medical 

Cushing, H., Life of Sir William Osler (R) 
340 

Cyclopropane, see Anresthesia 

Cysticercosis, see Epilepsy 

Czechoslovakia—Czech medical examina- 
tions in London, 717; Kafka, F.. death 
of, 473 ; medical education in, 263 


D 


Dalbiez, R., Psychoanalytical Method and 
the Doctrine of Freud (R) 669 


Daley, wW. A., saving on drugs (C) 85 
Daniels, M., our colleagues from abroad 
(C) 205 


Dark-adaplation, see Vitamin A 

Dautkes, S. H., Johann Peter Frank (C) 410 

Davidson, L, S. P., nutritional deficiencies, 
121, (LA) 131 ; on sternal biopsy, 175 

Davis, K., trichiniasis, 396 


Deafness—traumatic (LA) 6073 ° see also 
Kar and Eustachian tube > ` 

Deaner, S., silicosis in Stourbridge fireclay 
miners, 417 

Death certification, see Certificates 

de Bec Turtle, G (0) 749 

Dehydration—-water deficiency and, 563: 
see also Burns, Fluid therapy, and 
Shock 

Delinquency, juvenile, see Juvenile de- 
linquency 

Della Vida, B. | trichini isis. 69 

Denmark teeth, studies of, 442 

Dental—Dental Materia Medica, Pharma- 


cology and 


The Apeiulics (Dilling and 


Hallam) (R) 752: fee, counterclaim for 
negligence and (ML) 4063 medicine at 
Harvard, 707 students’ memorandum 
on dental servic (LA) 430; students, 
MIIO S ol 239; sce also. Children, 
eeth. and ` 
Dentists Register, additions to, 239 


DePorte, J. V., premarital and prenatal 
tests for sy philis, ine (LA) 41 


Dermatitis, see Skin 

de Swiet, J., Essentials for Final Examina- 
tions in Medicine (R) 604 

Dewar, D. C., on allergic epilepsy (A) 805 

Diabetes—Addison’s disease and (Rhind 
and Wilson) 37 Diabetes in Wartime, 


781; Diabetic Manual (Joslin) (R) 524 ; 


gastro-colic fistula and (Anderson, 
Hamill, and Galloway) 452, 506; 
motoring and, 602, (ML) 621 ; ‘ saccharin 
shortage and (Evans) (C ) 144; supervi- 
sion in, hospitals and, 203 vegetarian 
diabetics, extra cheese for, 119 ; see also 
Carbohydrate, Glycosuria, and Insulin 

Diagnosis, case-history in (Plesch) 623, 
art or science of medicine and (Donovan) 
(C) 686 

Diarrhcoa, sec Gastro-intestinal 

Diary of World Affairs (Hoden) 750 

Dickinson, R. L., and Morris, W. E., 
toy ues of Contraception Control, 


Dickson, R. C., meningococcal infection, 


Dickson, W. E. C., cysticercosis of brain, 


415 
Diet—of prisoners (P) 54; of seamen in 
hospital (P) 84; protein, surgery and 
(A) 194; protein-free, in crush injury, 
4146; vinegar, cirrhosis and, 474; see 
also Atcohol, Diabetes, Food, Nephrosis, 
~Nutrition, and Vitamins 
Diling, W. J., and Hallam, S., Dental 
Materia Medica Pharmacology and 
oeie (R) 732 
Dillon, F., students advise Prime Minister 
(C) 544 
Diphtheria—in Dublin, 468; 
tellurite blood agar and, 268 ; 
Immunology and — 
Diphtheria immunisation—(A) 44, (P) 
778; campaign for, 90, in Scotland, 90, 
139, (LA) 161, (P) 202, 408, 615; cam- 
paign for, standard method of prophyl- 
axis and (LA) 161, (Lewis) (C) 230; 
in Ireland, 536 ; pertussis imnmunisation 
and (LA) 486: Principles and Practice 
of Diphtheria Immunisation (Lewis) (R) 
12 ; see also Immunology 
Disability, see Crippled, 
Rehabilitation 
Dispensing, see Drugs 
Disseminated sclerosis, masseur’s neglig- 
ence and (ML) 321 
Divorce, see Medicine and the Law 
Dobbs, R. H., on assessmeut of nutrition, 
525 
Dr. Jessie Macgregor prize, 119 
Doctors, see Practitioners 
Doggart, J. H., on refraction in Services, 
369 
Donations and bequests, 750, 787 
Donors, see Transfusion 
Donovan, G. E., science or art 7 (C) 686 
Dover, Thomas, see Biography 
Downie, A. W., cpidemic neonatal diar- 
rhea, 590; on modifed tellurite blood 
agar, 268 
Dressing, ward, see Cross-infection 
Dressings, sterilisation of, see Sterilisation 
Drinker, C. K., and Yofttfey, J. M., Lymph- 
mics, Lymph and Lymphoid Tissue (R) 
40 l , 
Drinker respirator (LA) 766 
Droplet infections, see Air-borne and 
droplet infections and Respiratory 
Drug-resistance—115, (A) 222, (Harkness) 
(C) 296, 510, 761 ; see also Penicillin 
Drugs—cooling (LA) 431; dispensing and 
manufacturing mistakes (ML) 290, (A) 
2863; Government and proprietary 
medicines (Spriggs) (C) 471; in Russia, 
control of, 138; Pharmacy and Medi- 
cines Act (Mallinson) (C) 26, (P) 27, 83, 
(LA) 75, (P) 114, 139, 171, 202, 203, 
(Graham-Little) (C) 231, 471; pil, 
resistant (A) 7 prescription writing 
(å) 736; war-time use of, National War 
Formulary and (Pappworth) (C) 22, 
(LA) 13, (Wauchope) (C) 53, (Daley) (C) 
85, 328, 4643 (A) 489. (LA) 527, 548. 614, 
6387, (A) 704, 736, 7403 see also Drug- 
resistance, Panel Practice, Pharma- 
ceutical Society, Pharmacology, Phar- 
macopacias, and Therapeutics 
Drysdale, I. M. (0) 145 
Ductus arteriosus, see Heart disease 
Duggan, D. H. T. (0) 780 
Duun, J. S., on poison gas, 197, (A) 224 
renal lesions in crush syndrome, 549 
Dunsdon. M. I., juvenile delinquency, 572 
Duodenum, see Cancer and Peptic weer 
Dust, see Pheumoconiosis and— 
Dust-borne infection—intluenza and (Ed- 
ward) 6643; oiled floors and bedclothes 
and (Thomas) 123, (LA) 4565, 603, (van 
den Ende aud Thomas) 755, cancer and 
(Twort) (C) 205, (van den Ende and 
Thomas) (C) 471, 755, (Isdwards) (C) 
582; see also Air-borne and Cross- 
infection 
Duthie, O. M., on war injuries of eyes, 369 
Dyke, 5. C., fatal wasp-sting, 307, (CA) 
319; national service in clinical path- 
ology, 491, (C) 620 ; trichiniasis, 69, 267 


modified 
see also 


Injuries, and 


Dysentery—chemotherapy of (Bell) 101, 
(Ardley) 627; in Edinburgh, 385 ;- in- 
German troops in France (A) 489; 
phage in (LA) 607; research on, 326, 
327; see also Gastro-intestinal 


E 


Ear—otitis media in children, 26, 343, 587, 
809; otitis media, problem of (Layton) 
587, (Troup) (C) 716; Royal College of 
Surgeons’ museum specimens of, 330; 
see also Deafness 

Earle, K. V., sulpbapyridine in filariasis, 
667 

Earp, J. R. (0) 145 

Eason, H. L., presidential address, 677 

Easton, R. T. (0) 206 

Eclampsia, see Pregnancy 

Edelston, H., day nurseries (C) 620 


Eden, K. C., Graves’s disease, 335, (C) 551 

Edmunds, A.. suction drainage apparatus, 
2353. superficial granulating surfaces, 
130 

Education, medical—cinema in (A) 569, 
(MacKeith)(C) 653, 686; curriculum, 238, 
(LA) 253. 253, (Atkins) (C) 327, (Smith) 
(C) 354, G77, students on (Tinker) (C) 26, 


238, 259, (LA) 253, 781; earlier gradua- 
tion (Paterson) 475, (C) 715, (Bates) (C) 
581, (Rogerson) (C) 619 ; in Dominions, 
260, (LA) 253, 323; in Ireland, 772 3;- In 
United States, 261. (LA) 253, 686, 707 ; 
on the Continent, 262, (LA) 253, 358, 
622, 677; scientific grounding and, 
6773: war, I:.M.S., and (Ryle) 337, 238, 
(LA) 253, 259; see also Pharmacology, 
Students, iG dical, and Universities 
Edward, D. ít., resistance of influenza 
-~ virus to ey ing, 664 
Edwards, P. W., cancer and oiling floors 
(C) 582 
Eire, see Ireland 
Elcock, C. E., on hospital building (A) 737 
Electrocardiography—T wave, posture 
and (A) 45; sce also Heart disease 
Electroencephalograply—in head injuries, 
11; see also Epilepsy 
Electrolytic sodium 


hypochlorite, see 


Burns and \Vounds 
Ellinger, F., Biologic Fundamentals of 
Radiati ion Therapy (R) 604 


Elliott, S. D., bacteriological air analysis, 
514 
Ellis, R. W. B., on retinal dystrophy (A) 


404 


Em bolism—nparadoxieal cerebral (Porter) 
pat, (Symonds) (C) 686: see also Fat- 
mbolism, Heart disease, and Heparin 

Ein. regency mecdi@al service—2956 ; ap- 
pointment, 259; hospitals, admission 
ta, in Seotland, 82, 169, (P) 202, (A) 
476 orthopedic und fracture centres 
(PP) Sif, 2025-356: PSP on, 41303" sur- 
eon'’s libel action (ML) 535: see also 
Casualties, Education, medical, Hos- 
pitals, Practitioners, Radiology, and 
Surgery 

Emphysema, see Pnewmothorax 

Empyema, suction drainage apparatus for 


(Ldmunds) 235 

Encephalitis—of unknown origin (Palmer) 
562, 656; postvaccinal and measles 
(Burton and Weir) 561 


Endocarditis, see ticaurt disease and 
Heparin 

Endocrine system—olbecsity and, in chil- 
dren, 117; research on, 327; see also 


Hormones and Sex hormones 


Endometrial, see Menstruation, Uterus, 
and 

Endometriosis of lungs (A) 374 

Enteric feve: milk-borne outbreak of, in 
Ireland, 5360: water-borne outbreak of 
(Jones) (C) 205 : see also 

Enteric fever inmunisation—research on, 
3263; tetanus immunisation and, 326, 
628, (LA) 648, encephalitis and, 562, 656 

Enterobiti-. see Threadworms 

Enuresis (Winsburyv-White) 331, 506, (C) 
G18, (Greene) (C) 468. 618, (Heymann) 
(C) 465. MavLeod) (Cy 645, (O) T16; 
clinic for, 313 

Epidemiology, see Infectious diseases 


Epilepsy—allergic (\) 805; cerebral 
cysticercosis, papilloœodema, and (Dickson 
and Willis) 415 ; clectroencephalography 
in (A) 106, 190, (A) 375; periodic dull- 
ness and (A) 106; Science and Seizures 
(Lennox) (R) 1903 traumatic asphyxia 
and (Taylor) (C) 4-10 

Epsom College, 22, 328 

Epstein, H. G., Oxford vaporisers, 62, 66, 
(LA) 75 


p S 


Supplement to THE LANCET] 


INDEX TO VOLUME II, 1941 


Erskine, D.. troops at civilian V.D. dinies 
(C) 232, 353 

Ervsipelas, chemotherapy of, 468 

Ether, see Anwsthesia - 

Ethical Pharmaceuticals Association, T17 

Ethiopia, medical aid for (Morland) (C) 268 

Ethyl chloride. see Anesthesia 

Eugenics. see Sterilisation, eugenic 

Eustachian tube—radiography of (Rees- 
Jones and McGibbon) 660 ; see also Ear 

Evacuation—411, 577. (A) 609, 815; 
Cambridge Evacuation Survey (Isaacs, 
Brown, and Thouless) (R) 28513; chil- 
dren’s mental and physical health and, 
26, 27, 117, 146, 170, (A) 195, 2381, 325, 
343. 384, ios, 467, 504, 572, (A) 609, 
hostels, sick-hays, and (P) 27, sy 17, 
146, 281, (Banks, Norman, and Alden) 
357, 4113; exemption from billeting (P) 
467 ; medical care for Norfolk evacuees, 
117; of expectant mothers, 148; of 
medical libraries (4) 135; of Pharma- 
ceutical Society, 395; see also Casual- 

. Hospitals, Infectious diseases, and 


e 
Evans, ©. L.. Starling's Principles of 
Human a oa (R) 281 
Evans, D. G., tetanus immunisation, 628, 
(LA) 613" 
Paaie E. M., well-leg iraction apparatus, 
5 
Evaus, E. S., saccharin shortage (C) 144 
Evans, J ` (0) 298 
Erans: R. M., T.N.T. jaundice, 552, (LA) 
2 á 
Examinations, see Edication, 
and Students, medical 
sa i ophthalmoplegia (Rundle) 
9 


medical, 


Expectorants (A) 675 

Eyes—angioma, orbital. 
of -conjunctival surface of lid. 369; 
cholesterin spaces, 369; dendritic uleer 
of cornea, 369; diplopia and head 
injury, 369; gas gangrene of (Cross) 
515; keratitis, 370; lysozyme and 
(LA) 455; migraine and, 369; nystag- 
mus synchronous with pulse-rate, 369 ; 


369; carcinoma 


edema of macula, 368; ‘ophthalmic 
benefit, 347; Ophthalmic Nursing 
(Whiting) (R) 800; ophthalmology 


course, 269; papillaeedema, cysticercosis 
and (Dickson and Willis) 415 ; penicillin 
and, 1873; pterygium, 369; refraction 
in Services, 369 ; retinal dystrophy (A) 
404; retinal holes, unsealed, - 369; 
trachoma, sulphanilamide in, 170; 
‘vitamin C and (A) 16, (Yudkin) 787, (A) 
807; war injuries of, 369, 787, preven- 
tion of, 3693; see also Blind, Exoph- 
thalmic ophthalmoplegia, and Vitamin 


fi $ 
Evre-Brook, A. L., intracapsular fractures 
(A) 316, (C) 383 


F 


Factories, see Industrial medicine 

Fairbrother, R. W., sulphathiazole 
gonorrbœa, 9 ` l 

Fairley, A., on phosgene poisoning, 198 

Falkiner, N. M., on placental infarcts, 670 

Fallopian tubes, insufflation of (LA) 527 

Farmer, F. T., radio-frequency probe, 517 

Farming, sce Agriculture and Nutrition 

Fat-embolism. pulmonary, 197, (A) 224 

Favism, sce road beans 

Fear, see Psychiatry and Psychology 

Feasby, W. R., spontancous cold hiemag- 
glutination, 479, (LA) 485 

Fees, see Certificates, Insurance, National 
Health, and Medicine and the Law 

Felix Infelix, 750 . 

Fellowship of Medicine, 206 

Fcmoral—cpiphysis, upper, slipped, 282 ; 
sec also Fractures 

Ferguson, T., hospitals and public health, 


in 


19 
Fertility, see Reproduction 
Fever hospitals, see Hospitals 
Fevers, sce Infectious diseascs 
Fibroids (A) 402 
Fielding, M., Parenthood : 
Accident ? (R) 700 
Filariasis, sulphapyridine in (Earle) 667 
Films, see Cinematograph films 
Findlay, G. M., exanthematic and endemic 
typhus, 659, (LA) 671 ; on chemothera- 
peutic action, 761; on yellow fever in 
Africa, 102, (LA) 399 
F a Etone E. O., on extravasation of urine 


(A) 7 


Design or 


Fingers, see Hand 

Finland—ambulance unit in, 29; 
transfusion service in, 4743 
blindness in (A) 807 

Finlay, C. E., Carlos Finlay and Yellow 
Fever (A) 167, (C) 618 

Fire fighting, see A.R.P. 

First-aid—in war-time, text-book on, need 
for, 502, (Roe) (C) 582; Warwick and 
Tunstall’s First-aid to the Injured and 
Sick (Hammer) (R) 604 ; see also A.R.P., 
Burns. Home Guard, Services, and 
Wounds 

Fische Wa = alopecia in frightened children 
(C) 2 

Fisher, oR. A., on blood- -groups, 268 

Fistula, gastro-colic (Anderson, Hamill, 
and Galloway) 452, 506 

Fleas, see Jigger flea and Typhus 

Fleming, A., on penicillin, 761 

Fleming, G. W. T. H., prefrontal Ieucot- 
omy, 3. (LA) 13. ‘90, 740 

Flemming. P.. death of. 807 

Fletcher. C. M., penicillin, 177, (LA) 191, 
(A) 222, 345 

Florey, H. W., penicillin, 177, (LA) 191, 
( A)2 Le 2: 2, ; 345 

Flour, see "Nut rition 

Flowmeters, 718. (Magill) (C) 776 

Fluid therapy—563 — uikalis and, in crush 
syndrome, 87, 1. ugland and Murray) 
158, 446, 729; n neonatal diarrhoea, 
5883 in renal complications of chemo- 
therapy (Laird) 272, 563, (A) 6465; see 
also Trausfusion 

Fluorosis, endemic ou (C) 23, (A) 610 

Flying, see Aircraft 

Foerster, O. (O) 503 

Fætus—four phases of “birth and (Bar- 
croft) 91, (Leak) (C) 172 siderocytes 
in (Griineberg) (C) 172, (A) 195, 7703 
see also Childbirth, Placental, Respira- 
tion, and Vital statistics 

Food—faulty, supervision, conservation, 
and, 354, 683, 713, 760 ; Index of Food 
Investigation, 414; Minister of Food, 
personal adviser to, 90; salmon fish- 
eries, seal depredationus and, 7173 see 
also Diet, Food poisoning, Nutrition, 
and— ; 

Food fortification—773 ; 
tion 

Food poisoning—hotel lunch and (ML) 
463; outbreaks of, 144. 6835 see also 
Gastro-intestinal and Cadmium poisoning 

Foot—foot-drop, traumatic ancurysm and 
(Macpherson and Shucksmith) 476; 
frostbite of, trench-foot, shelter- foot, 
immersion-foot and (Greene) 689; see 
also Sciatica and Toe 

Forbes, D. (0) 173 

Forces, sce Services 

Fordyce, W. (0) 748 

Foreign bodies—radio-frequency probe for 
(Farmer and Osborn) 517; see also 
Swab and Wounds 

Foreign practitioners, 147, (Daniels) (C) 
205, 21%, 349, 452, (P) 499,-584, 670, 
677, (P) 682 

Forgan, R., urinary disinfection (C) 115 

Fox, E., war-time behaviour (C) 411 l 

Fox, F. E., prefrontal leucotomy, 3, (LA) 
13, 90, 740 

Fractures—Complete Outline of Fractures 
(Bonnin) (R) 160; fracture service (P) 
34, 202, 356, (LA) 701; pseudo-fracture, 
2823; see also Bone, Casualties, Injuries, 
Plaster, Splinting, and— 

Fractures of—femoral neck (A) 316, 
(Isyre-Brook and Pridie) (C) 383, flexed 
plaster spica for (Cochrane) 726, (Tip- 
pett) (C) 812; femoral neck, well-leg 
traction apparatus for (Evans) 483; 
jaws, 200, (Pohl) 389, (Mowlem, Mac- 
Gregor, Buxton, and Barron) 391, (A) 
404, 463; olecranon, 282; shaft of 
ulna, dislocation of radial’ head and 
(Wardle) 520 ; tibia, 282 

France—German troops in, health of (A) 
489; medical education in, 262, (LA) 
253; occupied, rescarch institute for, 


blood- 
night- 


sce also Nutri- 


Francis, A. E., isolation of streptococci 
from wounds, 159 

Frank, Johann Peter, see Germany 

Franklin, M. E., Q Camp (C) 582 

Fraser, Sir J., on antiseptic cycle, 385 

Friedman, R., Emperor's Itch (R) 160; 
Scabies—Civil and Military (R) 160 

Friel, A. R., superficial granulating sur- 
faces (C) 233 

Frontal leucotomy, see Mental disorder 

Pront pite; allied conditions and (Greene) 
bc 9 

Fallon, F., epidemic neonatal diarrhea, 
590 


Furlong, R., on congenital dislocation of 
hip, 282 


[Marca 2], 1942 vii 


G 


Galloway. R., gastro-colic fistula, 452, 506 
Gall-stones—ttiology of (LA) 3413; see 
also Liver ; 
Gantt, W. H., Conditioned Reflexes and 
Psy chiatry ( Pavlov) (R) 800 ; 

Gardner, A. D., penicillin, 177, (LA) 191, 
(A) 222. 345 

Garnett, D., Battle of Britain, 523 

Gas yangrene—chemotherapy and sero- 
therapy of, 507, 625; of. eyo (Cross) 
5153; puerperal (LA) 284; see also 
Clostridia and Wounds 

Gases, war, see Poison gas 

Gaskell, J. L., on pancreatitis, 267 

Gastro-intestinal—entry of poliomyelitis 
virus, 614; see also Abdominal, Fistula, 
Intestine, Stomach, and— 

Gastro-intestinal disorders—epidemic neo- 
natal diarrb@a in maternity hospitals 
(Ormiston) 588, (Crowley, Downic, 
Fulton, and Wilson) 590; in German 
troops in France (A) 489; in infants in 
Palestine, 809; see also Dysentery, 
fluorosis, and Food poisoning 

Geiger, J. C., Year Book of Public Health 


General Medical Council—charges against 
practitioners, 708, 741; medical stud- 
ent's scicntific grounding, 677 ; powers 
and duties of, 239 ; presidential address, 
677 ; see also Medical Register 

G.P.I., see Neurosyphilis ’ 

Genectics—retinal dystrophy (A) 404; 
thyroid disease, 149; see also Sterilisa- 
tion, cugenic 

George medals, 30, 142, 328, 357 

Geriatric data, 

Germany births, marriages and deaths, 
235, 608; Dblood-transfusion (A) 533, 
(Brock) (C) 716; cost of living, 613; 
coupon concession, 2363; cugenic sterili- 
sation, 379 ; Frank, J. P., public-health 
pioneer (Johann Peter’ Frank, der 
Gesundheits und Rassenpolitiker des 18. 
Jahrhunderts) (Haubold) 296, (Daukes) 
(C) 410; mass radiography of Poles, 
298; medical education, 265, LA) 253, 
358, 622 ; phage in dysentery (LA) 607 ; 
troo ps in "France, health of (A) 489 

Gilchrist, A. R., on hypertension, 349 

Gilford, H. (QO) 546 


Gillespie, M., renal lesions in crush 
syndrome, 549 

Gilliland, I. C., spraying droplet-borne 
infections, 5 598 


Gilman, A., and Goodman, L.,, Pharma- 
cological Basis of Therapeutics (R) 312 
Glandular fever, 267, jaundice and 


(Martin) 480 
eranu, T. N., primary ovarian pregnancy, 
484 


Glenny, A. T., alum-precipitated toxoid, 
301 


C) 634 

Glycerin- -gelatin base, see Skin 

Glycogen, sec Carbohy drate | 

Glycosuria—in recruits, 268, renal, 268, 
hypoglycremia and (Macpherson) 338 ; 
see also Diabetes 

Glynn, L. E., on sulphonamides and 
tissue- -damage (A) 530 

Godwin, B., cortical necrosis of kidneys, `’ 
512 

Goitre, see Thyroid gland 

Gonorrhæa—chemotherapy of (Jones and 
Fairbrothber) 9, ee (C) 204, 352, (A) 
222, (Erskine) (C) 232, (Laird) 272, 
(Osmond) (C) 293, (Harkness) (C) 296, 
625, local use of sulphapyridine and 
(Cawston) (C) 716; sce also Drug-resist- 
ance and Venereal disease 

Good, M., ara 1 143 

Goodall, A. (0)5 

Goodall, F. C., aih of, 289 

Goodfellow, D. M., Tyneside : : The Social. 
Facts, 816 

Goodman, L., and Gilman, A., Pharmaco- 
logical Basis of Therapeutics (R) 312 

Goodman, R. N. (O 8 

Gordon, J. E., Hone. Guard problems (C) 
39 

Gordon, R. M., jigger ma, 47 

Gore- Grimes, J. P. (0)1 

Gomi, R. B., er ke anaesthesia, 
449 

Grrduation: see Education, medical 

Grafts—heterogenous (A) 43, 78, 166; 
skin, 130, (Cole) (C) 143, (A) 166, 222, 
270; see also Bone, Burns, and W ounds 
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Graham, F. M., death of, 678 
Graham, H. M., stomatitis, 214 : 
Graham -Little, Sir E., national wheatmeal 
loaf (C) 714; Pharmacy and Medicines 
Act (C) 231; students advise Prime 
` Minister (C) 502 
Granulating surfaces—modified Carrel- 
Dakin method for (Edmunds) 130; zinc 
ionisation for (Friel) (C) 233; see also 
Burns and Wounds 
Graves’s disease, see Thyroid gland and 
Thyrotoxicosis 
Gray, J. S. (O) 145 
Greatorex, T. W. (O) 206 
Greaves, I. N., on drying serum and 
plasma, 268 
; Sar ayes; M., psychiatrists and recruit (C) 


Green, H. H., on deficiency diseases of 
animals, 526 $ l 

Green-Armytage, V. B., Home Guard 
casualties (C) 230, 295 

Greene, R., enuresis (C) 468, 618 ; frostbite 
and kindred ills, 689; menstruation 
and ous? nsion stability of red cells, 556 

Greeves, R. A., on cedema of macula, 368 

Grenfell Association, 615 

Grieve, J., village settlements (C) 116 

Griffith, E. F., premarital tests (C) 144 


Grimson, J., chronic meningococcal septi- 


ceemia (C) 746 

Grimeberg, H., siderocytes (C) 172, (A) 
195, 770 i 

Gunn, J. A., on pharmacology (LA) 371 


A H 


a 


Hadfield, G., on lung injuries, 197° 
Hemagglutination, see Autohemageglutina- 
tion and Transfusion 


Hematemesis, blood amino-acids in 
(Black) 309 
Hemoglobin — estimation, photoelectric 


method of (Hill and Pincock) . 754; 
metabolism (Israëls) 443; see also 
Blackwater fever, Blood, and Methrem- 
albumin. 

Hemorrhage—blood changes after (Wall- 
ace, Sharpey-Schafer, and Pincock) 393 ; 
intimal, in coronary occlusion (A) 223 ; 
neonatal (Lapage) 160, (A) 165, (Mul- 
vany) (C) 545; see also Asphyxia, 
Blast, Blood, Chest, Hsmatemesls, 
Transfusion, and Wounds 

Heemothorax, see Chest 

Halbrecht, J., placental blood in amenor- 
rhea, 630 

Hall, A. S., vital statistics (C) 231 

Hall, V. E., and Luck, J. M., Annual 
Review of Physiology (R) 218, (A) 224 

Hallam, S., and Dilling, W. J., Dental 
Materia Medica, Pharmacology and 
‘Therapeutics (R) 732 

a aN T., hen as middleman (A) 487, 

Hamill, P., gastro-colic fistula, 452, 506 

Hammer, N., Warwick and Tunstall’s 
First-aid to the Injured and Sick (R) 604 

Hammer toe, see Toe 

’' Hammond, J., on animal nutrition, 526 

Hand—infected, dry after-treatment of 
(Bailey) 189; infected, immobilisation 
and (LA) 641; paresthesia, fluorine, 
and, 23; see also Cross-infection and 
Radiodermatitis r 

Hanna, W. (O) 146 

Harben lectures, 687 

Ho UDe; D. W., Impulse to Dominate (A) 

Hardwick, C., icterus gravis. neonatorum, 
339, (A) 344 

Harkness, A. H., drug-fast bacteria (C) 296 

A H. C., Home Guard problems (C) 


Herad; J. T., Pfeiffer bacilus meningitis, 


Harris, A., psychiatric 
civilians in wartime, 15 
Harris, I., calcium and phosphorus studies 
(C) 231, 353 ; national loaf (C) 25 
Ao; L. J., on assessment of nutrition, 
Harrison, G. A. on serum transfusion, 267 
ser ea L. W., on venereal disease (A) 
Hashinger, E. H. and Clendening, L., 
Methods of Treatment (R) 340 
Haubold, H., Johann Peter Frank, der 
Gesundheits und Rassenpolitiker des 
18. Jahrhunderts, 296 
* Hawking, F., on trypanocidal substances. 
761; sulphanilamide in first-aid (C) 352 
Hay-box (LA) 642 
liaydon, F. (0) 234 


reactions of 


e 
` 
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Hayes, J. N., Packard, E. N., and Blan- 
chet S. F., Artificial Pneumothorax (R) 

Hayward, F. R. O. (0O) 206 : 

Hayward, N., on Cl. welchii. 268 

Head injurices—(O’Connell) 719, 786, (LA) 
801; concentrated serum in (Turner) 
557; diplopia and, 369; electroen- 
cephalographic changes in, 11; see also 
Boxing and Intracranial 

Health, see Health services, Public health, 


and— 

Health education—Effective Living (Tur- 
ner and McHose) (R) 398; in Russia, 
138, 677; in United States, 
health programmes and (A) 
mothercraft and fathercraft for school- 
children (P) 140, 385; propaganda and 
(Barber) 505, (LA) 485; Science and 
Seizures (Lennox) (R) 190; ‘Tropical 
Tips for Troops (Burke) (R) 669 ; Your 
Health in Wartime (Hill) (R) 370; sce 
also Cinematograph films 

Health services—future of, state service 
and (Hynes and Inwald) (C) 53, 59, (C) 
116, 322, 347, (War-time Health and 
Democracy) (Clegg) (R) 524, (C) 580, 
577, (Thompson) 613, (National Health 
Services) (Campbell and Vernon) (A) 
644, (Russell) (C) 684. 686. 780; in 
Colonies, 120 1 4) 399, 412, 543, (P) 
681; in New 7.valand, 51, (C) 142, 
(Medicine and Evalth in New Zealand) 

Robb) 320, 506, 615, 621, 745; in 
alestine, 120, (LA) 399; in Russia, 
138, 677; in South America, 385; see 
also E.M.S., Hospitals, Industrial medi- 
cine, Insurance, National Health, Path- 
ology, Practitioners, Public health, and 
School medical service : 

Heart—Cardiac Classics (Willius and Keys) 
(R) 732; pericardium and, stab wounds 
of (Schrire) 638; Surgery of Heart 
(King) (R) 564; see also Chest, Circula- 
tion, and— 

Heart diseasc—anginal symptoms, hypo- 
thyroidism and (Zondek) 310, (A) 488; 
atypical. endocarditis (Cockayne and 
Wilton) 728; biatrial trilocular heart 
(Walls) 668; coronary occlusion, in- 
timal hemorrhage in (A) 223; develop- 
ment of mitral stenosis (A) 705 ; Diseases 
of the Heart (Christian) (R) 524; in 
Argentina, 537 ; mortality statistics and, 
117; paroxysmal tachycardia in infants 
(A) 46; patent ductus arteriosus, infec- 

-tion of (Bourne, Keele, Tubbs, and 
Swain) 444, (Mulvany) (C) 580, (Cassidy) 
(C) 619, (Bourne) (C) 685 ; radiography 

_in (A) 646 ; systolic murmurs and, 137 ; 
see also Electrocardiography, Embolism, 
Heparin, Rheumatism, juvenile, and 
Thyrotoxicosis 

Heat, see Temperature 

Heatley, N. G., penicillin, 177, (LA) 191, 
(A) 222, 345 

Hen as middleman (P) 436, (A) 487, 
(Halnan) ©) 581 

Henderson, D. K., on rules for graduates, 
139; on significance of fear, 329 

Henderson, J. L., icterus gravis (C) 411 

Heparin—substitute and, in prevention 
and treatment of thrombosis and em- 
bolism (LA) 314; sulphonamides and, 
in endocarditis (Mulvany) (C) 545, 
(Cassidy) (C) 619 

Hernia, inguinal—anatomy of (A) 224; 
McArthur hernioplasty and (McLaugh- 
lin) 11, (Martinez) (C) 87 

Heymann, A., enuresis (C) 468 

Hick, W. E., soldier’s defence and public’s 
attitude (C) 383 

Hill, Sir A., death of (A) 612 

Hill, C., Your Health in Wartime (R) 370 

Hill, D. K., hæmoglobin estimation, 754 

Hinde, E. J. F. (O) 779 

Hingston, C. L., alopecia in frightened 
children (C) 143 : 

Hip—congenital dislocation of, 282, (A) 
287 ; see also Fractures 

Hirst, G. K., on influenza tirus (LA) 283 

Histidine, histamine and (A) 403 

History, medical—antiseptic cycle, 385; 
Bacillary and Rickettsial Infections 
(Holmes) (R) 130; British, Argentine 
survey of, 497; calendar of, 586; 
Cardiac Classies (Willius and Keys) 


(R) 732; Emperor’s Itch (Friedman) 
(R) 160; hospital building (A) 737; 


Medicine and Human Welfare (Sigerist) 
(R) 398; salt-water surgeons (A) 568, 
(Nixon) (C) 774, (A) 769; Scabies— 
Civil and Military (Friedman) (R) 160 ; 
scurvy, Sir James Lancaster and, 30 ; 
stethoscope, evolution of (A) 610, 747 ; 
teeth, civilisation and, 4423; see also 
Biography 
Hoden, M., Diary of World Affairs, 750 
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Hodge, R. S., exclusion of neurotics from 
Forces (C) 439 í - 
Hodgson, A. E., cutaneous anthrax, 30, 
Hodgson; G. A., intelligence in skin cases, 


Hodgson, J..C., on war-time first-aid, 502 ° 

Holmes, G. W., and Ruggles, H. ; 
Roentgen Interpretation (R) 484 . 

Hones; H. N., Out of the Test Tube (R) 


7 3 
Holmes, W. H., Bacillary and Rickettsial 
Infections (R) 130 ; 
Home Guard—medical service and casualty . 
organisation (Abel) (C) 204,359, (LA) 
191, (Shirlaw) 225, (C) 469, (Green- 
Armytage) (C) 230, 295, 255, (C) 268, 
(Macdonald) (C) 295, (Williams) (C) 354, 
379, (Sinclair-Loutit) (C) 409, (Bird) (C) 
439, (Gordon) (C) 439, (Cowell) 442, 
(Ward) (C) 470, (Medicine versus 
Invasion) (Shirlaw and Troke) (R) 484, 
(Harley) (C) 501, 502, (C) 582, (LA) 765 ; 
see also Services 
Honours—Ame rican, 815; Birthday, 28 ; 
civil defence awards, 142, 167, 547, 780 ; 
Symons gold medal, 780 ; see also George 
medals and Services 
Honyman Gillespie lectures, 83, 137, 175, 
329, 349, 385 
Hopewell-Ash, E. L., sciatica (C) 25 
Horder, Lord, convalescent homes for civil 
_defence workers (C) 747 ; medical aid for 
China (C) 24 
Hormones—implgnted tablets,*absorption 
of (A) 318; leucocytosis of labour and 
LA) 42 ; see also Endocrine system and 
ex hormones 
Hospital contributory schemes—codérdina- 
tion of, 34; see also Hospitals and— 
Hospital Saving Association, 34, 687 
Hospitals—administrators, alliance of, 
586; alleged delay in treatment (ML) 
321, 406; almoners’ work, war and, 
330 ; American hospital unit in Britain, 
670; Bristol, 438, (A) 489, 624; build- 
ing of (A) 737, (Levi) (C) 813; Dublin 
maternity, reports of, 505; fever (A) 
770, post-war planning and, 762; food 
advice for outpatients (Nixon) (C) 545 ; 
future of, reorganisation and (Ferguson) 
19, (Buzzard) (C) 25, 59, (MacWilliam) 
(C) 86, (Smith) 109, (C) 116, 270, 385, 
413, 438, (P) 466, (LA) 455, 491, 536, 
540, 655, 703, 762; general hospital, 
sanatorium and (McDougall) (C) 86, 
(Grieve) (C} 116; Hospitals Day, 300 ; 
Hospitals Year-book, 300; King Ed- 
ward’s Hospital Fund, 34, 292, (A) 489, 
780 ; library service, war and (A) 570 ; 
lighting of (Nicholson) (C) 471 ; lousiness, 
/ assessment of, hospital records and (A) 
195; maternity, 505, neonatal epide- 
mics in (Burn) (C) 53, (Ormiston) 588, 
(Crowley, Downie, Fulton, and Wilson) 
590 ; medical reports and certificates 
and (A) 403; middle-class provident 
schemes and (A) 489, 624; mobile 
X-ray vans, presentation of, 716; 
Rotterdam, German air-raids and, 236 ; 
scabies, increase of, hospital records and 
(A) 770; Scottish, 82, 536, waiting-lists 
and, 169, (P) 202, (A) 376; seamen in, 
diet of (P) 84; staff, ancillary, war and 
(P) 356, 466, 540, (P) 777, 812, service 
badge and, 655, (P) 744, 750; sterilisa- 
tion technique (LA) 284, 565, 602, (A) 
673, (Smith and Smith) 783, (A) 805 ; 
ward round, patients’ reactions to (LA) 
766 ; see also Casualties, Cross-infection, 
Drugs, E.M.S., Health services, Hospital 
contributory schemes, Mental hospitals, 
Nurses, Surgery, and— - 


HOSsPITALS.—Birmingham Accident Hos- 
pital, appointment, 108—Central 
Middlesex County Hospital, pathological 
demonstration, 385—Colony Hospital, 
Antigua (P) 543—Cork Street .rever 
Hospital, Dublin, annual report, 468—— 
Guy’s Hospital, country annexe (A) 80 
Harpenden Auxiliary Hospital, 357—- 
Leeds Gencral Infirmary, thoracic_de- 
partment (A) 770—London Chest Hos- 
pital, air-raid damage and, 90—London 
Homeopathic Hospital, 414—London 
Hospital, prize, 686—Middlesex Hos- 
pital, 773, vice-president, 770—— 
Paderewski Polish Hospital, 558—Royal 
Berkshire Hospital, Reading Patho- 
logical Society and (A) 107—Royal Free | 
Hospital, scholarship, 357—Royal In- 
firmary,.Newcastle-on-Tyne, 330—Royal 

, Sussex County Hospital, Brighton, 
mobile electrical treatment service, 206 
—Royal Victoria Hospital, Belfast (A) 
§68—St. Dunstan’s, 457—St. John 
Ophthalmic Hospital. Jerusalem, 87, 


——e 
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172—St. Thomas’s Hospital, memorial 
to masseuses, 473——22nd General Hos- 
pital, R.A. M. C., 780 


Housing—56, (P) 202, 815; 
Building and Social conditions 

Houston, J. C., trichiniasis, 397 

Howard, S. J., pneumococcal meningitis, 
512, (A) 570 

Howkins, J., endometrial biopsy, 599 

Hubble, D., phenothiazine, 600 

Hudson, N. P., inthuenza, 387 

Hudson, R. V., ue irrigation of wounds 
and burns (LA) 7 

Hurst, Sir A., Medic A Diseases of War (R) 
428; peptic uor of æœsophagus (C) 85 

Hurst, H. (0) 1 

Hussey, J. (0) My 

Hutchison, J. S., on medical planning, 347 

Hutton, E. L., prefrontal icucotomy, 3, 
(LA) 13, 90, 740 


sce also 


in New Zealand, 621 

Hynes, L., state medical service (C) 53, 32 

Hypertension. sce Blood-pressure 

Hypog lycemia, see Carbohydrate, Glyco- 
suria, and Insulin 

Hypothyroidism, sce Cretinism and Thy- 
roid gland 


Icterus, see Jaundice 
Immobilisation, sce Rest 


Immunology—globulin fractions of anti- 
toxic sera, 326; preparation of alum- 


precipitated toxoid (Barr, Glenny, 

Pope, and Linggood) 301; research in, 

326; transmission of antibodies from 

mother to child (A) 44; see also Diph- 

theria, Enteric fever, Influenza, Measles, 

Rabies, Tetanus, and Typhus fever 
Impetigo, see Skin 


In ENGLAND Now.—Air-raids: 52, 8l, 
141, 142, 168, 435, 650 ; rest centres, 811 
— Blood- transfusion service, 464, 497, 
539, 578, 616, 710— Broadcasts, 229, 
324, 540, 616—Cecil Houses, 43ő5— 
Certificates: death, 465; menace of, 
113, 649—Children : circus performance 


by, 498; evacuation of, 142, 771; 
fathers’ ‘match, 168; fishing, 617; 
surplus energy of, 21; triplets, 142— 
Cigarette habit, 540— Education, 112, 
229, 324—Education, medical: 229, 
323, 407, 710, 771; postgraduate, for 
Army doctors, 435; students, 292, 351 


- 771, sartorial habits of, 498—Evacua- 
tion: of casualties, 141; of children, 
142, 771; of hospitals, 141, 407; 


stately homes and, 771—Farming and 
gardening, 22, 169, 201, 229, 540, T72— 
Fish : catching, 617; pike’s view of 
life, 291—Four Years War, 201, 324,497 
—Government posts, reshufiiing of, 141, 
616—Health campaign, 540—Holidays 
and travel, 324, 331, 380, 465—Home 
Guard, 51, medical service, 379— 
Hospitals : ‘air-raids and, 141, 142, 650 ; 


castle into hospital, 350; casualty 
exercises, 141, 616; clothing coupon 
woes, 168; death certificates, 465 ; 


entertainment, 21; evacuation of, 141, 
407; food rationing, oflicer patients 
and, 266; hour} of wakening, 678; 
ward round, 82—Industrial health re- 
port, wording of, 810—Iran, 324— 
Japanese, 810-—Medicine and surgery : 
acrodynamics of intestine, 113; diph- 
theria immunisation, 539; endocrine 
system, 408; in Germany, 465; 
penicillin, 381; shock, 228; things to 
come, 168; tuberculosis, 112, 350 ; 
vaccination, 21—Morticians, 617, 711— 
Names and titles, 498, 616—Nursing, 
381, 731—Nutrition : communal] feeding 
centre, 52; hospitals and rationing, 266 ; 
infant, 229, war and, 436; minor 
shortages, 435; plankton and, 51; 
standards of, 771; vitamin C from rose- 
hips, 649—Datients: 21, 52, 82, 201, 
229, 266, 291, 292, 435, 4983 animals 
as, 229, 772; doctors as, 579, 678, 
731; doctors’ relatives as, 465; early 
wakening of, 678; evacuation of, 141, 
407— Practitioners: as patients, 579, 
678,731; country, 52, 266; hat experi- 
ences, 539 ; locumis’ woes, 578; medical 
man-power, 4083; otlicial names for, 
498 ; relatives of, as patients, 465; 
serving, 51, 81, 112, 350, 379, 435, 
538, 617, 810, cases referred by, to 
hospital, 323; writing for public, 711— 
Psychology: beauty, feeling of, 772; 
causes, enthusiasm for, 351; dreams, 
- 22; Ego and Id, 407; envy, jealousy 


Industrial medicine 
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and leadership, 267 ; 
and, 292; idleness, 2153 music, enjoy- 
ment of, 465, 497; obloquy, toughen- 
ing effect of, 112; Parliament of 
Genes, 680; pike’s view of lifo, 291; 
prophets, true, mass feeling and, 616; 
totalitarian, 112, 810—Punch, 141— 
Reading, choice of, 141, 324—Research, 
universities, commercial firms, and, 380, 
(LA) 371—RKussian achievements, 435, 
616—Salvage schemes, 616—Services : 
air-attack on ship, 81; cookhouse in- 
spection, 617; doctors in, 51, 81, 112, 
323, 350, 379, 435, 538, 617, 810 ; Home 
Guard, 51, 379 ; life at sea, 538 ; medical 
boards, 6783 medical Man-power and, 
408; officers’ diet in hospital, 267; 
Spanish Republican R.A.M.C., 4073 
venereal disease in, 436—sSignatures, 
law on, 81—Spitsbergen, 3880—Still- 
births, disposal of, 617, 711—Tubercu- 
losis: problem of, 112; sanatorium 
life, 350—V campaign, 81i, 228— 
Vermin, piers of, 201, 731—Wode- 
house, P. G., 81, 112 


guilt, polyneuritis 


Income-tax, subscriptions and (ML) 138 
lndia—Mcdico- Legal Post-Mortem in Indifi 
-(Lambert) (R) 428; see also Cholera 

accident-prevention 
course, 749; accident-rate (LA) 220, 
538; anemia, toxic (Evans) 552, (LA) 
605, TAU; Austin medical department, 
676, 781 : building-site conditions, 496 ; 
cadmium poisoning (LA) 703 ; 
Inspector of Factories, report of, 496, 
(A) 4903 children of women workers, 
care of, 414, 537, (LA) 529, (A) 533, pees 
(Edelston) (GC) 620, (P) 712, 744, 777 

815; lectures on, 105, 328, 749; 
medical certificates and, 348, (A) 403, 
(C) 471, (LA) 456, 566 ; medica olficers 
in factories, 497, (LA) 671; mental 
defective in "industry (A) 288 3 nurses, 
industrial (Handbook for Industrial 
Nurses) (West) 299, 497 ; output, condi- 


tions, health, and (A) 108, Ae 172, 203, 
(LA) 220, 236, (LA) 341, , (P) 355, 
436, (C) 471 (LA) 456, ise, (P) 542, 


(LA) 566, 648, (C) 652, (LA) 671, 687, 


(P) 712, (A) 767, Women’s Parliament 
on, 537, (LA) 529, 566 3 quarantine, 
man-power and (Scott) 739, (LA) 733 ; 
Shellield postgraduate course in, 105; 
skin cleansers (A) 737; transport 
facilities for workers (A) 108, (LA) 341, 
(P) 355, 496, 537, (LA) 566, 648 ; T.N.T. 
poisoning (Evans) 552, (LA) 605, urine 
examination and, 552, (Ingham) 554, 
(LA) 6053 see also Health services, 
Injuries, Miners, Nutrition, Rehabilita- 
tion, Social conditions, Tuberculosis, 
and Workmen’s compensation 
Industrial Welfare Society, 709 
Infant mortality, see Vital statistics 
Infantilism, pterygo-nuchal - (Sharpey- 
Schafer) 559 
Infants—clotbing coupons for, certifi- 
cates and, 108, 348; diarrhoea in, 809, 
outbreaks of, in maternity hospitals 
(Ormiston) 588, (Crowley, Downie, 
Fulton, and W ilson) 6590; dusting 
powder for, 687 ; feeding formula for (A) 
737 ; hemorrhage in (A) 165, intra- 
cranial, cresarean section and (Lapage) 
160, (A) 165, (Mulvany) (C) 545 ; hyper- 
chromic anemija in infant (Cole) 268, 
7593 icterus gravis neonatorum (Hard- 
wick and Lloyd) 339, (A) 344, (Hender- 
son) (C) 411; in Palestine, ‘health of, 
809 ; maternally conferred immunity 
in (A) 44; paroxysmal tachycardia in 
(A) 4635 pemphigus neonatorum (Burn) 
(C) 53; plantar response in (A) 434; 
pneumonia in, sulphonamides and (Aj 
806; vitamin ration for, 654, (A) 705 ; 
see also Childbirth, Children, Congenital, 
Maternity and child welfaro, Respira- 
tion, Stillbirths, and Vital statistics 
Infectious disease, weckly lists of, 27, 56, 
90, 117, 116, 171, 206, 235, 269, 300, 325, 
355, 384, 411, 440, 468, ti 548, 576, 
621, 648, 683, 713, 750, 815 
Infectious Sua Catia unit for, in 
Britain, 670; aviation and, 537; 
biology of epidemics (Topley) 82; 
aaae man-power and (Scott) 739, 
(LA)° 733; quarantine, school, 408, 
(LA) 733; war und, 27, (FP) 202, 325, 355, 
577, 815; seealso Evacuation, Hospitals, 
Public bealth, and Vital statistics 
Influenza—drying, resistance of virus to 
(Edward) 664; identification of virus 
(LA) 283; immunisation against (LA) 
457, 735 3 ‘in 1940-41 (Auvdrewes, Glover, 
Lush, Hudson, and Stuart-Harris) 387 ; 
patent ductus arteriosus and, 444 
Iniluenzal meningitis, see Meningitis . 
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Ingham, rar ioe for T.N.T. derivative, 
554, (LA) 6 

N E ar teal spasm and (A) 806; 
Bone Graft Surgery in Disease, Injury 
and Deformity (Albee) (R) 428; 
certification of, in war-time (A) 106; 
chest and lung (LA) 131, (A) 134, 197, 
(A) 224, (Bonnin) 333, (Pilcher) (C) 410, 
(0’ Reilly -and Glo yne) 423, (C) 684, 
(Osborn) (C) 544, (Schrire) 638, 786; 
collection of war specimens, 647 ; crush, 
renal failure and (Russell) (C) 87, 
(Longland aud Murray) 158, (Maitland) 
446, (Dunn, Gillespie, and Niven) 549, 
(Parainore) (C) 684, 729, (LA) 734, 
(Benison) (C) 776, 786; deafness, trau- 
matic, from iidustrial and aircraft noise 
(LA) 6073; eye, war and, 369, 787, 
protectors and. 369 ; ort bopædic service, 
industrial and war casualties and (P) 84, 
202, 356; parachute-jumping (A) 738; 
refrigeration of damaged limbs, 730, 
(LA) 734; rehabilitation, employment 
and, 19, (P) &4, 202, 234, (Batchelor) 
(C) 327, (P) 356, (Casson) 516, (A) 644, 
678, (LA) T01, 801; rupture of spleen 
(A) 459; sce also Blast, Burns, Casualties, 
- First- aid, Fractures, Head injuries, 
Industrial medicine, Pensions, Shock, 
and Wounds 

Inquests, see Legal medicine 

Insulin—in diabetes, hypoglycemia and 
(ML) 621, nervous manifestations and 
(Lawrence) 602; in G.P.I. (A) 612; 
in war neuroses (Sargant aud Craske) 
212, (McGregor and Sandison) (C) 293 ; 
see also Carbohydrate and Diabetes 

e teane C, sce Health ser vices, Middle-class, 
and— 


INSURANCE, NATIONAL HEALTH ‘(see also 
Drugs, Health services, and Panel 
Practice).—Dental benefit (LA) 430— 
Edinburgh Panel Committee, 357— 
Extended and increased benefits, legis- 
lation on (P) 84, 113, practitioner and 
(A)134, 347, 348, 357, (LA) 485, 686, (P) 
744, Nationai Health Association ‘and 
(Ly burn) (C) 470—Ophthaimic benefit, 
347—Statistics (P) 171 


Intelligence, see Psychology 

International Hospital ‘Association, 

Intestinc—damage of, from small wound 
(Ledingham) $11; defective absorption 
from, Aena y diseases and (Davidson) 
121. (LA) 131; sulphaguanidine and 
(Ardley) 627; "see also Cancer, Colon, 
and Gastro-intestinal 

Intracranial—com plications of ear disease, 
587; embolism, paradoxical (Porter) 
634, (Symonds) (C) 686 ; hemorrhage in 
newborn (Lapage) 160, ( eo (Mul- 
vany) (C) 5453 see also rain, Head 
injuries, Meningitis, Nervous system, 
and Thrombosis 

Intravenous, see Anesthesia, Fluid ther- 
apy, Transfusion, and Water. 

Invasion, see Casualties and Home Guard 

Inwald, P., state medical service (C) 53 . 
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IRELAND.—Age-limit for officers of local 
authorities, 227—Childbirth in Dublin, 
505—Hospital reports, 468, 505—Irish 
Medical Union, appointment, 60— 
Medical education, 772—Mediecal Re- 
search Council of Ireland, 90—Nutrition 
council, 576—Public health: age-limit 
for medical officers, 227 ; appointment, 
268; in Dublin, 468; report, 536— — 
Surplus of doctors, 772—Tuberculosis, 
468, 536, in Dublin children (A) 570 


Iron, see Anemia and Blood 

Tron "lune, see Respiration 

Irradiation, see Physical treatment and 

_ Radiotherapy 

Irving, J. T., calcium studies (C) 580 

Iaat Si Brown, S. C., and Thouless, R. 

, Cambridge Evacuation Survey (R) 

Isinglass as blood substitute (A) 135, 489 

POPPE Tareas see Transfusion 

Israëls, M. C. , hemoglobin metabolism, 
Ane ; red- ai de velopment and anwmia, 
20 

Italy—medical education in, 264 ; 
cine in, 120 


medi- 


N 


J 


Jackson, M. II., Volpar products (C) 813 

Jacoby, N. M., 'Preitter 8 bacillus me ningi- 
tis, 753 

Jamaica, sce Colonial and West Indices 

Jaundice—glandular fever and (Martin) 
480; infectious, measles seru. and, 
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325; severe, of newborn, splenectomy 
in (Hardwick and Lloyd) 339, (A) 344, 
(Henderson) (C) 411; see also Industrial 
medicine and Liver 

Jaws—war injuries of. memorandum on, 
200: see also Cancer of, Fractures of, 
and Teeth 

Jefferson, G., syringomyelia (C) 714 

Jennings, D., peptic ulcer (C) 23 

Jennings, G. H., abdominal aneurysm (C) 
24 

Jennings, M. A., penicillin, 177, (LA) 191, 
(A) 222, 345 , 

Jigger flea (Gordon) 47 

Johnstone, A. S., on-short œsophagus (A) 
18 . 

Joint Tuberculosis Council. 173, 745 

Joints—immobilisation and (LA) 641; 
see also Rheumatism and Wounds 

Jokl, B.. boxing (C) 438; on physical 
training and eflicieney (LA) 342 

Joll, C. A., corrosive stricture of stomach 
(C) 439; di-ioddtyrosine in toxic goitre 
(C) 116 

Jones, D. J., paratyphoid fever outbreak 
(C) 205 

Jones, H. B., sulphathiazole in gonorrhea, 


9 
Joslin, E. P., Diabetic Manual (R) 524 


JOURNALS (reviewed).—Bulletin of War 
Medicine (A) 344, (Wilcocks) (C) 383— 
sous of Polish Army Medical Corps, 


gis a G., Integration of Personality 

) 7 Ly, e 

Jupe, M. H., radiodermatitis (C) 143 

Jurasz, A. T., on Polish Faculty of Medi- 
cine, 624 . 

Juvenile delinquency, 176, (A) 288, (Bod- 
man and Dunsdon) 572, boys’ camp and 
(Hawkspur Experiment) (Wills) 474, 
(Franklin) (C) 582 


K 


Kafka, F., death of, 473 
Kark, R., response to vitamin K, 693 

Keay, J. W. (O) 174 , 

Keele, K. D., patent ductus arteriosus, 444 

Keeton, G. W., Case for an International 
University, 176 

Kelham, R. D. L., on artificial limbs, 463 

Kelly, A. B. (O) 28 

Kelvin, J., lupus erythematosus, 597 

Kennedy, A., adrenaline-ascorbate sus- 
pensions in asthma, 279 

Kennedy, J. A., sanatorium staff (C) 409 

Kennedy, W. P., sandfly fever (C) 173 

ae gones D. W., on food fortification, 
7 


Keogh, C., First-aid for Fighting Men (LA) |. 


313 

Kerr, J. (0) 472 

Keynes, G., Graves’s disease (C) 470 

Keys, T. E., and Willius, F. A., Cardiac 
Classics (R) 732 ‘ 

Kidney, see Nephritis, Renal, and Urinary 

King, E. S. J., Surgery of Heart (R) 564 

King, J. D., stomatitis (C) 293 

King Edward’s Hospital Fund, 34, 292, 
(A) 489, 780 

King George VI, and College of Surgeons 
(A) 803 appointments to, 148, 622 

Kirkpatrick, W. A., on certificates, 348 

mer Ít., Physical Therapy for Nurses 
(R) 282 

Kracke, R. R., and Parker, F. P., Textbook 
of Clinical Pathology (R) 190 

Krause, F. E. T., boxing (C) 381 


L 


Labour, sce Childbirth 

Lactation, sec Breast-feeding and Tetany 

Laing, J. H. W. (0) 57 

Laird, S. M., renal complications of 
sulphapyridine therapy, 272, S 646 

Lambert, DÐ. P., Medico-Legal Post- 
Mortem in India (R) 428 - 


LANCET.—Crosswords, 270, 300, 782, 816 


Lansdown, L. P., stomatitis, 214 

Lapage, C. P., cerebral hemorrhage in 
infant, 160, (A) 165 

Larynx, see Throat 

Lasnet, A. (0) 58 

Laurence, G., on foreign doctors, 349 
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Law, F., on carcinoma of conjunctival 


surface of Hd, 369 ; on retinal dystroph 
(A) 404 i 7 


Lawrence, A. S. C., Scientific Photographer 


(R) 74 


Law tonch; R. D., insulin hypoglycemia, 


Layton, F. G., death of, 46, (O) 88 
Layton, T. B., certificates for extra milk 


(C) 774; medicine and duty, 587 


LEADING ARTICLES 


Anemia: infantile, early tying of 
umbilical cord and, 56S; refractory, 
802; T.N.T. and, 605—Anwsthesia, 
Oxford vaporisers and, 75 

Biopsy, 400—Bipp, zipp and zisp, 429 

Cadmium poisoning, 703— Cancer : 
biopsy in, 400 ; new work on carcino- 


genesis, 221; of stomach, 285; 
ultraviolet light and, 193—Chest 
surgery, 131 — Childbirth: breech 


delivery, 162; leucocytosis and, 42; 
prenatal tests, 41; puerpefal infection 
from vulvar pads, 284 ; raspberry-leaf 
tea and, 41; when to tie cord, 568— 
Collected Papers of Wilfred Trotter, 
14—Colonial welfare, 399, 565, 702— 
Cooling centres, 431—Cretinism, diag- 
see hs of, 132—Curriculum, 253, 253, 

Deafness, traumatic, 607—Diphtheria 
immunisation, 161, 486—Doctor pati- 
ents, $01—Drinker respirator, 766— 
Droplet infections: sneezing and, 
372; wound infection and, 565— 
Drugs: cooling, 431; new, in proto- 
zoal infections, 702; Pharmacy and 
Medicines Bill. 75; research on, 371, 
Therapeutic Research Corporation 
and, 702; war-time use of, 13, 527 

Fallopian tubes, insufllation of, 527— 
lirst-aid for every soldier, 313— 
Flying : deafness and, 607 ; high, 803 

Gall-stones, wtiology of, 341—Gastritis, 
chronic, 285 


‘Hremagglutination problems, 485—Hay- 


box, 642—Head injuries, 801—Hep- 
arin and rival, 314—IIome Guard 
casualties, 191, 765—HUospitals : post- 
war policy, 455; sterilisation tech- 
nique, 284, 565; ward round, 
patients’ reactions to, 766; wound- 
infection, 565 i 

Industrial medicine : accidents in mincs, 
220, bead protection and, 801; 
cadmium poisoning, 703; deafness, 
noise and, 607; output, conditions, 
health, and, 220, 341, 529, 566, 671, 
certifying doctor and, 456, 566; 
quarantine, man-powcr and, 733; 
T.N.T.. 605 3; work in deep mines, 77 ; 
workmen’s compensation and, 701— 
Intluepza: immunisation, 157, 735; 
virus, identification of, 283—Insur- 
ance, National Health: dental bene- 
fit, 430; extension of, doctor and, 
485; National War Formulary, 13, 
527—Invasion casualties, 191, 765 

Leucocytosis, non-infective, 42—Limb, 
ischemic, cooling and, 
zyme, 455 


Malaria brought home, 567—Mental 


disorder: mental hospitals, war and, 


734—Lyso- | 


529; prefrontal leucotomy in, 13— 
Mental fitness of recruits, 103, 283 

Nursing: prevention of hospital infec- 
tion and, 565; reconsidered, 314— 
Nutrition: bread, war-time, 605; 
hay-box and, 642 ; middle-class dicts, 
war and, 371; of workers, 220, 566 ; 
physical training and, 342; school 
meals, 529; single avitaminoses from 
multiple deficiencics, 131; vitamin 
E, neuromuscular disorders and, 219 

Penicillin, 191—Peritoneoscope, 672— 
Pertussis prophylaxis, 486— Phage, 
607, 641—Pharmacology, future of, 
371, 702—Physical training and 
elliciency, 342—Premarital and pre- 
natal tests, 41—Protozoal infections, | 
399, new drugs in, 702—VPucrperal | 
tetanus and gas gangrene, 284 

Quarantine, man-power and, 733 

Respirator, Drinker, 766—Rest in in- 
flammation, G41 

Sandtly fever, 133—Selective testing for 
Services, 103, 283—Sneezing, 372— | 
Sterilisation: of cotton-wool, 284 ; 
wound-dressing technique and, 565— 
Sulphonamides: locally, 76, 429; 
nervous complications and, 162 

Teeth, care of, 430—Tecmperature : 
cooling drugs, 431; hot climates, 77 ; 
refrigeration of ischemic limb, 734— 
Tetanus: immunity to, 613; puer- 
peral, 2841—Transfusion : allergic 


` 
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donor, 163 ; dried plasma and serum, 
104; hemagglutination problems, 
t185—Tuberculosis, war and, 192— 
Typhus immunisation, 671 

Vitamin E, 219 

Water-supplies. London, 43—-Wounds : 
bipp, zipp, zisp. and, 429 ; first-aid 
fol soldiers. oko. Home Guard 
casualties, 191, 765; hospital infec- 
Hou oE: aba" immobilisation and, 


G41; invasion casualties, 191, 765; 
lavage of, 76; of chest, 131; of head, 
S01; of limbs, cooling and, 734 >; 
sulphonamides locally for, 76, 429 ; 
tetanus immunisation and, 643; 
transfusion and, 104, 163, 485 

Leak, W.N., four phases of birth (C) T72 

Lederman, M., glycerin-gelatin base, 329 3 

radium therapy in war-time, 461, 586 
Ledingham, L. A., intestinal damage 


from small wound, 311 
Lee, D. H. K., on reactions to hot climates 


(LA) 77 
Legal medicine—criminal statistics (A) 
165; deaths from war operations, -. 


Defence Regulations and (A) 165, 403 3 
infant’s death in hospital, nursing condi- 


tions- anil (Carling) AG) 748, S13 $5 
London inyuests in 1940 (A) 1653 
India 


Medico-Legal Post-Mortem in 

(Lambert) (R) 428; swab, derelict, 
responsibility for (Newland) (C) 618 3 
sce also Certificates, G.M.C., Juvenile 
delinquency, Medicine and the Law, 
and Prisons 

Leggate, A. T. (0) 89 

Leishmaniasis, sec Protozoal infections 

Lennox, W. G., Science and Seizures (R) 
190 

Leprosy—in West Indies (P) 778; Who 
Walk Alone (Burgess) 414 

Leucocytes — non-infective leucocytosis 
(LA) 423 penicillin and, 182, (LA) 191 ; 
see also Blood, Bone-marrow, and 
Trichiniasis 

Leucotomy, sec Mental disorder 

Levi, D., hospital design (C) 813 

Levy, H., and Wilson, Sir A., Workmen’s 
Compensation (LA) 701 

Lewin, P., Orthopedic Surgery for Nurses, 
60 

Lewis, J. T., Principles aud Practice of 
Diphtheria Immunisation (R) 12; 
standardisation of diphtheria prophyl- 
actices (C) 230 


Libel, see Medicine and the Law 

Libravics—hospital (A) 570; medical, in 
war-time and after (A) 135 

Lice head (A) 195, in children, 27, 170, 
(A) 195, 384, 504; pubic, patients’ level 
of intelligence and (Hodgson) 791; see 
also Rickettsial and Typhus 

Lidwell, O. M., perfumed hypochlorite - 
solutions for spraying (C) 746 5 sneezing, 
2605 APS E Was are 

Limb, refrigeration of, see Temperature 

Limb splints, see Splinting 

Linggood, F. V., alum-precipitated toxoid, - 
SOl 

Linklater, G. J. I., on education of 
cripples, 678 

Lipidoses, see Lipoidoses 

Lipmann-inessel. A. Wes. OD Russian 
health organisation, 677 

Lipoidoses—(A) 704 ; Lipidoses : Diseases 
of Cellular Lipid Metabolism (Thann- 
hauser) (R) 700. (A) 704 

Liguid complement serum, preservation of 
(Richardson) 696 

Liste Instituti annual report, 326; 
appointment, 46 

Lister medal, 473 

Liver—cirrhosis of, vinegar and, 474; 
phenothiazine and (Hubble) 600 ; pos- 
ture and. during sleep (Schütz) (C) T74; 
protein depletion and (A) 1945 response 
to vitamin K and (Kark and Souter) 
693: traumatici necrosis of, renal 
damag and. (A) 34, 7294 see also 
Carbohydrate, Gall-stones, Hamateme- 
sis, Jaundice, and Shock 

Liver extracts, see Anemia 

Lloyd, 0., icterus gravis neonatorum, 
RAAT B44 

Lloyd, Sir O. (O) 89 

Loaf, see Nutrition 

mammary cyrcinoma, 698 

! 


IOCSCUT, s Ass 

ondor inquests in 1940 (A) 1655; re: 
building of (A) 17: water-supplies (LA) 
13, 300 ; see also Trichiniasis and— 

London County Council—farmland, report 
on, 656; see also London and School- 
children 

London School of HUygiene and Tropical 
Medicine, 357, (A) 569 

Longland, C. J., crush syndrome, 158 

Louse, see Lice 
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Lovelock, J. E., perfumed_ by pochlorite | Magill, I. W., anesthetic fowineters (C) 


solutions for spray ing (C1) 746 

Luck, J. M., and Hall, V: E., Annual 
eee or P hyems (R) 218 1) 224 

Ludjam, G. B., tick-borne typhus, 275, (A) 
289 

Lumbar-puncture tec nnoique, see Cerebro 
spinal fluid 

Lung—cance! of, 556; endometriosis ol 
(A) 374: staphylococcal infection of (A) 
490: (Melton) 522. monilia infect LT 
(McCollum) 306. (Maekeith) (í | 
syphilis of AE t20) \ bo | 
injuries of (L Us (AY ALSeb Ta \ 
224, (O'Reilly | a G1 ne) LA E A a 
(Osborn) (C) ae ° a alse \st hn 
Bronchial, Ches „P pneumoconiosis, Pnet 
monia, Respir ti nd Di los 

Lupus, see Skin 

Lush, D., influenza. 357 

Lyburn, EK. E: St. Jar boxing 1 
National Health Association (i 170) 

Lyle, K., on diplopia and hea: liury, $60 

Lym phaties—immobilisation and. in 
sation of infection IA) O41 | 
atics, Lymph kal pl 

i (Drinker and Yot 12) GAs ce 

Lymphedema, chronic Kondoi n opera- 
tion for (Telford and Simnu GOT 

Lymphogranulomatosis, benign. 268 

Lynch, G. R., zine chlorid lighting 
(C) 296 

Lyon, D. M., on systolic murmurs, 137 

Ly SOZymMme ( LA) 455 


M 


M. & B. 693, see Sulphapyridine 
McArthur hernioplasty (McLaughlin) 11, 
(Martinez) (C) 87.‘ 


MeCall, A. J., cortical necrosis of kidneys, 
912 
McCartney, J. E., on pathological services, 


763 
Met ‘ollum, 


J. K., pulmonary moniliasis, 
306 : 


McCrea, H. M. (O) 651 
McCurrich, H. J., on ophthalmic benefit, 
34T í 


Macdonald, W. G., Home Guard casualties 
(C) 295 

McDougall, J. B., Tomography (R) 281; 
village settlernents (C) 86 

Macfarlane, R. G., autohemagglutination, 


477, (LA) 485 
MeGibbon, J. E. G., bronchoscope (NI) 
101; X rays and eustachian tube, 660 


McGillivray, N. B., meningococcal infec- 
tion, 631 

Macgregor, 
(A) 705 

MacGregor, A. B., fractures of mandible, 
391, (A) 404 

Me Gregor, J. S., insulin in war neuroses 
(C) 293; Secs treatment of mental 
disences, 7, (LA) 13 

MecHose, E., and Turner, C. E., Effective 
Living (R) 398 

\MieIndoe, A. H., burns, 377 

Macintosh, R. R., continuous intravenous 
aneesthesia, 10; quantitative admini- 
stration of ether vapour, 61, 62,(LA) 75 

Mackay, G. S., and Wilson, Sir A., Old-age 
Pensions (R) 218 

Mackay, H., on infant feeding (A) 737 

Mackeith, R., studént and screen (C) 
653; sulphathiazole in staphylococcal 
pneumonia (C) 354 

McKinnon, N. E., meningococcal infection, 


631 
Mackwood, J. C., martial misfits (C) 294 
McLachlan, A. E. W., treatment of soldiers 
at civilian V.D. clinics (C) 293 
McLaughlin, C. R., McArthur hernioplasty, 


11 
McLean, R. C., and Cook, W. R. I., Plant 
Science Formulæ (R) 428 
(C) 545; 


Macleod, D., enuresis 
trigonal muscle (A) 675 

Macleod’s Physiology in Modern Medicine 

(Bard) (R) 312 


sapere W. H., group O donor card 

(C) 352 

‘Macpherson, I., aneurysm of tibial 
artery, 476; V3 oo glycosuria, 338 

McWhirter, J. R. (0) 504 

MacWilliam, H. H., future of general 
practice (C) 86 l ý 

Magic—History of Magic and Experi- 
mental Science (Thorndike) (R) 370 


Sir A., on rickets in Glasgow 


on 


í 776 

Magner, D.. meningococcal infection, 631 

\iagnuson, P. B., on osteo-arthritis (A) 402 

Wahon, D. W. (0) 58 

Mahood, A. E., sciatica (C) 115 

Main, F., on school quarantine, 408 

Maingot, R., Abdominal Operations (R) 40; 
resection of pancreas and duodenum for 
carcinoma, 79S 

Maitland, A. I. L., crush injury. 446 

Maizeis, M., clotting and filtration of 
citrated plasma, 722 

Malaria—brought home (LA) 567; 
genital (A) 223; in Palestine, 809; 
quinine derivative in (A) 319; sound 
film on (A) 569, 6533 see also Black- 
water fever and Colonial - 

Mallinson, G. A., re-draft of drug bill (C) 26 

Mammary, see Breast 

Manclark, R. A., age and job of medical 
council members (C) 354 

Mandible, see Cancer of and Fractures of 

Man-power and woman-power—(P) 466, 
743, 776, 777, S11; see also Tudustrial 
medicine, Medical and 
Rehabilitation 

Manson-Bahr, D. H. (0O) 298 

Martin, L., glandular fever with jaundice, 
450 

Martinez, J. A., 
(C) 87 

Martley, F. C. (O) 621 

Marx liouse, symposium at, 140 

Masks, see Cross-infection, Poison gas, 
and Respiratory infections 

Masseur’'s negligence (ML) 321 

Massingham, H. J., England and the 
Farmer, 816 

Maternal mortality, see Puerperal infection 
and Vital statisties 


con- 


man-powcrT, 


McArthur hernioplast y 


Maternity and child welfare—maternity 
leave in civil service, 385; meeting, 

-717; mothercraft, teaching of (P) 140, 
385; see also Breast-feeding, Health 
services, Infants, Midwifery, Nutrition, 
and Vital statistics 

Moaxillo-facial wounds—200; see also 


Fractures of 

Mayneord, W. V., radium therapy in war- 
time, 461, 586 

Mazzei, E., om cancer of lung, 586 

Measles—serum, jaundice and, 325; see 
also Encephalitis and Infectious diseases 

Medical Defence Union, 448 

Medical Directory (C) 54, 196, 816 

Medical man-power—30, 147, (A) 164, (P) 
356, (Kennedy) (C) 409, (P) 437; inva- 
sion and (LA) 765; Shakespeare 
Committee appointment, 404; see also 
Foreign practitioners 

Medical officers of health. see Public health 

Medical planning, see Education, medical, 
Health services. and Hospitals 

Medical Register—239; extension of 
temporary register, 452, 677; Dames 
restored to, 708; see also Foreign 
practitioners and General Medical Coun- 


ci se 

Medical Research Council—appointments, 
224, 676; see also Drugs, Nutrition, 
and Official Memoranda 

Medical Research Council of Ireland, 90 

Medical service, see Health services 

Medical War Relief Fund, 647. 676 

Medicine—Anglo-Soviet Medical Com- 
mittee (C) 352, (A) 344, 383, 460, 655, 
687; Bacillary aud Rickettsial Infec- 
tions (Holmes) (R) 130; British Encyclo- 
pedia of Medical Practice (Rolleston) 
(R) 282; British, humanity’s debt to, 
497 ; Bulletin of War Medicine (A) 344, 
(Wilcocks) (C) 383; Collected Papers 
of Wilfred Trotter (LA) 14; course in 
war medicine, 474; duty and (Layton) 


587 ; Essentials for Final Examinations 
in Medicine (de Swiet) (R) 604; in 


Italy, 120; Medical Diseases of War 
(Hurst) (R) 428 ; medicai history of the 
war, preparation of, 807 ; Textbook of 
Practice of Medicine (Price) (R) 640; 
see also Diagnosis, Health services, 
History, medical, Legal medicine, Path- 
ology, Physiology, and Research 


MEDICINE AND THE LAW.—Amputation, 
refusing consent to, 493—Aniesthetic, 
iocal, overdose of, 111—Bogus F.R.C.S., 
406—-Chiro podist, damages against, 535 
—Counterclaims for professional neglig- 
ence, 406—Diabetic motorist, 621— 
E.M.S. surgeon’s libel action, 535— 
Ifospital treatment, alleged delay in, 
$21, 406—Hotel lunch, illness after, 463 
—Income-tax, subscriptions and, 138— 
Legal professional monopoly, 535— 
Masscur’s negligence, 321—Matrimonial 
desertion, volition in, 321—Mental 
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defective’s claim for’ illegal detention, 


11i1i—Pharmacist’s error of judgment, 
290, (A) 286—Soldier’s death, non- 
culpable negligence and, 814 

Medicines, see Drugs 

Medico-legal. see Legal medicine 

Meiklejohn, G. T., on determination of 
Vitamin C (A) 571 

Mellanby, K., on increase of scabies (A) 
770; on rates of lousiness (A) 195 

Melton, G., sulphathiazole in staphylo- 
coceal lung infections, 522 

Mendelssohn, K.. administration of ether 
vapour, 6l, 62. (LA) 75 

Meningitis—Pieilfer bacillus (Mutch) 751, 
che mothcı ap) of (Harold) 308., 751, 
Jacoby) 1753: pui umococeal, chemo- 
thor LPN OÍ (A) es i (Cooke) O10, 
(Howard) 512, (A) 470, 571, (Anderson) 
(C) 652: see also Cerebrospinal, Drug- 
resistance, and 

Mening ococecal infections (Dickson, Me- 
Kinnon, Magner, and McGillivray) 631, 
(Grimson) (C) 746: chemotherapy of, 
168, (A) 4589, 490 Sharkey) 560, 625, 
(Dickson, Meltinnon. Magner, and 
MeGillivra. ) Aa ae ((arimson) (C) 746 ; 
see also Ce rebrospinal fevel 

Menopaussi , see Sex hormones and 

Menstruation—placental blood for amenor- 
rhea (Halbrecht) 630; stilbcestrol fo! 
menopausal symptoms (A) 705, (Bishop) 
(C) 7473 suspension stability of red 


cells and (Greene) 556; see also Sex 


hormones and Uterus 


Mental deficicncy—defectives leaving 
school, àftercare and (A) 288; illegal 
detention, claim for (ML) 111 ; inspec- 
tion and (P) 778; Lawrence-Moon- 
Bied] syndrome (A) 404; see also 
Juvenile delinquency and Psychiatry 

Mental disorder—electrical convulsion 
therapy in (Wyllie) 71 - menopausal, 
stilbae ae in (A) 705, (Bishop) (C) 747 ; 
pellag and (A) 458; prefrontal 
siata iE in (Hutton, Fleming, and 
Fox) 3, 90, (McGregor and Crumbie) 7, 
(LA) 13, 740, dangers of (Birnie) (C) 85 ; 
volition, matrimonial desertion, and 
(ML) 321; see also Brain, Mental 
hospitals, Nervous disorder, Nervous 
system, and Psychiatry 

Mental health, see Evacuation and 


Psychiatry 


Mental hospitals—-L.C.C., farma attached 


to, 656; war and (EA 529, stating 
problem and (P) 356, (LA) 529; see also 
Psychiatry . 


Merchant Navy, see Services 

Methemalbumin (A) 79, 530 

Micks, R. H., on water deficiency, 563 

Microscopes wanted, 442 

Middle-class—providence (A) 489, 624; 
see also Nutrition 

Middlemore, ae P., Nursing Couple, 782. 

Middleton, D. S., spray ing droplct-borne 
infections, 598 

Midwifery—emergency service of, 148; 
practising midwives, numbers of (A) 
167 ; unqualified midwives (Brown) 548 ; 
see also Childbirth, Nurses, and Ob- 
stetrics 

Migraine—cyes and, 369; 
Seizures (Lennox) (R) 190 

Miles, A. A., wound infection, 507, (LA) 
565, 602 

Milk—condensation and drying, effect of 
(A) 738; dysentery outbreak and, 385 ; 
for invalids, certiticates and (A) 137; 
289, 473, (P) 466, 505, (Layton) (C) 774, 
809; for warehouse cats, 750; from 
bombed herds, 329; in Ireland, 536 ; 
price and delivery of (P) 84; sophistica- 
tion of, 355, 713, 760 ; see ‘also Breast- 
feeding, Enteric fever, Nutrition, and 
Tuberculosis 

Miller, S., poliomyelitis, 268, (C) 269 

Miners—accidents aniong (LA) 220, head 
protection and (LA) 801; in hot mines, 


Science and 


acclimatisation of (TA) 773; nutrition 
and welfare of (P) 172 203. (LA) 220, 
(P) 436, 542, 687, (A) 7673 see also 


Pneumoconiosis and Silicosis 

Minett, F. C., on regurgitation of tubercle 
bacilli (A) 166 

Ministry of Health—appointments, 100, 
442; see also Otlicial Memoranda 

Minski, L., exclusion of neurotics from 
Forces (C) 382 

Misfits, see Psychiatry 

Mitchiner, P. H., and Romanis, W. H. C., 
Science and Practice of Surgery (R) 12 

Mitral stenosis, see Heart disease 

Moffett, A. J., laryngitis and recurrens 
paralysis, 523 = 

Mollison, P. L., isoagglutinin changes after 
transfusion, 635 
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Moloney, M. F., on medical planning, 322 

Moniliasis, see Lung 

Monopoly, Protes ioh M 535 

Montagnon, T., death of, 

Maa W., Doctor and Dificult Child (R) 

, 5 
Moon, A. J. (0) 298 

noo D. F., malnutrition in Colonies (C) 

Morgan, O. G., on nystagmus, 369 

Morgan, W. P. (O) 57 

Mori ua; A., medical aid for Ethiopia (C) 

re) ead I., students advise Prime Minister 

Morris, Ww. E., and Dickinson, R. L., 

Tecbniques of Contraception Control, 


474 
Mortality, see Vital statistics 
Mosse, F. H. (O) 779 
Mothers, see Childbirth, Industrial medi- 
cine, and Maternity and child welfare 
Motor neurone, see Nervous system i 
Motorists—diabetic, 602, (ML) 621; see 
also Road traffic 
Mould, G. E., boxing (C) 545 - 
Mouth—inegress of poliomyelitis virus by, 
614; see also Stomatitis, Teeth, and 
Vitamin B 
Mowlem, R., fractures of mandible, 391, 
` (A) 404 
Moynihan, J; H., when to tie-cord (C) 685 
Mulvany, J. H., cerebral hemorrhage in 
infant (C) 545 ; patent ductus arteriosus 
(C) 580; polyradiculoneuritis (C) 619 
Munio, Sir D., It Passed Too Quickly (R) 


- Murray, J., crush syndrome, 158 

Muscle—atrophy (A) 53L; see also 
Myasthenia gravis, Nervous system, and 

- Sciatica 

Mushin, o W., anesthetist and surgeon 


(C) 5 
Mute a; 09 Pfeiffer’s bacillus meningitis, 
51 


Myasthenia gravis—treatment of (PP) 
412; see also Nervous system 
Myxcedema, see Thyroid gland 


N 
J 
Nash, E. H. T. (O) 779 
National Council for Maternity and Child 
Welfare, 717 
National Council for Mental Hygiene, 119 
National Health Insurance, see Insurance, 
National Health 
National Service Bill (P) 743, 776, 177 
Navy, see Services 
Nee, H., on dendritic ulcer of cornea, 
Negligence, see Legal medicine and 
Medicine and the Law 
Neligan, A. R., sandfly fever (C) 268 
Nelson, J. H., on bacteria in distihed 
water (A) 673, 805 
Nelson, M. G., on coronary occlusion (A) 


3 

Koia see Childbirth, Infants, Respira- 
tion, and Vital statistics 

Nephrectomy, see Blood-pressure 

Nephritis—im petiro contagiosa and 
coun) 275, (C) 410, (Simpson) 
(C) 328; see also Renal, Toxemia, 
Urinary, ‘and— 

Nephrosis cases, extra meat for, 175 

Nervous disorder—thyrotoxicosis and, 
149; see also Alcohol and Psychiatry 

Nervous system—autonomic, 218, (A) 
224; brachial neuritis, epidemic (Wy- 
burn-Mason) 662 ; cauda equina; suture 
of (Rogers) (C) 173; colon, nervous 
control of (A) 15; Diseases of Nervous 
System (Walshe) (R) 484; foot-drop, 
traumatic aneurysm and (Macpherson 
and Shucksmith) 476; neuromuscular 
disorders, vitamin É in (Worster- 
Drought and Shafar) 209, 300, (PP) 412, 
vitamin B and (LA) 219, (Bicknell) (C) 
619; plantar respouse in infants (A) 
434; polyradiculoneuritis (Brigden) 454, 
(Mulvany) (C) 619; sulphonamides and 

LA) 162, 562; trichiniasixs and, 67, 

(esa ‘and Ross) 397 ; ulnar nerve, 
fluorine and, 23 ; see also Brain, Insulin, 
Muscle, Neuralgia, Paralysis, Psychiatry, 
Sciatica, and Spinal cord 

Nesbitt, R. W. (O) 584 

Neuralgia, trigeminal, vasodilator drugs 
in (Adams and Robinson) 555 
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Neuritis, see Nervous system and Sciatica 

Neurosis, see Nervous disorder and 
Psychiatry e 

Neurosis, war, see Psychiatry 

Neurosyphilis, insulin in (A) 612 


NEW INVENTIONS.—Bronchoscope, emerg- 
ency (McGibbon).101 


NEW - PREPARATIONS. — Berin (Glaxo 
Laboratories) 90—Euvalerol D (Allen 
and Hanburys) 176—Kramsol (Boots) 
176—Liquemin Heparin (Roche Pro- 
ducts) 688—Mollifex (British Drug 
Houses) 266—Nicorbin' (Glaxo Labora- 
tories) 502—Orgakinine (Organon Lab- 
oratories) 56—Ostelin (Glaxo Labora- 
tories) 502—Phenytoin Sodium (B.D.H.) 
(British Drug Houses) 176, 305— 
Rotenone Lotion (B.D.H.) (British Drug 
Houses) 155—Scobenzol (Boots) 635— 
Siccolam (British Drug Houses) 635— 
Triofax Triple Dye Jelly (Burroughs 
Wellcome and Co.) 816 


NEW ZEALAND.—Health ee Social 
Security Scheme and, 51, (C) 142, 
(Medicine and Health in New Zealand) 
(Robb) 320.. 615, 621, 745, patio as 
and, 506—Medical education, 261, (LA) 
253—Dublic health report, 621 


Newland, Sir H., derelict swab (C) 618 

One II. P., on rates of lousiness 
(A) 1 

NINAN: C., lighting of wards (C) 471 

Nicotinic acid, sce Neuralgia and Vitamin 


Night-blindness, see Vitamin A 

Nightingale. H. J., bipp (C) 469 

Nisbet, N. W., on slipped upper femoral 
epiphysis, 282 

Niven, J. S. F., renal lesions in crush 
syndrome, 549 

Nixon, J. A., salt-water surgeons (C) 774, 
(A) 769 

Nixon, W. C. W., food advice for out- 
patients (C) 545; on nutrition in 
pregnancy, 526 

Norman, G., Yon maternity in war-time, 
148 ; sick-bays for child evacuees, 357 

Norway—ambulance unit if, 29 ; medical 
education in, 264, (LA) 253; Norw egian 
seamen in Britain, 60 

Nose—adenoid syndrome and, 504 ; ; entry 
of poliomyelitis virus by, 614 ; intra- 
nasal application of sulphonamide 
(Cawston) (C) 716; Royal College of 
Surgeons rhinology specimens; 330 ; see 
also Respiratory and Staphylococcal 

Nuffield Provincial Hospitals Trust, 20, 
(Buzzard) (C) 25, (MacWilliam) (C) 86, 
‘109, 270, 292, 413, (P) 466, (LA) 455, 
(A) 489, 491, 536, 540 

Nurseries, see Children 

Nurses—African, education of, 574, (LA) 
565 ; American public health (A) 18; 
bacteriology for, prevention of hospital 
infection, and, 574, (LA) 565, 603; 
condition of nursing service, reorganisa- 
tion schemes and (Carling) (C) 53, 748, 
813, 119, 292, (LA) 314, (A) 378, 385 
385, (Pearce and Garter) (C) 409, 475, 
(P) 499, 540, 574, (LA) 565, 687, (P) 
7783 industrial (Handbook for Indus- 
trial Nurses) (West) 299, 497; micro- 
scopes for sister-tutor course, 442 ; 
Ophthalmic Nursing (Whiting) (R) 800 ; 
Orthopedic Surgery for Name (Lewin) 
60; Physical Therapy for Nurses 
(Kovacs) (R) 282; Queen’s, 4143; see 
also Wospitals, Legal medicine, and 
Midwifery 

Nutrition—advice on, for outpatients 
(Nixon) (C) 5453 assessment of, 384, 
577, symposium on (A) 432, 525, 
(Pemberton) (C) 544; bread, war-time, 
protein, minerals, and vitamins in (P) 
27, (A) 43, 326, (A) 373, 
(Swindells) (C) 653, (Py G81, 712, 
(Graham-Little) (C) 714, 773, (P) 778, 
804, calcium needs and (Harris) (C) 25 
(A) 43, 97; broad beans, favism and 
(A) 164, 1703; communal meals in 
Stirlingshire, 687 ; constipation and, in 
war-time (A) 222; fluorosis and (A) 610 ; 
food price control, onion and, 299; 
Food: The Deciding Factor (Wokes) 
(R) 74; frostbite, allied conditions, 
and, 689; Good Ifealth on War-time 
Food (Callow) 236; hay-box cookery 
and (LA) 6423 in Colonies (LA) 399, 
(Moore) (C) 543, (P) 681, 809; in Ger- 
many, 236, 613; in Ireland, 576; milk 
and meals for mothers and children (P) 
55, (A) 137, (P) 140, 208, 296, (P) 437, 
473, (P) 466, 525, 537, (P) 541, (LA) 529, 
(A) 533, (P) 542, 681, 687, (P) 712, CA) 
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804; multiple deficiencies of, single 
deficiency diseases from (Dav idson) 121, 
(LA) 131; of American soldier, candy 
ration and, 624; of livestock, 526, food 
and milk supplies and (P) 54, 113, (A) 
373, (P) 436, (A) 487, (Halnan) (C) 581 : 


of middle class, war ‘and (\Widdowson . 


and Alington) 361, (LA) 371, 
of Newcastle children, survey 
of workers (A) 108, (P) 172, “205. (LAS 
220, (Canteen Catering) 236, P). 436, 
496, 537, (P) 542, (LA) 566, 648, 687, 
(A) 767; physical training and (LA) 
342 ; pregnancy and, 526; research on, 
326, 327 ;- world food policy, need for, 
412; see also Agriculture, Anemia, 
Calcium, Diet, Food, Infants, Milk, 
School- -children, Social conditions, and 
Vitamins 

Nuttall, H. C. W., ingrowing toenail, 100 

Nystagmus, see Eyes 


relies 


x 
‘ 


O M 
Obermayer, M. E., and Becker, S. W., 
; noder Dermatology ‘and Syphilology 
children, 117; 


Obesity—in 
Thyrotoxicosis 

Obstetrics—Williams’s Obstetrics (Stand- 
er) (R) 312; see also Childbirth and 


sec also 


Midwifery Se 
Se aaah J. E. A., head injuries, 179, 
(LA) 8 


(Edema, of nish see Injuries 

CEsophagus, short, amsophageal ulcer and 
(A) 18, (Hurst) (C) 85 

CEstrin— cancer and (LA) 221, (A) 705, 
(Bishop) (C) 747; see also Hormones, 
Menstruation, and Sex hormones 


OFFICIAL MEMORANDA.—Burns (A) 80— 
Drug economy (A) 489, (LA) 527, 614— 
Injury allowance certificates (A) 106—. 
Malaria (LA) 567—Maxillo - facial 
wounds, 200—Rehabilitation,. 234, (A) 
641—Typhus, 688, (LA) 671-——Wound- 
infection (LA) 565 


Oils, dust-laying, sec Dust-borne 

Old age—calcium and phosphorus studies 
in (Robertson) 97, (C) 294, (Harris) (C) 
231, 353 ; see also ’Pensi ons 

Olecranon, fracture of, 282 

wee F., on intrasternal transfusion 

9 

Onion, price control and, 299 

Operations—Abdominal Operations (Main- 
got) (R) 40; see also Dehydration, 
Heparin, and Surgery 

Ophthalmology, see Eyes 

Order of St. Jobn of Jerusalem—promo- 


tions and appointments, 30; see also 
ops 
O’ ita . N., blast injury of lungs, 423, — 
Orme, W. B., enterobius and excreta (C) 87 
Or miston, G., epidemic neonatal diarrhoea, 


Orr, D. (O) 546 

Orr, Sir J., on world food policy, 412 

Ort hopmdic—conference, 463; Orthopedic 
Surgery for Nurses (Lewin) 60; service 
. (P) 202, in Scotland (P) 84, 202, 356 ; 
sce also Crippled and Injuries 

Orthoptists, register of, 148 

Hon o R., blast injury of lungs, 198, 
( 
Osborn, S. B., radio-frequency probe, 517 
Osler, Sir W. — Life of Sir Wiliam Osler 
(Cushing) (R) 340 ; memorial to, 792 
Osmond, E., soldiers at civilian V.D. 
clinics (©) 293, 409 

Osteo-arthritis, see Rheumatism 

Osteomyelitis—of spine (A) 433 ; penicillin 
in, 187; phago in (LA) 607 - 

Otitis, sce Ear 

Out of the Test Tube (Holmes) (R) 700 

Outpatients, sce Hospitals 

Ovarian—follicle, growth of (A) 4345 see 
also Géstrin and Pregnancy 

mae J. S., death of (A) 738; honour, 

S0 

Oxygen, see Blood, Respiration, and— 

Oxygen therapy—in ammonia-gas poison- 
ing, 95; in blast injury of-lung, 198, 
4233 inshock (A) 134, 786 ; intravenous 
(A) 134; see also Bronchoscope and 
Poison gas 
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Packard, E. N., Haves, J. N., and 
Blanchet, S. F, Artificial Pneumotborax 
70 


A. P. M., 
disease (C) 383 l 
Palacio, J., on cancer of lung, 586 


plump type of Graves`s 


PALESTINE (sce also Colonial).——Air-raids, 
170—Allergie diseases, 170—Colds, sus- 
ceptibility to, 170—Infant mortality 
and sickness, 809—Malaria control, 809 
—Medical congress. 170— Poisonous 
bites and = stings, 809—Public health 
report, 120—Trachoimi, sulphanilamide 
in, 170 


Palmer, H. A.. encephalitis, 562, 656 
Pancreas—fatal acute pancreatitis, 
sce also Cancer and Insulin 


267 5 


PANEL PRACTICE (see also I[ealth services 
and Insuranee, National Health).— 
Costly or experimental treatment, 412 


era oneee publishing and (P) 542 

( 

Papiledeni, see Eves 

eit ore M. H., saving on drugs (C) 22 
(LA) 

Parachute-jumping (A) 738 

Paraftin, liquid, economy in, 328, (A) 704 

Paralysis—recur rens, laryngitis and (Mof- 
fett) 523; see also Nervous system, 
Poliomyelitis, and Rehabilitation 

Paramore, R. oa . compressed limb : 
failure (C) 6 

Parathyroid bora: postoperative, calcium 
and phosphorus studies in (Robertson) 
156, 795 

Paraty phoid fever,.see Enteric fever . 

Parish, i J., autohemagglutination, 477, 

, (LA) 48 

Parker, Fo P., and Kracke, R. R.. Text- 
book of Clinical Pathology (R) 190 


> 


renal 


PARLIAMENT 


Air-raids: bombed out, 202, 499 ; civil 
defence progress, 499, 4995; injured, 
disablement pensions and, 356; in- 
jured, orthopedic service and, 84, 202, 
356; mental health work and, 27; 
shelters, improvement of, 499, 499; 
transfusion supplies and, 356—Amend- 
ment of notifications, 28—American 
doctors for Britain, 172, 682— 
eAnalgesia in childbirth, 140—Annual 
reports, 4 

Blind, pensions for, 467—British Social 
Hygiene Council, 356 

Central Medical War Committee, 356, 
437, 682, 713, 811—Certificates, 
medical: alleged incorrect, 744; 
number of, in war-time, 778—China, 
medical aid for, 438—Clothing cou- 

' pons, 27, 172, 356—Colonial welfare, 
84, 114, 543, 680, 681, 778—Coroners 
in "England and Wales, 466 

Diphtheria immunisation, 172, 202, 778 
—Dudley M. O. H., suspension of, 778 

Evacuation: 54, 202; exemption from 
billeting, 467; mental health work 
and, 27 

Foreign doctors, 84, 172, 437, 499, 682, 
Post-war rcinstatement of British 
doctors and, 744—Fracture service, 
84, 202, 356—-From the Tress Gallery, 
681, 712, 744, 777 

General Medical Council: alleged in- 
ee certificates and, 744; appeals, 


Hospitals: Army road casualties and, 
172; Colony Hospital, Antigua, 543 ; 
London E.H.S. sectors. 27; ortho- 
peedic treatment and, 84, 202, 356 3 
post-war policy, 4665 Scottish, 84, 
202, 356; seamen’s diet in, 84; 
Slough, accommodation in, 682; 
eye diflicultics, 356, 466, 744, 777, 


‘ Industrial medicine : ex-miners, physical 
standard for, 745; Industrial Health 
Research Board, 811; labour cainps, 
infection in, 681, 745; medical 
referea for Notts, 682; nutrition of 
workers, 172, 203, 436, 542; ortho- 
predic treatment and rehabilitation, 
84, 202, 356, 745; road traftic and 
worker, 355; silicosis research, 140 ; 


ld 
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women workers, 712, 743, 744, 777» 
children of, care of, 499, 542, 712, 744, 
777;  workmen’s compensation, 84, 
£13—Insurance, National Health: 
cost of, 203; detained persons and, 
812; legislation, 55, S4, 84, 113, 
capitation fee and, 114, 356, 744: 
statistics, 171 ; valuation of approved 
societies, 683; war bonus for practi- 
tioners, 713 ; 

Juvenile delinquency, 778 

King’s speeches, 650 

Leprosy in West Indies. 778 

Man-power and woman-power, 466, 711, 
743, 7445,776,777, 811, medical, 356, 437, 
543, 682, 811, &12, foreign doctors 
and, St, 172, 437, 499, 682, 744— 
Medical advisory cominittees, 4£37— 
Medical research grants, 172—Mental 
defectives, inspection of, 778—Mental 
health among children, 27—Mental 
hospitals: occupational therapy in, 
853 stall of, stav-put order for, 356— 
Milk : baby foods as substitute for, 
712; dairy cattle, disease in, 436, 681, 
7123 for ‘elderly, 682; for invalids, 
113, 466; for mothers, young chil- 
dren, and school-children, 27. 55, 113, 
140, 203, 437, 466, 500, 5412; for 
Services, 438, 499 ; price and delivery 
of, 843; production and supplies of, 
54, 113, 203, 436, 6S1; stale, pas- 
teurisation of, 172—Mothercraft, 
teaching of, 140 

National Service Lill, 743, 744, 776, 777 
—Nurscries, war-time, 499, 542, 712, 
744. 777—Nurses’ salaries, 499, 178— 
Nutrition :° agriculture and, 54, 113, 
436, 681; baby foods, adult con- 
sumption of, 712; bread, war-time, 
27, 114, 140, 203, 356, 681, 712, 778 ; 
colonial, 681 ; horseflesh as food, 682 ; 
milk and meals for mothers, young 
children and school-children, 27, 55, 
113, 140, 203, 437, 466, 500, 541, 542, 
681, 712, 745; of livestock, food and 
milk supplies and, 54, 113, 436; of 
prisonersg54 ; of scamen, in hospital, 
843; of workers, 172, 203, 436, 542 5 

ration books, 

birth registration and, 745; shelter 

T 499; vitamins, synthetic, 


On the floor of the House, 541, 650, 680, 
711, 743, 776—Orthopedic service, 
84, 202, 356 

Paper restriction, 542— Pensions : 
peal tribunals, doctors for, 543; 
claimants’? medical history, 713; 
contributory, 84, 113 ; for blind, 467 ; 
rates of, for war disablement, 356— 
Pharmacy and Medicines Bill, 27, 83, 
114, 139, 171, 202, 203—Post-war 
world health, 437—Prisoners of war, 
medical, 438—Prisons, diet in, 54— 
Progress of war, 541, 650, 680, 711, 
743, 776—Public health: 541, 681; 
annual reports, 438 ; in Scotland, 202; 
M.O.H. suspended, 778; Registrar- 
General’s Reports, 543, amendment of 
notifications and, 28 

Registrar-General’s Reports, 28, 543— 
Road traffic, 172, 355 

Scotland : canteens in mines, 172, 203 ; 
health of, 202 ; infant mortality, 542, 
745; maternal mortality, 745; milk 
scheme, 500; orthopmdic Hnn 
84, 202, 356; school meals, 542, 
tubercwlosis, "202, 437, 542; war- Aime 
nurseries, 542—Seaman’s dict, 84— 

‘Services: Army school of hygiene, 
713; bread for, 140; certificates of 
unfitness, alleged incorrect, 744 ; 
dependants’ allowances, 437, 499, 541, 
650 ; dependants’ medical treatment, 
499: disabled ex-service men, 356, 
special clothing for, 172; discharge 
from, medical board delays aud, 682 ; 
examination of recruits, 28, 140, 203, 
543, 778; Home Guard, C.M.W.C. 
and, 437; Home Guard medical 
officers, 172, 682; man-power and, 
466, 743, 744, 776, 777, medical, 356, 
437, 499, 682, 811, 8123; medical 

category C, 812; medical practi- 

tioncrs as combatants, 812; medical 
prisoners of war, 4383; merchant 
seamen’s diet in hospital,: $4; milk 
for, 438, 499; road casualties, Army 
vehicles, hospital expenses and, 172 ; 
smallpox in, 713 3; spectacles for, 682 ; 
students and, 811 3 transfusion service 
and, 356 3. tuberculosis and, 140, 203, 
166, 778; women in, 712, 743, 744, 
7773 women medical] oflicers in, 140— 
Social Reconstruction: Survey, 54— 
Stamp peerage, 3 55—Students and 
national service, 811 


ap- 


e ~ 
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Transfusion supplies, 356—Tubercubosis : 
in Services, 140, 203, 466, 778; in 
Wales, 203, accommodation for, 356; 
incidence of, 202, 204, 436, 437, 438, 


500, 542, 681, 72: milk and, 436, 
681, 712 
Vaccination deaths, 542 — Venereal 


disease in Jamaica, 84, 114 


Parsons, Sir J., on 
warfare, 369 
Pask, FE. A., continuous intravenous 
amusthesia, 10; Oxford vaporisers, 66, 

(L.A) 75 

Paterson, A. S., graduation at an earlier 
age, 475. (Cy 715 

Paterson, D., Sick Children (R) 640 

Pat hology—collection of war specimens, 
647 ; national service in (Dyke) 491, (C) 

(Ponder) (C) 582, 7623 ‘Textbook 

of Clinical Pathology (Kracke and 
Parker) (R) 190 7 

Paul-Bunnell test, 267 

Pavlov, I. P., Conditioned Reflexes and 
Psychiatry (R) 800 

Payne, W. W., black-currant purce, 596 

Pearce, E. C., nursing reconsidered (C) 409 

Pectin as blood substitute (A) 489 

Pellagra, see Vitamin B 

Pemberton, J., nutritional status (C) 544 

Pemphigus, see Skin - 

Penicilin (ADrahain, Chain, Fletcher, 
Gardner, Heatley. Jennings, and 
T (LA) 191, (A) 222, 345, 
5 

Penn, J., boxing (C) 382 

Pensioncrs—old-age, hostels for, 585; see 
also— 

Pensions—appeal tribunals (Cox) (C) 142; 
contributory, legislation on (P) 84, 113; 
for blind (P) 467 ; naval oflicer’s pen- 
sion, 167; Old-age Pensions (Wilson 
and Mackay) (R) 218; rates of war 


eye protection in 


disablement pensions (È) 356; see also 
Injuries and Pensioners 
Peptic ulcer—(Jennings) (C) 33; renal 


cortical necrosis 
McCall) 512; 
Stomach 

Percival, R. C., when to tie cord (C) 77 

Pericardium, see Heart 

Perinæal laceration, see Childbirth 

Pe ritoneum—peritoneoscope, photography 
through (LA) 672; peritonitis, chemo- 
therapy and serotherapy of (A) 288; 
see also Abdomen 

Perry, H. M., tetanus immunisation (C) 685 

Personality, "see Psychology 

Pertussis prophylaxis (LA) 486 

Pfeiffer bacillus, ne Meningitis 

Phage (LA) 607, 

Pharmaceutical Sovicty—269, 585, 
research, 395 

Pharmacists, see Drugs 

Pharmacology—future of, 380, (LA) 371, 
702; research in, 380, (LA) 371, 395, 
(LA) 702; see also Dental, Drugs, 
Therapeutics, and— 

Pharmacopemias — Extra Pharmacopoeia 
(Martindale) (R) 370, (LA) 371 ; see also 
British Pharmacopoeia and Drugs 

Pharynx, sce Throat 

Phenol—economy in «(A) 489, 614 ; see 
also Poisoning 

Phenothiazine, toxicity of (Hubble), 600 

Philosophical approach, sce Psychiatry 

Phosphorus studies, see Calcium 

Photography — Scientific Photographer 
(Lawrence) (R) 743 see also Peritoneum 

Phthisis, see Tuberculosis, pulmonary 

Phy sical training—appointment, 384; 
physical efficiency and (LA) 342 ; see 
also Boxing and Stitch 

Physical treatinent—for discharging ear 
(Troup) (C) T16; masseur’s negligence 
and (ML) 321; Physical Therapy for 
Nurses (Kov acs) (R) 282; ` see also 
Muscle and Ultraviolet 

Physiology—Annual Review of Physiology 
(Luck and Hall) (R) 218, (A) 224; 
Macleod’s Physiology in Modern Medi- 
cine (Bard) (R) 312; Starling's Prin- 
ciples of Human Phy siology (Evans) (R) 
281; Textbook of Physiology (Zoethout 
and Tuttle) (R) 800 

Picken, L. E. R., on serum transfusion, 
267; plasma utilisation in serum pro- 
ecssing, 190 

Pi EE: G. W., on hypertension (A) 


Pike, Sir W. (0O) 57 

Pilcher, R., traumatic asphyxia (C) 410 

Pills, see Drugs 

Pincock, A. C., blood changes after bleed- 
ing, 393; hemoglobin estimation, 754 

Pituitary gland—~Addison’s disease, blood- 
sugar, and, 373; extracts of, timc- 
expired, 687 ; see also Thyrotoxicosis 


and (Godwin and 
see also Œ@sophagus and 


117; 
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Placental—blood in amenorrhea (Hal- 
brecht) 630; infarcts, toxemia and, 
670; transinission of antibodies (A) 
44: see also Childbirth and Foetus 

Plant Science Formuhke (McLean 


Cook) (R) 428 

Plantar response in infants (A) 434 

Plasma—proteins, surgical importance of 
(A) 194, 337: see also Blood ‘and 
Transfusion 

Plaster—-preparation of casts, 650; see 
also Fractures and Wounds 

Platelets, See Blood 


and 


Platt, B. S., on dietary deficiency, 525 
Plesch, J., case-history, 623 ; stethoscopes, 


old and new (C) 747 
Pneumococcal infections—chemothecrapy 


of, 025 see also Drug-resistance, 
Meningitis, aud Pneumonia 

Pneumoc ponani apr sical type in (A) 
S05 ; see also Silicosis 

Pocumonia—chemotherapy of (McCollum) 
306. (Maclveith) (C) 354, 468; (A) 490, 
(Melton) 522, 625, (A) 646. 769, in 
infants (A) 806: chemotherapy of, 


pharmacist and (ML) 290, (A) 286; 
encephalitis and, 562 homc- treatment 
of (A) 769: intravenous oxygen in (A) 
134 ; see also Lung 

Prieumothorax—interstitial emphysema, 
thyroidectomy, and (Page) (C) 383,470; 
see also Chest and Tuberculosis, pul- 
monary 

Pohl, L., splinting cdentulows mandible, 
389, (A) 404 

Poison gas—oxygen therapy and, 198, 
intravenous (A) 134; toothpaste for 
gas-mask indos (Buckland) (C) 26; 
War Gases: Learn and Live (Shear- 
croft) 688 ; see also Lung and— 

Poisoning—ammonia- gas (Caplin) 95, gas 
mask and (A) 346; cadmium (Powell) 
(Œ) 715, (LA) 703; phenol, soldier’s 

© death from (ML) S14: : see also Industrial 
medicine, Phenothiazine. and Poison gas 

Poliomyelitis—268 ; chemotherapy and 
scrotherapy of, 235, (Miller and Wray) 
(C) 269 ; in Slough, 235; ports of entry 
in, 614; respirators and, 235, (LA) 766 

Polish—medical education. 265, in Idin- 
burgh, 265, 624, 780, 814 ; workers in 
Germany, mass radiography of, 298 

Polyradiculoneuritis, see Nervous system 

Ponder, C., national service in ‘clinical 
pathology (C) 582 

Pope, C. G., alum-precipitated toxoid, 301 

Porter, A. G., paradoxical- cerebral 
embolism, 634 

Post, F., heemothorax from aortic an- 
curysm, 558 

Post Office, see Scarlet fever 

Posterior tibial, see Aneurysm 

a le a ae in London, 252; see 

o-—— 

Postgraduate courses—industrial medi- 
cine, 105; ophthalmology, 269; tuber- 
culosis, 173; war medicine and gUrECry, 
175, 236, 357, 474; see also British 
Postgr aduate Medical School and Fellow- 
ship of Medicine 

Post-mortem, see Legal medicine 

Posture, see Bronchicctasis, Electrocardio- 
graphy, and Sleep 

Postvaccinal cecon see En 
cephalitis 

Poverty, see Social conditions and Vital 
statistics 

Powell, A. T. ee cadmium poisoning (C) 
715, (LA) 703 


Practice, medical, see Health services, 
Hospitals, Medicine, Panel Practice, 
and— 


Practitioners—American, for Britain, 218, 
584, 670, st} 6823 as patients (A) 801; 


called to the bar, 655; coordinating 
committees, 53, 322, 686, 780; Dudley 
M.O.U. suspended (A) 459, (P) 7783 


Irish dispensary doctors, age-limit for, 
227; Irish, surplus of, 772; newly 
qualified, 239, advice to, 139; on 

' medical committees, age and job of 
(Manclark) (C) 3545; radioderinatitis in 
(Jupe) (C) 143; see also Biography, 
Casualties, Health services, Honours, 
Legal medicine, Medical man-powecr, 
Medical Register, and Services 

Pratt, F. B., change of name, 386 

Pregnancy—histidine, histamine, and (A) 
403; nutrition in, 526, macrocytic 
anemia and, on Gold Coast (Russell) 
792; ovarian (Ross and Gledhill) 
484; pseudocyesis (A) 16; toxemia 
of (A) 403, 488, 505, 670, plasma uric 
acid in (A) 7363 see also Abortion, 
Childbirth, Maternity and child welfare, 
Placental, Uterus, and— 

Premarital and prenatal tests (DePorte) 
59, (LA) 41, (Carter) (C) 232, (Brock) (C) 


Price, F. W., Textbook of Practice of | 
Pridie, K. H., intracapsular fractures (A) | 


Prisoners of war, see Casualties 

Prisons, diet in (P) 54  , 

Progesterone, see Sex hormones 
Prostatectomy, punch (Wardill) 127 
Proteins, “ Diet. Nutrition, and Plasma 
Prothero. D 
Protozoal infections—new drtes in (LA) 


Providence, middle-class, see Middle-class 
Pseudocvesis (A) 16 | 
Psendo-fracture of tibia, 282 — | 
Psittacosis in Argentina, 537 | 
Psychiatry — Conditioned Reflexes 


phical approach to (Xt cllowlees) (C) 25; 


Psychology—Impulse to Dominate (Hard- 


Psychosis, see Mental disorder and 
Psychiatry 

Pterygo-nuchal, see Infantilism 

Public health—in Treland, 22 268, 468, 


232, functions of premarital clinic and 
(Russell) (C) 115, (Griffith) (C) 144 


Prescribing, see Drugs and Panel Practice -' 
Price, D., 


on tuberculosis in 


Qublin | 
children (A) 570 


Medicine (R) 640 
316, (C) 383 | 


. A. (O) 118 


702, 761; see also Malaria and Try pano- 
somiasis 


and | 
Psychiatry (Pavlov) (R) 800 ; philoso- | 
service of, 385, report on (A) 318; war 
(P) 27, (A) 17. (Crichton- -Miller) 31, 
(Atkin) 72, (LA) 103, (Hingston) (©) 
143, (Harris) 152, (A) 167, 171, 176, 
(Barber) (C) 205, (Sargant and Craske) 
212, (Fischer) (C) 269, (Scott) 271, 281, | 
(LA) 283, (McGregor and Sandison) (C) | 
293, (Mackwood and Scott) (C) 294, (A) 
345, (Minski) (C) 382, (Hick) (C) "383, 
408, (Fox) (C) 411, (Hodge) (C) 439, 467, | 
(LA) 529, (Bodman and Dunsdon) 572 
(Las Neurosis en la Guerra) Bermann) | 
586, (Greaves) (C) 812; see also Mental | 
disor der, Nervous disorder, and— 


| 
| 
ing) (A) 674; Integration of Personality | 
(Jung) (R) 764; intelligence tests in| 


skin patients (Hodgson) 791; Nursing | 
Couple (Middlemore) 782; | patients’ | 


reactions to ward round (LA) 7663. 
pseudocyesis (A) 163; Psychoanalytical | 
Method and the Doctrine of Freud | 
(Dalbiez) (R) 669; significance of fear, | 

329; stammer (Stein) (C) 8133 sce) 
also’ Children, Diagnosis Evacuation, 
Nervous disorder, Psych iatry, Services, | 
and War 


report on, 536: in New Zealand, report 
on, 621; in Palestine, report on, 120; 

in Scotland (P) 202, report on (A) 376, 
(P) 437; in Southern Rhodesia, report, 
on, 325; medical oflicer of health sus- 
pended (A) 459, (P) 778; nurse, in 
America (A) 18; War-time Health and 
Democracy (Clegg) (R) 524, (C) 580; 
Year Book of Public Health (Geiger) (R) | 


669; see also Air-raids, Germany, | 
Health education, Health services, | 
Hospitals, Social conditions, Vital 


statistics, and— 


PUBLIC HEALTH.— Bootle, 26, 815—Bury, 


355—Chelinsford. 'helsea, 577— 
Chingford. 117—Colchester, 713— 
County Palatine of Chester, 713— 
Croydon, 27—Cumberland, 50 4—Derby- 
shire, 170, 325—Dubliu, 465— Baling, 
170—Eastbourne, 577— Eccles, 760— | 
Fulham, 354—Glossop, 384—Hackney. 

55—Hammersmith, 170—Hampstead, 

354—Harrow, 713—Hendonh, 815—Hol- 
land (Lines) 411—Ilford, 55—Ilfra- 
combe, 815—Kent, 467—Kettering, 411) 
—Lambeth, 355—Laneashire, 683— 
Leeds, 325—Leicester, 117—Leicester- 
shire, 504—Liverpool, 343—Middlesex, 
146—New Zealand, 621—Newcastle-on- 
Tyne, 171—Norfolk, 27, 117—North- 
ants, 384—Nottingham, 467—Preston, 
117—Ramsgate, 577— Rutland, 26— 
St. Marylebone, 55—Shellield, 170— 
Slough, 235—Smethwick, £67—Southern 


Rhodesia, 32 5—Stafford. 815—Stock- 
port, 117—Swindon, 325—Waltham- 
stow, TE 354—War- 


wickshire, 146—Woolwich, 354—Wrex- 
ham, 26 

Adenoid syndrome, decline of, 504— 
Air-raids, health, morale, and, 171, 
355, 467, 577, 713, 815—Blindness, pre- 
vention of, 713—Breast- feeding, 713— 
Cancer mortality, 117, 170—Chemo- 
therapy, 56, 235, 325, 468—Child health, 
development of, 325—Cork Street Fever 
Hospital, Dublin, report. 468—Corneal 
ulcer, decline in, 809—Curtailment of 
annual reports, 713—Death certifica- 
tion, alteration in, 713—Diphtheria: 
immunisation, 325; in Dublin, 468— 


Erysipelas, chemotherapy of. i68— 
Evacuation, 26, 27, 117, 146, 170, 325, 
343, 384, 411, 467, 504, 577, 815— Food 
inspection, 354, 713, 760, conservation 
of supplies and, 683—-Heart disease: 
deaths, 117 ; decline in, 309—Housing, 


56, 468, 815—Hydatid disease in New 
Ze aland, 621——Infectious „diseases, war 
and, ye oe Pe ae ad, 
in children. 27, 170, 384, 504— Measles 
serum, jaundice and, 325—Meningitis, 
meningococcal, chemotherapy of, 468— 
Mental deficiency, 27, 467—Midwifery 


170—Milk sophistication, 355, 
Nutrition: assessment of, 

breast-feeding and, 713; 
supervision and, 354, 683, 713, 
760: of Newcastle children, survey of, 
l71; of school-children, 26, 27, 117, 325, 


9) t Jit 3 


food 


384, 411, 467, 504, 577, 809; Scurvy in 
\frica, 325—Obesity in children, 117— 
Otitis media in school-children, 26, 343, 
509— Pneumonia: chemotherapy of, 
$25, 468; in African miners, 325— 
Poliomyelitis, 235—Puerpcral infection, 
560—Rhenmatism, juvenile, 27, 809— 
scabies, 26, 27, 146, 325; 411, 467— 
School-children : future of school medi- 
cal service, 577 ; health and nutrition 
af: OLN LLG 170, 325, 343, 384, 
FLIS 467, 504, 577, 809; teeth of, 26, 
111, 467, 809—-Tonsil cases, fluctuations 
of, 504—Tuberculosis: in Dublin, 468 ; 
in Lancashire. 683° in New Zealand, 
621 ; incidence and mortality, war and, 
oo, 117, 083.713; pulmonary, in school- 
children, 26, 467—Vital ‘statistics, 27, 
Re” Lid. Lbs LTO, Ph, S265. 36a, 355, 
S345: 17 Gels DES anaes 
+ 

Public opinion, medical planning and, 59, 
(C*) 116 

Puerperal infection—chemotherapy of (A) 
16, 56, 90: tetanus, gas gangrene, and 
(LA) 284; see also Childbirth and Vital 
{atistics 

Pulmonary fat-embolism, 197, (A) 224; 

e also Lung 
Q 
CIC ATD see Juvenile delinqueney 
Quarantine, sec Infectious diseases 
R 

Rabies immunisation (A) 401 e 

Race, R. R., on blood-groups, 268 

Radial head, anterior dislocation of 
(Wardle) 520 l 

Radjation therapy, see Physical treatment, 


and— 
glycerin- 


Radiotherapy, Ultraviolet, 
rmaâatitis—burns and, 
Dase for (Cole and Lederman) 
29, (Cole) (C) 383; of hands, cancer 
doctors using fluorescent sereen 
Jupe) (C) 143 


Radio-frequency probe, see Foreign bodies 


Radiography—mobile service of, 716; of 
heart (A) 646; Roentgen Interpretation 
(IHlolmes and Ruggles) (R) 484; Tomo- 

raphy (MeDougall) (R) 281: see also 
Mustachian tube, Germany, Radioder- 
malitis, Tuberculosis, pulmonary, and— 

Radiolowy as a career (A) 432, (C) 471, 
(C) 545; in New Zealand, Soctal 
Security and, 506; see also Radio- 
rraphy, N rays, and— 

Radiotherapy—Biologie Fundamentals of 


Radiation Therapy (Klinger) (R) 604 5 
in cancer (A) 459, (Lederman and 
Mayneord) 461, biopsy and (LA) 400 ; 
war-time, protection of radium and 
(Lederman and Mayneord) 461, 586; 
sce also Radiodermatitis and Radiology 
Radium. se Radiotherapy 
Ralston, S. B.. bee stings (C) 543 r 
Raimnsay, W. A., first-aid for every soldier 
(C) 382 
Rations, see and 
Nutrition 


Diabetes, Nephrosis, 


Ray Strachey memorial, 20 

Raynaud's syndrome, see Autohemagglu- 
Linntjon 

Rea. lL... on keratitis, 370 d 

Reconstruction—social, survey of (P) 543 ` 
also Building, Health serv ices, 


llospitals, and Science 
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Recruits, see Psychiatry and Services 
Recurrens paralysis, see Paralysis 
Red cells, see Blood 
Rees-Jones, G. F.. 
tube, 660 
Registrar-General, see Vital statisti 
Registration, see Medical Register 
Rehabilitation—Allendale Curative Work- 


X rays and eustachian 


shop (Casson) 516, (A) 644; disable- 
ment training and resettlement scheme, 
934, (Batchelor) On es hay \) Gad; 
hospitals’ part in, 19: see also Crippled, 
Injuries, and Physical training 

Reiner. M., Manual of Clinical Chemistry 
(R) 282 

*Renal—complications of chemotherapy 
(Laird) 272, 563, (A)646; cortical no min, 
perforated gastrice ulcer and (Godwin 
and McCall) 512; damage and, 
729 ; damage, liver trauma an \) 374, 
729; glycosuria, 268, hypogl Land 
(Macpherson) 338; er Blood- 
pressure, Injuries, Nephriti loxiemia, 
and Urinary 

Reports, medical, Certificates 

Reproduction—« le etron-microsecopie CX- 
amination of spermat (As, P38” 
insufflation of fallopian tubes in sterility 
(LA) 527; placental blood in sterility, 
630; see also Ovarian, Premarital and 
Prenatal tests Sex hormones, and 
Uterus : 

Rescearch— Beit Memorial Fellowships, 

: 147: colonial welfar and (LA) 399, 

543 5 cooperation it universities and 

. commercial firms, 380, (LA) 371, 702; 
future of (Walther) S08; institute for, 
in occupied France. 2123; Lister Insti- 
tute report. 326: second Yearbook of 
Research and Statistical Methodology 
(Buros) (R) 640 ; see also Cancer and 
Pharmacology 

Respiration—firtal and neo (Bar- 
croft) 91, (A) 165, (Leak) 2, (LA) 
568, 652, (Movnihar ( ) bs ‘cival) 
(C) (122 Men thing 803; 
respirators in polio (LA) 
766; see also Asp! Lung, 
Oxygen therapy. Poisi . 2 

Respiratory infci neo- 
natorum outbreak a sneezing 
and (Bourdillon and | 365, (LA) 
372, 603 see also A Bronchial, 
“Colds Cross-infectio: ug, Nose, 
streptocor il ìl T it 

Rest—in inflamaat \) 6415 see also 
W ounds 


Retinal. sce Eyi 
Rbeumatism \] 
tions (Comroe) 


thritis and Allied Condi- 
700 : osteo-arthritis, 


surgery of (A) 402 ; salazopyrin in, 586, 

e 627 tuberculo (A) 5713; sce also 
Sciatica and t P 

Rheumatism, juv -decline’ in, 27, 
$09; in Argentina. 537: rheumatoid 
arthritis and, ri chip between (A) 
612 ; see alsa Hi ease 

Rhind, E. G. G etes mellitus in 
Addison’s disease 

Rhodes, A. J., tic! typhus, 278, (A) 
2989 

Rice-Oxley, Sir A., death of, 194 

Richardson, G. M., preservation of liquid 
complement serum. 696 

Richardson, G. © nephrectomy and 
hypertension, 594. (A) 645, (C) 776 

Rickettsial infection-—(A) 433; Bacillary 
and Rickettsial | ‘ctions (Holmes) (R) 
130 ; see also Typhus 

Rjidonty ec. ASt] 234 

Road tralli P) 355, (LA) 801: see also 
Jndust rial medicine, Injuries, and Motor- 


ists 

Robb, D., Medicine and Health in New 
‘Zealand, 320 

Roberts, C. L. D. (O) 440 

Robertson, J. D., calcium and phosphorus 
studies, 97, 129, 156, 216, (C) 294, 328, 


795 
death of, 349 


Robertson, W., 
Robinson, Wo . trigeminal neuralgia, 555 


Robson, D. . H. (0) 58 

Roe, G. O. E . first-aid in war-time (C) 582 
Roentgen, see Radiography 

Rogers, L., suture of cauda equina (C) 173 


Rogerson, C. H., graduation at an earlier 
age (C) 619 
Rolleston, Sir H., British Encyclopædia 


‘of Medical Practice (R) 282 
Romanis, W. H. C., and Mitchiner, P. H., 
Science and Practive of Surgery (R) 12 
Rosenthal, F. E., on cooling drugs (LA) 431 
Konyi: N. M., primary ovarian pregnancy, 
Ross, J. P., on cross-infection in wards, 603 
Ross, L., trichiniasis, 397 
ed S., Poverty and Progress (A) 
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Roxburgh, A. C., 
(R) 732 

Royal Ne Force, see Aircraft and Services 

Royal Army Medical Corps, see Casualties 
and Services i 

Royal College of Nursing, see Nurses 

Royal College of Obstetricians and 
Gynecologists—diplomas, 585; elec- 
tions, 147; fellows, 147 ; lecture, 442; 
members, 147, 585 

Royal College of Physicians of Edinburgh 
—elections, 780 ; fellows, 622 ; licences, 
119, 547 ; pass list, 547 

Royal College of Physicians of London— 
appointments, 174, 585; diplomas, 89. 
175, 473, 585, 654, 780 ; elections, 174, 
5853 licences, 174, 585 ; medals, 174 ; 
members, 174, 585; Prophit scholar, 
717 ; scholarships, 174, 585 

Royal College of Surgeons of Edinburgh— 
election, 506; fellows, 147, 506, 814; 
EER 119,5417 ; pass list, 547 ; prizes, 
slit 

Royal College of Surgeons of Fngland— 
appointments, 89, 175, 473. 780; 
demonstrations, 441: diplomas, 89, 175 5, 
473, 585, 654, TSO; car, nose and throat 


Common Skin Diseases 


specimens, 330 ; clections, 80, 89, 654 ; 

fellows, 58; fellowship, 473; hospitals 
recognised, 473 ; lectures, 333: licences, 
6545 presidential election, 80, 89; 
prize, 89; scholarships. 89, 473; 


studentship, 473 : the King and (A) 80 
Royal Faculty of Physicians and Surgeons 
of Cdasgow—elections, 5863 fellows, 90, 
473+ licences, 119, 547 3: pass list, 547 
Royal Institute of Public Health and 
Ifyeiene, 687 
Royal Institution, 300, 346. 412, 442, 585 
Royal Medical Benev elent Fund (Barlow) 
(C) 468, 714 
Rora Sanitary Association of Scotland, 
OS 
Royal Sanitary Institute, 814 


Royal Socie ty—Croonian Lecture, 82; 
medals, 686 
Royal Society of Arts. 717 ` 


Rubber dermatitis (A) 676 

Bau C., students advise Prime Minister 
(C) 544 

Rudolf, R. D., death of, 770 

Ruggles, H. E., and Holmes, G. W. 

o Roentgen Interpretation (R) 484 i 

Rundle, k: F., thyrotoxicosis, 149, (C) 502 


Russell, Sir A. a on diphtheria immunisa- 
tion, ‘108 

Russell, B. A. S., macrocytic anemia in 
pregnancy, 792 


Russell, 1.. suppression of urine in crush 
odema (©) 87 

Russell, V., premarital and prenatal tests 
(C) 115 pot “raspberry: leaf tea (C) 53, (LA) 
tl; state medical service (C) 6384 

Russell, WwW. K. (0) 503 

Russia—. Anglo- Soviet Medical Committee 
(C) 352, (A) 344, 383, 460, 655, O87; 
health services, 138. 6773 medical 
education, 263, (LA) 253, 677 ; mission 
to, 376: war surgery, 87, O77, of chest 
fae 131 

Ryle, J. A.. on lung injuries, 198, (A) 224; 
‘student. and BAS 237 


S . 


` 


Saccharin, see Diabetes 
Sachs, IE, kemagghMmtination problems (C) 
715; positive syphilitic tests in healthy 
people (C) 116 i 
St. John Ambulance 
First-aid 
Sanatorium, sce Tuberculosis > 
Sanders, A. G., group O donor card (C) 352 
Sand {hy fever (LA) 133, (Keunedy) (C) 173, 
(Neligan) (C) 268 
Sandison, R. A., insulin in war neuroses 
(C) 293 
Sargant, W., insulin in war neuroses, 212 
Scabies, see Skin 
Se andinavian Odyssey, 29 
Scarlet fever—contacts, Post Oflice pro- 
cedure and (Scott) 739, (LA) 733; 
impeti igo a and (Cruickshank) 
275, (C) 410, (Simpson) (C) 328 ; sce also 
Infectious diseases 
Schick, N., hainmer toe (C) 410 
School medical servic e—economy of mèdi- 
cal man-power, 147; future of, 577; 
see also— 
School-children—<A merican 
sules for, 585, (A) 705; 


Association, sec 


vitamin cap- 
health and 


[Marcu 21, 1942 xv 


onon 26, 27, 117, A 170, 2: 


(W fIson) LOS: P 167. 504 

809, provis Ley oe milk and 
1; CP) 140; 437, 
(A) 533, LP) 
12. (A) eg - quaran- 
disease 408, (LA) 


and (P) 55. (A) 13 
ty A 537, (EP) si 1, (LA) 529, 


?, 681, 687, 
for 


(P) i 
infectious 


733: see also Children, “fvacuation, 
He alth education, and Skin 

Schrire, T., stab wounds of heart and 
pi Viele aba 635 

Schulenburg, C. A. R., corrosive stricture 
of stomach. 367 

Schütz. F., positiomw of body during sleep 
(CC) 774 

Schwabacher, H., on Cl. tertium, 268 

Sciatica (Stone) (C) 24, (Hopewell-Ash) (C) 
25, (Good) (C) 143, foot-trouble and 
(Mahood) (©) 115 

Scienci ethii d, 442; Scientific Atti- 


(Waddington) 148; Scientific 
graphe Lawrence) (R) 74; world 


tude 
Photii 


order and, British Association on. 346, 
412, 442; see also Diagnosis, Health 


education, and Magic 


SCOTLAND (see also Universities). —Air- 


raids, 408—Antiseptie cycle, 385— 
Blood-transfusion, 615—Clark, A. `J., 
death of, 169—Diphtheria immunisa- 


tion, 90, 139, (LA) 161, (P) 202, 408, 615 
—Dy sentery outbreak. 383——Edinburgh 
Panel Conimittee, 357—Education of 
cripples, 678—Fear, significance of, 329 
—Graham, F. M., death of, 678— 
Hlonyman Gillespie lectures, 83, 137, 
175, 329, 349, 385—Hospitals: E.M.S., 
admission to. 82, 169, (P) 202, (A) 376 ; 
problem of, 536 ; waiting-lists and, 169. 
(P) 202, (A) 376—Hypertension, 349— 
Lupus in Edinburgh (A) 108—Medical 
liaison officer, 4142—Orthopedic treat- 
ment (P) 54. 202, 356—Public health (P) 
202, (A) 376, (P) 437—Rickets in Glas- 
gow (A) 705—Robertson, W., death of, 
349—Sanitary congress, 408—School 
meals (P) 542—School quarantine, 408— 
Sternal biopsy, 175—Stillbirth, neonatal, 
and infant mortalities, 170, (A) 376, 
(Baird and Wryper) 657, (P) 745. 
(Titmuss) (C) 716—Systolic murmurs, 
rr gy eee 55, (A) 108, (P) 202. 
(A) 376, (P) 437, 542— ‘yphus, tick- 
borne (Ludlam, Bate helor, and Rhodes} 
ae (A) 289—Wuar wounds committee, 
55 


ae as Oxford Vaporiser No. 2, 64, 

: ( di 75 

Scott. W. C. M., martial misfits (C) 294 ; 
ts defence and public’s attitude, 
27 

Scott, W. 739, 
(LA) 733 

Scurvy, see Vitamin C 

Seamen, see Norway and Services 

Serum transfusion, see Transfusion 

Services—appointments, L37, 3845 candy 
ration for. in America, 624 ; dependants’ 
allowances (P) 437,499, 541 ; depend- 
ants’ medical care, 349. 357, (P) 499. 
656 ; droplet-borne infections in, spray- 
ing and (Middleton and Gilliland) 595; 
first-aid for (First-aid for Fighting Men) 
Keogh) (LA) 313, (Ramsay) (C) 382, 


L., scarlet-fever contact, 


first-ficld dressing and (Alstead) (C) 
383 3 frostbite, trench-foot. and immer- 
sion-foot in (Greene) 6893; gastro- 


duodenal disease in (Jennings) (C) 23, 
(LA) 2853 xtycosuria in, 268, (Macpher- 
son) ha ; honours and awards, 18, 28. 
80, 90, 119, 167. 205 a rea 269, 357, 414, 
HI, 504, 683, 687, 750, 807 ; malaria in 
(LA) 5607; Madane oe welfare of 
(P) 84, (A) 376; refraction in, 369 

BCA-SUFECONS in history (A) 568, (Nixon) 
(CC) 774, (A) 769; selective testing for 
(UA) 103, (A) 167, (LA) 283; soldier's 
death, non-culpa ble negligence and (ML) 
814; specialists for R.A.M.C., 119 5 
Tropic al Tips for Troops (Burke) (R) 
669; tuberculosis and, 200, (P) 203. 
(LA) 192, (P) 466. (Aspin and Stalker) 
518, (P) 778, in United States (A) 346. 
(P) 778; venereal disease in (A) 136, 
civilian clinics and (White) (C) 204, 332, 
(Erskine) (C) 232, 353. (Osmond) (C) 
203, 409, (McLachlan) (C) 293; women 
in (A) 136, (P) 712, 743. T44, 777; 
women medical officers in (P) 140: see 


also Aircraft, Casualties, Germany, 
Home Guard, Injuries, Man-power, 
Medicine, Pensions, Psychiatry, Skin, 


and Wounds 

Sex hormones—blood-pressure and, 349. (A) 
375; ectopic endometrial tissue and (A) 
374; histidinuria and, in pregnancy (A} 
403 in mammary carcinoma (Boeser) 


P 
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698 ; pterygo-nuchal infantilism and, 
559; research on, 327; thymus and, 
327 ; see also Hormones, Menstruation, 
ÆŒstrin, Reproduction, and Uterus 

Shafar, J., on syringomyelia (A) 644; 
vitamin E in nervous disorders, 209, 
(LA) 219, 300 

Shakespeare Committee, sce Medical man- 
power 

Shapiro, M., pain in acute appendicitis, 39 

Sharkey, J. cerebrospinal fever, 5 

Sharpey-Schafer, E. P., blood changes 
after bleeding, 393 ; cretinism(C) 233 3 
pterygo-nuchal infantilism, 559 

Shaw, F., on infected pads and dressings 
(LA) 284 

Shearcroft, W. F. F., War Gases: 
and Live. 688 

Shechan, D., on autonomic system, 218, 
(A) 224 

Shelford, A. O. (O) 472 

Shelters—713 ; ammonia-gas poisoning in 
shelter (Caplin) 95, (A) 346 ; children’s 
occupational eee in, 714; improved 
accommodation (P) 499, 499 ; Ramsgate 
tunnel, 577; shelter-foot (Greene) 689 ; 
sick-bay, 322; soluseptasine spray 
treatment in (Thrower) 534; see also 
Air-borne, Casualties, and Dust-borne 

Shepherd, J. A., air-raid casualties, 785, 
(LA) 801 l i 

Sheridan, V. J. R. (O) 206 

Ships, see Services \ 

Shires, B. (O) 234 

Shirlaw, G. B.. Home Guard medical 
service, 225, (C) 469; and Troke, C., 
Medicine versus Invasion (R) 484 

Shock—oxygen in, 786, intravenous (A) 
134; planned resuscitation aud, in air- 
raid casualties, 49, 495, 785; tissue 
autolysis and (A) 374; see also Burns, 
Fluid therapy, Injuries, and Transfusion 

Short, R. H. D.. on lung-irritant gases, 199 

Shoulder, calcified deposits round (A) 106 

Shucksnitb, H. S., aneurysm of tibial 
artery, 476 

Sick- bays, see Evacuation and Shelters 

Siderocytes, see Blood 

Sigerist, H. E., Medicine and Human 
Welfare (R) 398 ` 

Silicosis in Stourbridge fireclay miners 
(Deaner) 417 

Simmons, H. T., chronic lymphoedema. 667 

Simpson, K., death certification (C) 24 

Simpson, R. E. H., impetigo contagiosa 
C) 328 

SU, H. M., on assessment of nutrition, 


5i 

Sinclair- Loutit, K. W. C., 
problems (C) 409 : 

Skin—cleansing agents and (A) 737; 
Common Skin Diseases (Roxburgh) (R) 
732; diseases of, subnormal intelligence 
and (Hodgson) 791; Essentials of 
Dermatology (Tobias) (R) 764; immo- 
bilisation for multiple boils (LA) 641; 
impetigo contagiosa, 26, 27, bacteriology 
of (Cruickshank) 275, (C) 410, (Simpson) 
(C) 328; lupus erythematosus, tuber- 
culin tests and (Kelvin) 597, (Snell) (C) 
748, (Barber) (C) 748; lupus vulgaris in 
Edinburgh (A) 108; Modern Dermate- 
logy and Syphbilology (Becker and 
Obermayer) (R) 669; pemphigus neo- 
natorum (Burn) (C) 53 ; radiodermatitis 
(Jupe) (C) 143, burns and, glycerin- 
gelatin base for (Cole and Lederman) 
329, (Cole) (C) 383; rubber dermatitis 
(A) 676 ; scabies, 26. 27, 146, (Emperor’s 
Itch) (Friedman) (R) 160, (Scabies— 
Civil and Military) (Friedman) (R) 160, 
325, 349, 411, 467, 655, (A) 770, (Hodg- 
son) 791, Rotenone Lotion for. 155; 
sulphonamides and (Colebrook) (C) 22, 
(A) 46, 90 ; see also Alopecia, Asphy xia, 
Burns, Cancer, Lice, Staphylococcal 
infections, and Wounds 

Sleep, position of body during (Schütz) 
(C) 774 . SaL 

Slomka, J., From Serfdom to Self-Govern- 
ment, 386 

Smart, G. A., nephrectomy and hyperten- 
sion, 594, (A) 645, (C) 776 

Smillie, I. S., splinting for lower limb, 304 

Smith, D. J. N., perineal suture under 
local aaa ack (C) 716 

Smith, 1. J. R., ingrowing toenail (C) 440 

smith, F. aes on glycosuria, 268; on 
ovalocytosis. 268 

Smith, G. S., national hospitals board, 109 

smith, H., on yellow fever, 102 

Smith, J. B. G.. curriculum (C) 354 

smith, M. RE bacterial contamination of 
cerebrospinal fluid, 783, (A) 805 

Smith, W., bacterial on T of 
cerebrospinal fluid, 783, (A) 80 

Smoking, see Tobacco 

Snake-bite, 809 


Learn 


Home Guard 
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Sneezing, see Respiratory infections 

Snell, W. E., lupus erythematosus (C) 748 

Soap, see din 

Social conditions—child endowment 
schemes (A) 533; Poverty and Progress 
(Rowntree) (A) 404 ; service dependants’ 
allowances and medical care, 349, 357, 
(P) 437, 499, 541, 686; Tyneside: The 
Social Facts (Goodfellow) 816; see also 
Colonial, Evacuation, Health services, 
Industrial medicine, Nutrition, Recon- 
struction, and Vital statistics 

Socialist MedicaL Association, 522, 655 


SOCIETIES, MEDICAL 


ASSOCIATION OF <ANJESTHETISTS OF 
GREAT BRITAIN AND IRELAND.—585 | 

ABSOCIATION OF CLINICAL PATHOLOG- 
ISTS.—58 ;  anwmia, 268; blood- 
groups, 268; Cl. tertium, 268; Cl. 
welchit, 268 ; diphtheria bacilli, culti- 
vation of, 268; glycosuria, 268; 
lymphogranulomatosis. benign, 268 ; 
pancreatitis, fatal acute, 267; Paul- 
Bunnell test. 267; poliomyelitis 
virus, 268; transfusion, 267, 268; 
trichiniasis, 267 ; tuberculous’ infec- 
tions, 268 

BIOCHEMICAL SOCIETY.—58, 357; chemo- 
therapeutic action, 655, 761 

BRULTISH ORTHOPAEDIC ASSOCIATION.— 
711; hip, congenital dislocation of, 
arthography in, 282; olecranon, 
fracture of, 282; tibia, intra-articular 
fracture of, 282; tibia, pseudo- 
fracture of, 282; upper femoral 
epiphysis, slipped, 282 

FACULTY OF RADIOLOGISTS.—Biopsy 
(LA) 4003; pass list, 749; short 
cesophagus (A) 18 

MEDICAL SOCIETY FOR STUDY OF 
VENEREAL DISKASES.—90 ; pence 
of venereal diseases, 90, (A) 1 

MrpicaL SOCIETY oF Poses aN, 


655 
MEDICO-LEGAL SocieTy.—4 73, 655 
NORTH WESTERN TUBERCULOSIS 


SocIETY.—585 

NUTRITION SocIETY.— Foundation of 
(A) 432 nutritional status, evalua- 
tion of (A) 432, 525, 544 

OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KinNGpoM.—Carcinoma of 
conjunctival surface of lid, 369; 
cholesterin spaces, 369; congress, 174, 
368 ; dendritic ulcer of cornea, 569 ; 
diplopia and head injury, 369; 


f =. keratitis, 370; migraine, 369; nys- 


tagmus synchronous with .pulse-rate, 
369; cedema of macula, 368 ; orbital 
angioma, 369; pterygium, 369; 
refraction in Services, 369 ; unsealed 
retinal holes, 369; war injuries of 
eyes, 369, prevention of, 369 

Fe ATINGIEON MEDICAL SocietTy.—296, 
58 

READING PATHOLOGICAL 
Centenary (A) 107 

ROYAL ACADEMY OF MEDICINE IN 
IRELAND.—Placental infarcts, 670; 
water deficiency, 563 

ROYAL MEDICAL SOCIETY OF EDIN- 
BURGH.— 441 

RoyaL M&pico-PSYCHOLOGICAL AS- 
SOCIATION.—Prefrontal leucotomy, 
655, 740 

ROYAL SOCIETY OF- MEDICINE.—Sec- 
tions of: History of medicine, 347, 
624, 636, (A) 737, 813— Medicine (A) 
3 v, 1l—Sureery, 547, 
602, 68G., C and 
pharmacology, 585, (A) 645 

Subjects of discussion : eross-infec- 
tion in wards, 547, 602 ; head injuries, 
electroencephalographic changes in, 
11; hospital building, 686, (A) 737, 
813; hypertension, 585, (A) 645; 
Polish Faculty of Medicine, 547, 624 ; 
renal failure following extrarenal 
trauma, 686, 729, (LA) 73: 

ROYAL SOCIETY OF TROPICAL MEDICINE 
AND HYGIENE.—58 ; yellow fever in 
Africa, 58, 102 

SHAFTESBURY MILITARY HOSPITAL 
MEbDICAL SOCIETY.—30, 82, 441 

SOCIETY OF MEDICAL OFFICERS OF 
HEALTH.—414 5; fever hospitals and 


SOCLETY.— 


pathological services in post-war 
planning, 762 presidential address 
(A) 705 


TUBERCULOSIS ASSOCIATION.—300, 547 
WINCHESTER AND DISTRICT MILITARY 
MEDICAL SOCIETY.—497 


Society of <Apothecarics of London— 
diplomas, 538, 269, 300, 654, -717; 
elections, 269 


a 
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Society of Chemical Industry, 773 

Society of Public Analysts, 773 

Soldiers, see Services 
Soluseptasine—(Ardley) 625; sp ee in 


colds (Thrower) 534 ; see- also Chemo- 
therapy i 
Souter, A. W., response to vitamin K, 693 


South. Africa, see Africa . 

South America—health insurance, 385; 
tuberculosis, 687 ; yellow fever, 102; 
see also Argentina 

Souttar, H. S., on medical planning, 347 

Soviet, see Russia 

Spain—burns, treatment of, 358 ; medical 
hw ee; 262, (LA) 253; pellagra 
(2 ‘ 

Spencer, H. R. (O) 297 

Spermatozoa, examination of, by. electron 
microscopy (A) 137 

Spinal cord—disseminated sclerosis, mas- 
seur’s negligence and (ML) 321; see also 
Cerebrospinal, Nervous system, Syringo- 
mycelia, and— 

Spine—osteomyelitis of (A) 433; 
Bone and Sciatica 

Spira, L., endemic fluorosis (C) 23 

Spleen—rupture of (A) 459; 
Jaundice and Stitch 

Splinting—for loweft limb (Smillie) 304 ; 
stretcher support for Thomas splint 
(Cole) (C) 440 ; see also Fractures 

Spooner, E. T. C. .. on hospital infection of 
wounds (LA) 565 - 

Spraying, see Air-borne and Colds 

Spriggs, N. I., Government and proprietary 
medicines (C) 471 

Statford-Clark, D., Autumn Shadow, 329 

Stalker, R., pulmonary tuberculosis in 
Services, 518 

Stammer (Stein) (C) 813 

seas H. J., Williams’s Obstetrics (R) 
31: 

Stanley, J. D., death of, 46, (O) 118 

Staphylococcal infections—-chemotherapy 
of, 22, (McCollum) 306, (MacKeith) (C) 
354. (A) 490, 507, (Melton) §22, 625; 
penicillin in, 185, (LA) 191, (A) 345; 
phage in (LA) 607 ; typing staphylococci 
in (Burn) aint 53 see also Cross-infec- 
tion, Hand , Osteomyolitis, Respi- 
ratory, Skin, d Wounds 

*Starling’s Principles of Human Physiology 
(Evans) (R) 28 “ 

Starr, D. (O) 28 

State medical service, see Health services 

Statistics—Second_ Yearbook of Research 
and Statistical Methodology (Buros) (R) 
640 ; see also Vital statistics 

Stein, L., stammer (C) 813 

Sterilisation—of cotton-wool (LA) 284; 
see also Cross-infection, Water, and 
Wounds 

Sterilisation, eugenic, in Germany, 3719 

Sterilfty, see Reproduction 

Sternal—biopsy, 175, 207, (LA) 4005. see 
also Transfusion 

Stethoscopes, old and new (A) 610, 
(Plesch) (C) 747 

Stewart, C. P., on determination of vitamin 
C (A) 571 

Stilbestrol, see Menstruation, Œstrin, and 
Sex hormones 

Still, Sir F., Childhood and other Poems, 
120; death of, 18, (O) 56 

Stillbirths—disposal of, 617, (C) 654, 711; 
see also Childbirth and Vital statistics 

Stings—fatal (Dyke) 307, (A) 319, (Barber) 
C) 410 ; poisonous bites and, in Pales- 
tine, 809 ; treatment of, 307, (A) 319, 
(Brown) (©) 440, (Ralston) (C) 543 

Stitch (A) 531 

Stomach—bismuth carbonate and (Al- 
stead) 420; corrosive’ stricture of 
(Schulenburg) 367, (Joll) (C) 439; 
gastritis, chronic (L A) 285; gastro- 
scope, new (Taylor) 276; see also 
Anwmia, Gastro-intestinal, Hremateme- 
sis, and Peptic ulcer 3 

Stomatitis—acute ulcerative Walton, 
Graham, and Lansdown) 2:14, (King) (C) 
293 ; see also Vitamin B 

Stone, K., sciatica (C) 24 

Stopes, M. C., Contraception (R) 764 

Streptococcal infections—chemotherapy of 
(Colebrook) (C) 22, (A) 46, 90, 56, (A) 
222, 288, 444, 468, 507, 625; penicillin 
in, 185, (LA) 191, (A) 345; see also Air- 
borne, Cross-infection, Drug-resistance, 
Hand, Heart disease, Puerperal infec- 
tion, Scarlet fever, Skin, and Wounds 

Stretcher support, seo Splinting 

Strickland Goodall lecture, 706, 749 

Strychnine for killing seals, 717 

Stuart-Harris, C. H., influenza, 387 

Students—national service and (P) S11; 
see also Dental and— 

Students, medical—advise Prime Minister 
(Graham-Little) (C) 502, (Morris, Ruben, 


P 


see also 


see also 


ena Cae ee ede 
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and Waterlow) (C) 544, (Dillon) (C) 544 ; 
Essentials for Final Examinations in 
Medicine (de Swiet) (R) 604; number 
of, 239; Practical Biochemistry for 
Students of Medicine (Cameron and 
yee (R) 454; students’ guide, 237, 
323, 358; see also British Medical 
Students Association, Education, med- 
ical, Surgery, and Universities 
Suction drainage apparatus (Edmunds) 235 
Suffolk, S. F., Oxford Vaporiser No. 2, 
64, (LA) 75 . 
Sulphadiazine (A) 190, (Ardley) 625, 
resistance to (A) 222 
Sulphaguanidine—in intestinal infections 
(Ardley) 627; toxicity of (A) 107 
Sulphamidothiazole, see Sulphathiazole 
Sulphanilamide—(Ardley) 625: blood, 
bone-marrow, and (A) 16, 79, 107. (LA) 
162, 443: carbonic anhydrase and (A) 
768; estimation of, in blood (A) 5715 
in cerebrospinal fever (A) 459; ib 
glandular fever, 480 ; in gonorrhcea (A) 
222, (Harkness) (C) 296; in pneumo- 
coceal meningitis (A) 570, 5713 in 
ao pharmacist and (ML) 290, 
(A) 286; in skin infections (Colebrook) 
(C) 22; in trachoma. 170: in wound 
infections (A) 222, (LA) 429, 507, (A) 
530, first-aid and (Hawking) (C) "$52 5 
nervous complications and (LA) 162; 
tissue-damage and (A) 530 3 toxicity test 
for (A) 107, (LA) 162; see also Chemo- 
therapy and Drug-resistance 
Sulphanilylguanidine, see Sulphaguanidine 
Sulphapyridine—(Ardley) 625: — blood, 
bone-marrow, and (A) 16, 107, (LA) 
162 ; compound of, in rheumatism, 456, 
627 ; estimation of, in blood (A) dT1; 
in bacillary dysentery (Bell) 101., 627 ; 
in blast injury of lungs, 425 5 in filariasis 
(Earle) 6673 in glandular fever, 450 ; 
in gonorrhaa (Jones and Fairbrother) 
9, (White) (C) 204, 352, CA) 222, (Laird) 
272, (Osmond) (C) 293. (Harkness) (C) 
--296, 625, (Cawston) (C) 7163 in infected 
patent ductus arteriosus (Bourne, Keele, 
Tubbs, and Swain) 444; in meningo- 
‘coeeal infections (Sharkey) 4560, 625, 
(Dickson, Meo, Magner, and 
McGillivray) 631, (Grimson) (C) T46: 
‘in Pfeiffer bacilins meningitis (Harold) 
308, (Jacoby) 753: in pneumococcal 
meningitis (A) 222. (Cooke) 510, (A) 570, 
(Anderson) (©) 652: in pneumonia 
(ML) 290, (A) 286, 468, 625, (A) 769, 
806; in poliomyelitis, 235, 269; in 
postvaccinal and measles encephalo- 
myelitis (Burton and Weir) 561; in 
stomatitis, 214; in tuberculosis (A) 
458; in urinary "infections (F organ) (C) 


115; in wound infections, 507, (A) 530, 
625; nervous complications and (LA) 
e 162, 562; renal complications and 


(Laird) 272, (A) 646; tissue-damage and 
(A) 530; toxicity test for (A) 107, (LA) 
162; see also Chemotherapy and Drug- 
resistance . 

Sulphathiazole—( Ardley) 625: contamin- 
ated tablets of (A) 2863; estimation of, 
in blood (A) 5713; in cervical endo- 
metritis (A) 46, 90; in gonorrhea 
(Jones and Fairbrother) 9, (Erskine) (C) 
232, (Harkness) (C) 2963; in home- 
treatment of pneumonia (A) 769; in 
pneumococcal meningitis, 510, (Howard) 
512, (A) 570 ; in puerperal infections (A) 
46, 90; in skin infections, 22, (A) 46, 


90 ; in spinal osteomyelitis (4) 433 5 in 
staphylococcal lung infections (Me- 
Collum) 306, (MacKeith) (C) 354, 
(Melton) 522; in urinary infections 


(Forgan) (C) 115, 625; in wound infec- 
tions (A) 46. 90, 507, (A) 530, 625; 
nervous complications and (LA) 162; 
renal complications and (A) 646 ; tissue- 
damage and (A) 53035 toxicity test for 
(A) 107, (LA) 162; see also Chemo- 
therapy and Drug-resistance 
Sulphonamide E.0.S.—(A) 490, (Ardley) 
625; see also Chemotherapy 
Sulphonamides, see Chemotherapy 
sSuprarenal, see Adrenal 
Surgery—Bone Graft Surgery in Disease, 
Injury and Deformity (Albee) (R) 428 ; 
Catechism Series: Surgery (R) 4543 
child, chair of, 277 ; ear, nose and throat 
specimens in Royal College of Surgeons, 
330; importance of plasma proteins in 
, (A) 194, 337 ; instruments for U.S.S.R., 
appeal for, 687 ; Science and Practice of 
Surgery (Romanis and Mitchiner) (R) 
12; sea-surgeons in history (A) 568, 
(Nixon) (C) 774, (A) 769 : swab, derelict, 
responsibility for (Newland) (C) G18: 
war, 87, (Surgery of Modern Warfare) 
(Bailey) (R) 398, courses on, 175, 236; 
see also Anwsthesia, Education, medical, 


Taylor, G. 


Therapeutics—Methods of 
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Hospitals, Medicine and the Law, 
Operations, Orthopedic, and Wounds 
Swab, derelict (Newland) (C) 618 
Po R. H. A., patent ductus arteriosus, 
Sweat-glands in dog (A) 611 
sweden—abortion rates, 414 
Swindells, S. W.. bread (C) 653 


Switzerland—burns, treatment of, 270; 
psychiatry in army (A) 345 
Symonds, C. P., paradoxical cerebral 


embolism (C) 686 

Sympathetic, see Nervous system 

Sy philis—blood-transfusion and (A) 2863 
Modern Dermatology and Syphilology 
(Becker and Obermayer) (R) 669; of 
lungs (Clark) 420, (A) 4345; see also 
Aneurysm.  Neurosyphilis, WVenereal 
discase, and— 

Syphilis. tests for—(CA) 286; false positive 
reactions and (Sachs) (C) 116; see also 
Liquid) complement serum and Pre- 
marital and prenatal tests 

Syringomyelia, surgery for (A) 644, 

© (Jetferson) (C) 714 

Systolic, see Heart disease 


T 


T wave, see Electrocardiography ` 
Tavistock Clinic, 328, 404 
Taylor, D. R. (0) 779 
Tarani E. E. T., traumatic asphyxia (C) 
410 
L., on nana rae. 268 
Taylor, H., new gastroscope, 276 
Taylor, P. H., on medical benefit, 348 
Taylor, R. M., on immunity against 
influenza (LA) 457 . 
Tecth—of Danes, 412; transplanted (A) 
783 see also Children, Dental. and Jaws 
Telford, E. D., chronic lyinpha@dema, 667 
Temperature — alleged falsification of 
charts, 741; cooling drugs, cooling 
centres and (LA) 431; hot climates, 
reactions to (LA) 77; refrigeration of 
ischeemic limb, 730, (LA) 7343 see also 
Autohemagelutination and Frostbite 
oe see Sex hormones 
Tetanus—imumiunisation against, 326, 
(Evans) 628, (LA) 6£3, (Perry) (C) 685, 
(C) 685, encephalitis and, 562, 656; 
puerperal (LA) 2843 see also Wounds 


Tetany—lactation and (Anderson and 
Brown) 482 ; see also Parathyroid 

Thakore, M. D., on pteryvgitun, 369 

Thames, see W ater supplies 

Thannhauser, S. T., Lipiduses: Diseases 
of Cellular Lipid’ Metabolism (R) 700, 


(A) 704 

Treatment 
(Clendening and Jlashinger) (R) 340; 
Pharmacological Basis of Therapeutics 
(Goodman and Gilman) (R) 312 ; Thera- 
peutic Research Corporation (LA) 702 
Therapeutics of Internal Disease: 
(Blumer) (R) 12; see also Dental and 
Drugs 

Thin, R. (0) 411 

Thomas, J. C., dust- -haying oils for floors 
and bedclothes, 123, (C) 471. 755 

Thompson, A. G. G. N state medical service, 
613 

Thorax, see Chest ; 

Thorndike, L., History of Magic 
Experimental Science (R) 370 

Thouless, R. H., Isaacs, S., and Brown, 
S. C., Cambridge Evacuation Survey (R) 
281 

Threadworms—phenothiazine in, dangers 
of (Hubble) 600 ; spread of, by use of 
excreta for manure (Orme) (C) 87 

Throat—fluctuations of tonsil cases, 504 ; 
laryngitis complicated by recurrens 
paralysis (Moffett) 523; poliomyelitis 
virus and, 614; specimens in Royal 
College of- Surge ons, 33035 see also 
Respiratory and Streptococ cal 

Thrombosis—cavernous-sinus, penicillin 
in, 186, (LA) 191; heparin and substi- 
tute in (LA) 314; see also Embolism 
and Heart discase 

Thrower, W. R., soluseptasine spraying in 
colds, 534 

Thurnam, W. R., death of, 473, 460 

Thymus, sex hormones and, 327 

Thyroid gland—angina] symptoms, hypo- 
thyroidism and (Zondek) 310, (A) 488; 
calcium and phosphorus studies and 
(Robertson) 129, 216; fluorosis and (A) 
610; see-also Cretinism and— 


and 
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Thyrotoxicosis—(Rundle) 149;  di-iodo- 
tyrosine in (Wass) 34, (Joli) (C) 116; 
plump type of (Trotter and Eden) 335. 
(C) 581, (Page) (C) 383, (Keynes) (C) 
470, (Rundle) (C) 502; see also Para- 
thyroid and Thyroid 

Tibia—intra-articular fracture of, 282; 
alia sae ara of, 282 

Tidey, S. A. (O)6 

Tinker, Č. M., Ee eal planning T 
(C) 26 

ALI G. O., fractured femoral neck (C) ` 

2 


Tissue autolysis, shock and (A) 374 

Titmuss, R. M., stillbirth and neonatal 
mortality (C) 746; vital statistics 
wanted (C) 231 

ae cancer and (A) 78 

Tobias, N., Essentials of Dermatology (R) 
764 

Tocantins, L. M., 
sion (A) 532 

Todd, T. F., on cervical carcinoma (A) 459 

Toe—hammer (Schick) (C) 410 ; ingrowing 
nail (Nuttall) 100, (Bonnin) (C) 144, 
(Smith) (C) 440, (Chapman) (C) 502, 
(Creer) (C) 580: see also Chiropodists 

Tomography. see Radiography | 

Tonsils, see Throat 

Topley, E., black-currant puree, 596- 
‘opley, W. W. C., biology of epidemics. 82 

Toxiemia of „pregnancy (A) 403, 488, 505, 
670, (A) 7 

Trachoma, ohaide in, 170 

Training, see Rehabilitatioun 

Transfusion—allergie donor (LA) 163; 
blood-group statisties in England and 
Scotland, 268 ; clotting aud filtration of- 
citrated plasma (Maizels) 722 ; concen) 
trated serum in head injuries (Turner- 
557; defibrinated blood, 267 3 
stration of serum preparation, 267 ; 
dried plasma and serum (LA) 104, 268, 
615; estimation of plasma and serum 
proteins and (A) 194, (W alther) 337 5 
Finnish service of, 474; German 
methods of (A) 533, (Brock) (C) 716; 


on intrasternal transfu- 


group O donor card (Cant, McMenemey, ` 


and Sanders) (C) 352 ; 3 haumageglutina- 
tion problems and, #77, 479, (LA) 485, 
(Sachs) (C) 715; improved grouping 
Droccdite (A) 45; instomatitis (Walton, 
Graham, and Lansdown) 214, (King) 
(ŒC) 293; incompatible, isoagelutipin 
changes after (Mollison and Young) 6353 ; 
intrasternal (A) 532 ; isinglass (A) 135, 
489; outfit for, 299; pectin (A) 489 ; 
plasma utilisation in serum processing 
(Picken) 190; Scottish service of, 615; 
spirochæte in stored blood (A) 286; 
supplies for (P) 356; see also Anwmia, 
Fluid therapy, Hemorrhage, injuries, 
and Shock 

Trauma. see Injuries and Wounds 

Treadgold. H. A. (0) 384 . 

Treatment, see Therapeuties 

Trench-foot (Greene) 689 s 

Trichiniasis—(Beeson) 67;  blood-picture 
in, 67, (Della Vida and Dyke) 69, 267, 
396, 397 ; in London (Davis and Allott) 
396, cerebral symptoms in (Houston 
and Ross) 397 

Trigeminal neuralgia, see Neuralgia 

Trigonal muscle (A) 675 

Trizgonelline (A) 460 

T.N.T., see Industrial medicine 

Troke, C., and Shirlaw, G. B., Medicine 
versus Invasion (R) 484- 

Troops, see Services 

Tropical medicine—course in, 367 ; see also 
Colonial and Health education 

Trotter, W., Collected Papers of Wilfred 
Trotter (LA) 14 

POLEN W. R., Graves’s disease, 335, (C) 

1 


Troup, W. A., colds (C) 582; 
car (C) zi f 
Trowell, H. C., 
anemia, 303 
Trypanosomiasis——{LA) 399, 412, 543, (P) 
681; chemotherapy of (LA) 702, 761 
Tubbs, O. S., patent ductus arteriosus, 444 
Tuberculosis—advisory committee on (P) 


discharging 


tropical macrocytic 


437, 622; amputation for, consent to, 
refused (ML) 493 3 bacteriological 


diagnosis of (A) 317; chemotherapy of 
(A) 458; in Ireland, 468, 536, CA) 570 ; 
in Lancashire, 683; in New Zealand, 
621; in Scotland, 55, (A) 108, (P) 202 
(A) 376, (P) 437, 542 ; in South America, 
657; in Wales, 200, (P) 203, 356; 
lupus erythematosus and (Kelvin) 597, 


(Snell) (G) 748, (Barber) (C) 748 ; lupus® 
vulgaris in Edinburgh (A) 108; notifi- 
cation of, 571, 656; postgraduate 


course in, 173; 
Survey, 717; ptery go-nuchal infantilism 
and (Sharpey -Schafer) 559 ; response to 


s 


demon- .- 


Prophit Tuberculosis 


Tut tle, W. 


» ment. 
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infection, variations in, 268; rheuma- 
tism, tuberculous (A) 571 :- war and, 55, 
137, 200, CP) 202, 203,. 204, CLAY 192, 
(Titmuss and Hall) (C) 231, (A) 346, 
376, (P) 436, 437, 438. 466, 500, (Aspin 
and Stalker) 518, (P) 542, 681, 683, (P) 
712, 713, 714, (P) 778, sanatorium stafi 
and. (Kennedy) (C) 409; war, village 
settlement, E.M.S. hospital and (Mc- 
Dougall) (C) 86, (Grieve) (C) 116; see 
also Bone, Rehabilitation, Services, 
and— 

Tuberculosis, pulmonary—extrathoracic 
tuberculosis and (A) 135; in children, 
26, 200, 467, (A) 570, regurgitation of 
infected milk and (A) 166; mass radio- 
graphy, miniature radiogram, and, 200, 
(P) 203, (LA) 192, (A) 287, 298, (A) 346, 
(Aspin and Stalker) 518, (P) 7783 see 
also Chest,, Pneumoconiosis, Services, 
and— 

ruberculosis, pulmonary, 
Artificial Pneumothorax 
Hayes, and Blanchet) (R) 370 

Turner, C. R., and McHose, E., Effective 
Living (R) 398 ' 

Turner, J. W. A., concentrated serum in 
head injuries, 557 . 

W.. and Zoethout, W. D., 
Textbook of Physiology (R) 800 

Twort. J. M., oiling floors (C) 205 

Pyneside. see Social conditions 

Typhoid fever, see Enteric fever 

Typhus fever—-endemice and exanthematic 


surgery of— 
(Packard, 


(A) 289, immunisation and (A) 289, 
(Findlay) 659, (LA) 671: precautions 
against infected lice, 688, (LA) 671; 
tick-borne, in Scottish port (Ludlam, 
Batchelor, and Rhodes) 278, (A) 289; 
ece also Rickettsial ` 


U 


Ulna, see Fractures 

Ulnar nerve, fluorine and, 23 

Ultraviolet light—Biologic Fhindamentals 
of Radiation Therapy (Ellinger) (R) 
604; cancer and (LA) 193; in colds, 
534, (Troup) (C) 582; see also Physical 
treatment 

U.S.S.R., see Russia 


UNITED STATES OF AMERICA —AId for 
Britain (A) 80, 135, 218. 5=', 585, (P) 
682, (A) 705. epidemiologic nit and, 
670—Alvarenga pizze. : --Amory 
prize, 319— British medical y,- cors, 709 
—Child surgery, chair of, 27ı—Dental 
medicine. new school of, T07—Health 
education (A) 532, films for, 686— 
Honours, 205, 319, 815—Intracapsular 
fractures of femoral neck, report on (A) 
316, 383—Medical education, 261, (LA) 
253, 686, -707—Osler memorial, 792— 
Practitioners for Britain, 218, 584, 670, 
(P) 682—Premarital and prenatal tests 
(DePorte) 59. (LA) 41, 115, 144, 232— 
Public Lealth: nurse (A) 18; pro- 
grammes, health education and (A) 532 
—Serviees: candy ration for, 624; 
mental fitness of reeruits (LA) 103, (A) 
167, (LA) 283, 352; radiological ex- 
amination of recruits (A) 346, (P) 778 ; 


tetanus immunisation in (C) 685— 
Sulpħathiazole tablets, contaminated 


(A) 286—Vitamin capsules for Britain, 
585, (A) 705 i 


Universitics—Case for an International 
University (Keeton) 176; see also 
Education, medical, Research, Students, 
and— 


UNIVERSITIES. — Aberdeen: degrees, 89; 
diplomas, 89; graduation address, 83— 
Birmingham : appointments, 441; pre- 
sentations, 622; resignation, 441— 
Bristol, pass list. 30—Cambridge: ap- 
pointinents, 205: degrees, 205, 473, 
506, 622, T49; puss lists. 89. 473, S14— 
Dublin: degrees, 58, SH: licence, 58; 
pass lists, 147, 749—Durham, appoint- 

! 334— Edinburgh : degrees, 119, 

780, S14; diplomas, 119, 814; gradua- 

tion address, 119, 139; Polish medical 

school, 265, 624, 780, 814—Glasgow : 
degrees, 30, 5475 prizes, 30—Leeds, 

pass list, $81—Liverpool, pass list, 58— 

London . 240, 358 5; appointment, 269; 


Uterus—cervical 
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election, 717—Manchester, pass lists, 58, 
749—National University of Ireland: 
appointments, 89; bursary, 585; de- 
grees, 749; studentship, 585—-Oxford : 
appointments, 30; degrees, 147, 205, 
547,717; prize, 30 ; research grant, 547 
—St. Andrews, degrees, 58—Sheffield : 
appointments, 473, 654; election, 473 ; 
industrial medicine course, 105; pass 
list, 414—Strassburg, 622—Wales, ‘pass 
lists, 506, 654, 717, 749 


Unregistered practitioner (ML) 406 

Urinary tract—cervical carcinoma and (A) 
459: infections of, penicillin in, 187, 
(LA) 191; infections of, sulphonamides 
in (Forgan) (C). 115, 625; see also 
Bladder, Enuresis, Nephritis, Prostatec- 
tomy, Renal, and— 


Urine—extravasation of (A) 704; hemo- 
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Vitamin K, see Blood i 

Vitamins—American capsules, tests -of, 
585, (A) 705; excess of (A) 609; for 
babies, issue of, 654, (A) 705; 
Food fortification and Nutrition 

Volpar products, see Contraception 


W 


Waddington, C. H., Scientific Attitude, 
148 


globinuria (A) 79, 164, 530 ; histidinuria | Wainwright, D., on fracture of olecranon, 


and histaminuria (A) 403; porphyrin- 
uria, 443; T.N.T. derivative in, tests 
for, 552, (Ingham) 554, (LA) 605; see 
also Glycosuria, Renal, and Vitamins 
carcinoma, urological 
complications of (A) 459; cervical 
endometritis, chemotherapy of (A) 46, 
90; cyclical changes in endometrium 
(A) 374, 458, outpatient biopsy speci- 
mens and (Howkins) 599; fibroids (A) 
402; raspberry-leaf tea and (Burn and 
Withell) 1, (Russell) (C) 53, (LA) 41; 
see also Childbirth, Endometriosis, 
Menstruation, and Reproduction 


; V 


Vaginal examination, see Childbirth 
van den Ende; M., dust-laying oils for 
floors and bedclothes (C) 471, 603, 755; 
on cross-infection in wards, 603 
Veins, see Circulation and Thrombosis 
Venereal disease—home visiting. and 
(Burn) 655, (A) 768; in Africa, 513 5 in 
Jamaica (P) 84, 1143; incidence of (A) 
136; intelligence and (Hodgson) 791 ; 
Venereal Diseases (Burke) (R) 5243; see 
also Gouvorrheea, Premarital and pre- 
natal tests, Services, and Syphilis 
Vernon, H. M., and Campbell, Dame J., 
National Health Services (A) 644 - 
Village settlements, see Tuberculosis 
Vinegar, cirrhosis and, 474 
Viruses—cancer (LA) 1933; phage and 
(LA) 607; rabies (A) 401; 
fever’ (LA) 1333 see also Influenza, 
Poliomyetitis, and Yellow fever 
Vital statistics—45, 117, 120, 146, 170, 
171, 325, 854, 355, 168, 536, 577, 621, 713, 
809, 815; in Germany, 235, 608 ; infor- 
mation on (P) 204, lack of (Titmuss and 
Hall) (C) 2313 stillbirth, neonatal, and 
infant mortalities, economic factors and, 
170, (A) 376, 404, (Baird and Wyper) 
657, (P) 745, (Titmuss) (C) 746, 809; 
see also Certificates, Infectious diseases, 
Publie health, Scotland, Social condi- 
tions, and Tuberculosis 
Vitamin A—dark-adaptation and, 525, (A) 
$07, alcobol. benzedrine, vitamin C, and 


CYudkin) 787; excess of (A) 609; 
standardisation of, 3263 see also 
Nutrition 

Vitamin B—excess of (A) 609; gastritis 


and (A) 285; pellagra, defective 
intestinal absorption and, 121, (uA) 131; 
pellagra in Spain (A) 455; research on, 
3263; stomatitis and (Walton, Graham, 
and Lansdown) 214, (King) (C) 293 7 
sulphonamide therapy, nervous compli- 
cations, and (LA) 162; trigoncelline 
excretion and (A) 460 ; see also Nervous 
system and Nutrition 

Vitamin C—exeess of (A) 609; eyes and 
(A) 16, CYudkin) 787, CA) 807; hay-box 
and (LA) 642 ; Lancaster, Sir J., scurvy 
eure and, 30 3; multiple dietetic deticien- 
cies, scurvy, and (Davidson) 121, (LA) 
131: sources of, 327, in war-time, 
requirements and, 361, (LA) 3871, CA) 
457, 654, (A) 705, blackcurrant puree 
and (A) 457, (Payne and Topley) 596 ; 
tests for, 525, cucumber seeds and (A) 
5713 see also Nutrition 

Vitamin D—excess of (A) 609; rickets, 
war, and (A) 7053 see also Caleium and 
Nutrition 

Vitamin E—standardisation of, 326, 163 ; 
see also Nervous system 


sandily’ 


282 

Wakeley, C. P. G., on syringomyelia (A) 
644 

Wallace, A. B., Treatment of Burns (A) 317 

Wallace, J., blood changes after bleeding, 
393 

Walls, E. W., biatrial trilocular heart, 668 

Walshe, F. M. R., Diseases of Nervous 
System (R) 484 

Walther, W. W.. estimation of plasma 
proteins, 337 ; future of research, 808 

Walton, C. H. A., stomatitis., 214 


War—Case for an International University 
(Ixeeton) L763; Impulse to Dominate 
(Harding) (A) 674: see also Air-raids, 
Certificates, Drugs, Hospitals, Industrial 
‘medicine, Injuries, Man-power, Medi- 
cine, Nutrition, Psychiatry, Public 
health. Reconstruction, Services. Sur- 


gery, Tuberculosis, Typhus, and Wounds 
War neuroses, see Psychiatry 
Ward, G5 Home Guard problems (C) 470 
Ward, R. F. (0) 119 
Wardill, W. E. M.. punch prostatectomy, 
127 
Wardle, E. N., 
radial head, 520 
Wardrop, D). (QO) 28 
Wards, see Cross-infection and Hospitals 


anterior dislocation of 


Warwick ond Tunstall’s First-aid to the 
Injured’ and Sick (Hammer) (R) 604 
Wasp, see Stings 


Wass, S. lI., di 
disease, 31 l 
Wassermann tesis, sce Syphilis, tests for 


-iodotyrosine in Graves’s 


Wate sterile, bacteria in (A) -Oa 
(Smith and Smith) 783, (A) 805 : see also 
Dehydration and Water-supplies 

Waterlow, J.. students advise Prime 
Minister (C) 544 

Water-supplies London (LA) 43, 300; 
see also Enteric fever and Fluorosis 

Wattie, N., on Gyvacuation, 408 


Watts, G. G.. Agricultural Policy for 
Britain (R) 40 


Wauchope, G. M., saving on drugs (C) 
53 


5 

Wear, A. B. L. (0) 748 

Webber, L. M. (0) 173 

Webster, J. H. D., Periodicity and Cause 
of Cancer (R) 524 

Weir, J. H., postvaccinal 
encephalomyclitis, 061 

Welch, J., on nursing in Africa, 574. (LA) 
565 

Welsh, R. A. (0) 813 

West, H. O. (0) 717 


and measles 


West Ham Practitioners Coördinating 
Conimittei see Practitioners 

Wi sÍ \I NE... Handbook for Industrial 
NUTSCS PUY C) 

West Indices leprosy im (P) 778% venereal 
disease in (P) S4. 114: see also Colonial 

Westell. | M.. ethyl chloride., 666 

White. B. G.. on regurgitation of tubercle 
bacilli (A) 166 

White. Ff. D and Cameron, A. T., Prac- 
tical Biochemist iy for Students of 
Medicini RY dod 

Whiti ERARI troops at civilian V.D. 
clinics tE) 204, 3a2 

Whitin M. H., Ophthalmic Nursing (R) 
~ { ) 

Whittle. C. H., on benign lymphogranulo- 

_Inatosis, 268 ; on tuberculous infections, 
vere 

Whooping-cough. see Pertussis 

Wid son, E. M.. middle-class diets, 361, 


(LA) 371, (A) 457 

Wilcocks, C., Bulletin of 
(C) 383 

Wild, R. B. (0) 503 

Wilkins, E. H., on school medical service, 


oid 
Willeox, Sir W., death of, 46, (O) 88 . 
Williams, D., on electroencephalographie 
changes in head injuries, 11 


War Medicine 


see also — 


Supplement to THE LANCET] 
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Williams, E. R., certificates (C) 716 

Williams, P. L. W., Home Guard casualties 
(C) 354 

Williamson-Noble, F. A., on unsealed 
retinal holes, 369 

Wiliams’s Obstetrics (Stander) (R) 312 

Willis, J. D., cysticercosis of brain, 415 

Willius, F. A., and Keys, T. E., Cardiac 
Classics (R) 732 

Wills, D., Hawkspur Experiment, 474 

Wilson, A., diabetes mellitus in Addtson’s 
disease, 37 

Wilson, Sir A., and Levy. H., Workmen’s 
Compensation (LA) 701: and Mackay, 
G. S., Old-age Pensions (R) 218 

Gee D. C., nutrition of rural children, 


5 
Wilson, G. S.p epidemic neonatal diarrhea, 
59 


590 

Wilson, T. H., death of, 706, (O) 748 

Wilton, T. N. P., acute bacterial endo- 
carditis, 728 

Winsbury-White, H. P.. cnuresis, 331, 
506, (C) 618 

Withell, E. R.. raspberry leaves and 
uterine muscle, 1, (LA) 41 

Wokes, F., Food: The Deciding Factor 
(R) 74 . 

Wolff, E., on cholesterin spaces, 369 

W ODORE Parliament, 537, (LA) 529, 
5 

Workers, see Industrial medicine, Man- 
power, and— 

Workmen’s compensation—legislation (P) 
84, 113; rehabilitation and training 
schemes and (Batchelor) (C) 327. 516, 
(LA) 701; Workmen's Compensation 
(Wilson and Levy) (LA) 701; see also 
Industrial mediciue 

Wormald, R. D., and Young, J. M., 
Duties of Incident Oticer. GSS 


Worster-Drought, C., on syringomyelia 
(A) 644; vitamin E in nervous: dis- 
orders, 209. (LA) 219, 300 

Wounds—apneurysm, traumatic, foot-drop 
and (Macpherson and Shucksmith) 476 ; 
Early: Treatment of War Wounds 
(Anderson) (R) 130; foreign bodies, 
radio-frequency probe for (Farmer and 
Osborn) 517 ; memorandum on maxillo- 
facial wounds. 2005 Scottish war 
wounds committee, 655 ; small wound, 
intestinal damage from (Ledingham) 
3115 stab. of heart and pericardium 
(Schrire) 638; see also Amputation, 
Casualties, Fractures, ‘Grafts, Hæmor: 
rhage, Injuries, Services, Shock, Surgery, 
and— 

Wounds, infected—(Miles) 507, (LA) 565, 
602; antiseptic cycle and, 385; bipp, 
zipp. zisp, and (LA) 429, 547, (Nightin- 
gale) (C) 1469; catgut sutures and (A) 
6733; chemotherapy of (A) 46, (LA) 76, 
90, (A) 222, 3836, (LA) 429, 469. 507, (A) 
530, 625, 719, first-aid and (Hawking) 
(C) 3532; closed-plaster treatment and 
(LA) 76, 429, 603, 786, (A) 806, value of 
immobilisation and (L.A) 641 ; envelope 
and hypochlorite method for (LA) 76, 
(A) 433, 463. 604; isolation of strepto- 
‘cocci from (Francis) 159 ; see also Cross- 
infection, Gas gangrene, Granulating 
surfaces, Phage, and Tetanus 

Wray, 5., convalescent poliomyelitis 
serum (C) 269 

Wright, N., on wheatmeal bread or milk ? 
(A) 373 

Wvyburn-Mason. R., brachial neuritis, 662 

Wyllie, A. M., electrical convulsion 
therapy, 71 

Wryper, J. F. B.. stillbirth and neonatal 

mortalities, 657 
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X 


X rays—Applied X Rays (Clark) (R) 218 ;" 


see also Radiography, Radiology, and 
Radiotherapy 


Y 


Yellow fever—Carlos Finlay and Yellow | 


Fever (Finlay) (A) 167, (C) 618; in 
Africa, 102, (LA) 399 ; 
Yellowlces, H., philosophical approac 


(C) 25 

Yoffey, J. M., and Drinker, ©. K., Lym- 
phatics, Lymph and Lymphoid Tissue 
(R) 640 . 

Yorke, W., on aromatic diamides, 761 

Young, I. M., isoagglutinin changes, 635 

Young, J. M., and Wormald, R. D. 
Duties of Incident Officer, 688 

Yudkin, J., dark-adaptation, 525 

Sunon: S., Vitamin A and dark-adaptation, 
í EO iy 


Z 


Zechmeister, L., and Cholnoky, L., Prin- 
C ae Practice of Chromatography 
( 732 $ 

Zine chloride. see A.R.P. 

Zoęthout, W. D., and Tuttle, W. W., 
Textbook of Physiology (R) 800 | 

Zondek„H., anginal symptoms and hypo- 
thyroidism, 310, (A) 488 : 

Zoster, encephalitis and, 562 s 

Zuckerman, 3., on blast injuries of eyes, 


369 
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